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GENERAL GUIDELINE PRINCIPLES

The principles summarized in this section are key to the intended application of the New York
State Medical Treatment Guidelines (MTG) and are applicable to all Workers’ Compensation
Medical Treatment Guidelines.

Al

A.2

A.3

A4

A.5

Medical Care

Medical care and treatment required as a result of a work-related injury should be focused
on restoring functional ability required to meet the patient’s daily and work activities with a
focus on a return to work, while striving to restore the patient’s health to its pre-injury
status in so far as is feasible.

Rendering Of Medical Services

Any medical provider rendering services to a workers’ compensation patient must utilize
the Treatment Guidelines as provided for with respect to all work-related injuries and/or
illnesses.

Positive Patient Response

Positive results are defined primarily as functional gains which can be objectively
measured. Objective functional gains include, but are not limited to, positional tolerances,
range of motion, strength, endurance, activities of daily living (ADL), cognition,
psychological behavior, and efficiency/velocity measures which can be quantified.
Subjective reports of pain and function may be considered and given relative weight when
the pain has anatomic and physiologic correlation in proportion to the injury.

Re-Evaluate Treatment

If a given treatment or modality is not producing positive results within a well-defined
timeframe, the provider should either modify or discontinue the treatment regime. The
provider should evaluate the efficacy of the treatment or modality 2 to 3 weeks after the
initial visit and 3 to 4 weeks thereafter. These timeframes may be slightly longer in the
context of conditions that are inherently mental health issues, and shorter for other non-
musculoskeletal medical conditions (e.g. pulmonary, dermatologic etc.). Recognition that
treatment failure is at times attributable to an incorrect diagnosis a failure to respond
should prompt the clinician to reconsider the diagnosis in the event of an unexpected poor
response to an otherwise rational intervention.

Education

Education of the patient and family, as well as the employer, insurer, policy makers and
the community should be a primary emphasis in the treatment of work-related injury or
illness. Practitioners should develop and implement effective educational strategies and
skills. An education-based paradigm should always start with communication providing
reassuring information to the patient. No treatment plan is complete without addressing
issues of individual and/or group patient education as a means of facilitating self-
management of symptoms and prevention of future injury.
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Time Frames

A.6

A.7

A.8

A.9

A.10

Acuity

Acute, Subacute and Chronic are generally defined as timeframes for disease stages:
e Acute — Less than one month
e Subacute - One to three month, and
e Chronic - greater than three months.

Initial Evaluation

Initial evaluation refers to the acute timeframe following an injury and is not used to define
when a given physician first evaluates an injured worker (initial encounter) in an office or
clinical setting.

Diagnostic Time Frames

Diagnostic time frames for conducting diagnostic testing commence on the date of injury.
Clinical judgment may substantiate the need to accelerate or decelerate the time frames
discussed in this document.

Treatment Time Frames

Treatment time frames for specific interventions commence once treatments have been
initiated, not on the date of injury. It is recognized that treatment duration may be
impacted by disease process and severity, patient compliance, as well as availability of
services. Clinical judgment may substantiate the need to accelerate or decelerate the time
frames discussed in this document.

Delayed Recovery

For those patients who fail to make expected progress 6-12 weeks after an injury and
whose subjective symptoms do not correlate with objective signs and tests, reexamination
in order to confirm the accuracy of the diagnosis and re-evaluation of the treatment
program should be performed. When addressing a clinical issue that is not inherently a
mental health issue, assessment for potential barriers to recovery (yellow
flags/psychological issues) should be ongoing throughout the care of the patient. At 6-12
weeks, alternate treatment programs, including formal psychological or psychosocial
evaluation should be considered. Clinicians must be vigilant for any pre-existing mental
health issues or subsequent, consequential mental health issues that may be impacting
recovery. For issues that are clearly and inherently mental health issues from the outset
(i.e. when it is evident that there is an underlying, work-related, mental health disorder as
part of the claim at issue), referral to a mental health provider can and should occur much
sooner. Referrals to mental health providers for the evaluation and management of
delayed recovery do not indicate or require the establishment of a psychiatric or
psychological condition. The evaluation and management of delayed recovery does not
require the establishment of a psychiatric or psychological claim.
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Treatment Approaches

A1l

A.12

A.13

Active Interventions

Active interventions emphasizing patient responsibility, such as therapeutic exercise
and/or functional treatment, are generally emphasized over passive modalities, especially
as treatment progresses. Generally, passive and palliative interventions are viewed as a
means to facilitate progress in an active rehabilitation program with concomitant
attainment of objective functional gains.

Active Therapeutic Exercise Program

Active therapeutic exercise program goals should incorporate patient strength, endurance,
flexibility, range of motion, sensory integration, coordination, cognition and behavior (when
at issue) and education as clinically indicated. This includes functional application in
vocational or community settings.

Diagnostic Imaging And Testing Procedures

Clinical information obtained by history taking and physical examination should be the
basis for selection of imaging procedures and interpretation of results. All diagnostic
procedures have characteristic specificities and sensitivities for various diagnoses.
Usually, selection of one procedure over others depends upon various factors, which may
include: relative diagnostic value; risk/benefit profile of the procedure; availability of
technology; a patient’s tolerance; and/or the treating practitioner’s familiarity with the
procedure.

When a diagnostic procedure, in conjunction with clinical information, provides sufficient
information to establish an accurate diagnosis, a second diagnostic procedure is not
required. However, a subsequent diagnostic procedure including a repeat of the original
(same) procedure can be performed, when the specialty physician (e.g. physiatrist, sports
medicine physician or other appropriate specialist) radiologist or surgeon documents that
the initial study was of inadequate quality to make a diagnosis. Therefore, in such
circumstances, a repeat or complementary diagnostic procedure is permissible under the
MTG.

It is recognized that repeat imaging studies and other tests may be warranted by the
clinical course and/or to follow the progress of treatment in some cases. It may be of value
to repeat diagnostic procedures (e.g., imaging studies) during the course of care to
reassess or stage the pathology when there is progression of symptoms or findings, prior
to surgical interventions and/or therapeutic injections when clinically indicated, and post-
operatively to follow the healing process. Regarding serial imaging, (including x-rays, but
particularly CT scans), it must be recognized that repeat procedures result in an increase
in cumulative radiation dose and associated risks.

A given diagnostic imaging procedure may provide the same or distinctive information as
obtained by other procedures. Therefore, prudent choice of procedures(s) for a single
diagnostic procedure, a complementary procedure in combination with other
procedures(s), or a proper sequential order in multiple procedures will ensure maximum
diagnostic accuracy, minimize the likelihood of adverse effect on patients, and promote
efficiency by avoiding duplication or redundancy.
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A.14 Surgical Interventions

A.15

A.16

Consideration of surgery should be within the context of expected functional
outcome. The concept of "cure" with respect to surgical treatment by itself is generally a
misnomer. All operative interventions must be based upon positive correlation of clinical
findings, clinical course and imaging and other diagnostic tests. A comprehensive
assimilation of these factors must lead to a specific diagnosis with positive identification of
pathologic condition(s). For surgery to be performed to treat pain, there must be clear
correlation between the pain symptoms and objective evidence of its cause. In all cases,
shared decision making with the patient is advised. The patient should be given the
opportunity to understand the pros and cons of surgery, potential for rehabilitation as an
alternative where applicable, evidence-based outcomes, and specific surgical experience.

Pre-Authorization

All diagnostic imaging, testing procedures, non-surgical and surgical therapeutic
procedures, and other therapeutics within the criteria of the Medical Treatment Guidelines
and based on a correct application of the Medical Treatment Guidelines are considered
authorized, with the exception of the procedures listed in section 324.3(1)(a) of Title 12
NYCRR. These are not included on the list of pre-authorized procedures. Providers who
want to perform one of these procedures must request pre-authorization from the carrier
before performing the procedure.

Second or subsequent procedures (the repeat performance of a surgical procedure due to
failure of, or incomplete success from the same surgical procedure performed earlier, if
the Medical Treatment Guidelines do not specifically address multiple procedures) also
require pre-authorization.

Psychological/Psychiatric Evaluations

In select patients, mental health evaluations are essential to make, secure or confirm a
diagnosis. Of course, the extent and duration of evaluations and/or interventions by
mental health professionals may vary, particularly based on whether: the underlying
clinical issue in the claim is inherently a mental health issue; or there is a mental health
issue that is secondary or consequential to the medical injury or iliness that is at issue in
the claim in question; or there is a pre-existing, unrelated mental health issue that has
been made worse by, or is impeding the recovery from (or both) the medical injury or
illness that is at issue in the claim in question.

Tests of psychological function or psychometric testing, when indicated, can be a valuable
component of the psychological evaluation in identifying associated psychological,
personality and psychosocial issues. Although these instruments may suggest a
diagnosis, neither screening nor psychometric tests are capable of making a diagnosis.
The diagnosis should only be made after careful analysis of all available data, including
from a thorough history and clinical interview.

A professional fluent in the primary language of the patient is strongly preferred. When
such a provider is not available, services of a professional language interpreter must be
provided.

Frequency: When assessing for a pre-existing, unrelated mental health issue that has
been made worse by, or is impeding the recovery from (or both) a work-related, medical
injury or iliness, then a one-time visit for initial psychiatric/psychological encounter should

NYS WCB MTG — Ankle and Foot Disorders 10



A.17

A.18

be sufficient, as care would normally be continued by the prior treating provider. If
psychometric testing is indicated by findings in the initial encounter, time for such testing
should not exceed an additional three hours of professional time. For conditions in which a
mental health issue is a central part of the initial claim, or in which there is a mental health
issue that is secondary or consequential to the work-related, medical injury or iliness, that
is part of the claim in question, then more extensive diagnostic and therapeutic
interventions may be clinically indicated, and are discussed in detail in the Medical
Treatment Guidelines for such mental health conditions.

Personality/Psychological/Psychosocial Intervention

Following psychosocial evaluation, when intervention is recommended, such intervention
should be implemented as soon as possible. This can be used alone or in conjunction with
other treatment modalities. For all psychological/psychiatric interventions, there must be
an assessment and treatment plan with measurable behavioral goals, time frames and
specific interventions planned.

Time to produce effect: two to eight weeks.

Optimum duration: six weeks to three months.

Maximum duration: three to six months.

Counseling is not intended to delay but rather to enhance functional recovery.

For PTSD Psychological Intervention:

e  Optimum duration three to six months.
e Maximum duration: nine to twelve months.

For select patients, longer supervision and treatment may be required, and if further
treatment is indicated, documentation of the nature of the psychological factors, as well as
projecting a realistic functional prognosis, should be provided by the authorized treating
practitioner every four weeks during the first six months of treatment. For treatment
expected to last six to twelve months, such documentation should be provided every four
to eight weeks. For long-term treatment beyond twelve months, such documentation
should be provided every eight to twelve weeks. All parties should strive for ongoing and
continuous communications, in order to facilitate seamless, continuous and uninterrupted
treatment.

Functional Capacity Evaluation (FCE)

Functional capacity evaluation is a comprehensive or more restricted evaluation of the
various aspects of function as they relate to the patient’s ability to return to work. Areas
such as endurance, lifting (dynamic and static), postural tolerance, specific range-of-
motion, coordination and strength, worker habits, employability, as well as psychosocial,
cognitive, and sensory perceptual aspects of competitive employment may be evaluated.
Components of this evaluation may include: (a) musculoskeletal screen; (b)
cardiovascular profile/aerobic capacity; (c) coordination; (d) lift/carrying analysis; (e) job-
specific activity tolerance; (f) maximum voluntary effort; (g) pain assessment/psychological
screening; (h) non-material and material handling activities; (i) cognitive and behavioral; (j)
visual; and (k) sensory perceptual factors.

In most cases, the question of whether a patient can return to work can be answered
without an FCE.
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A.19

A.20

An FCE may be considered at time of MMI, following reasonable prior attempts to return
to full duty throughout course of treatment, when the treating physician is unable to make
a clear determination on work status on case closure. An FCE is not indicated early during
a treatment regime for any reason including one to support a therapeutic plan.

When an FCE is being used to determine return to a specific job site, the treating
physician is responsible for understanding and considering the job duties. FCEs cannot be
used in isolation to determine work restrictions. The authorized treating physician must
interpret the FCE in light of the individual patient's presentation and medical and personal
perceptions. FCEs should not be used as the sole criteria to diagnose malingering.

Return To Work

For purposes of these guidelines, return to work is defined as any work or duty that the
patient is able to perform safely. It may not be the patient’s regular work. Ascertaining a
return to work status is part of medical care, and should be included in the treatment and
rehabilitation plan. It is normally addressed at every outpatient visit. A description of the
patient’s status and task limitations is part of any treatment plan and should provide the
basis for restriction of work activities when warranted. Early return to work should be a
prime goal in treating occupational injuries. The emphasis within these guidelines is to
move patients along a continuum of care and return to work, since the prognosis of
returning an injured worker to work drops progressively the longer the worker has been
out of work.

Job Site Evaluation

The treating physician may communicate with the employer or employer’s designee,
either in person, by video conference, or by telephone, to obtain information regarding the
individual or specific demands of the patient’s pre-injury job. This may include a
description of the exertional demands of the job, the need for repetitive activities, load
lifting, static or awkward postures, environmental exposures, psychological stressors and
other factors that would pose a barrier to re-entry, risk of re-injury or disrupt
convalescence. When returning to work at the patient’s previous job tasks or setting is
not feasible, given the clinically determined restrictions on the patient’s activities, inquiry
should be made about modified duty work settings that align with, the patient’s condition
in view of proposed work activities/demands in modified duty jobs. It should be noted,
that under certain circumstances, more than one job site evaluation may be indicated.

Ideally, the physician would gain the most information from an on-site inspection of the job
settings and activities; but it is recognized that this may not be feasible in most cases. If
job videos/CDs/DVDs are available from the employer, these can contribute valuable
information, as can video conferences, conducted from the worksite and ideally
workstation or work area.

Frequency: one or two contacts.
e 1st contact: Patient is in a functional state where the patient can perform some work.
e 2nd contact: Patient has advanced to state where the patient is capable of enhanced
functional demands in a work environment.

The physician shall document the conversation.

NYS WCB MTG — Ankle and Foot Disorders 12



Other

A.21 Guideline Recommendations And Medical Evidence
The Workers’ Compensation Board and its Medical Advisory Committee have not
independently evaluated or vetted the scientific medical literature used in support of the
guidelines, but have relied on the methodology used by the developers of various
guidelines utilized and referenced in these Guidelines.

A.22 Experimental/Investigational Treatment
Medical treatment that is experimental/investigational and not approved for any purpose,
application or indication by the FDA is not permitted under these Guidelines.

A.23 Injured Workers As Patients
In these Guidelines, injured workers are referred to as patients recognizing that in certain
circumstances there is no doctor-patient relationship.

A.24 Scope Of Practice

These Guidelines do not address scope of practice or change the scope of practice.
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B.

Ankle and Foot Disorders

Effective date will coincide with the launch of OnBoard: Limited Release

Introduction

This guideline addresses common and potentially work-related ankle and foot injuries. It
encompasses assessment; including identification of “red flags” or indicators of potentially-serious
injury or disease; diagnosis; diagnostic studies for identification of clinical pathology and
management. Red flags include fracture, dislocation, malignancy, metabolic disorders, infection,

and other conditions.

B.1 History Taking and Physical Examination

B.1.a History Taking and Physical Examination

History taking and physical examination establish the foundation/basis for and
dictate subsequent stages of diagnostic and therapeutic procedures. When
findings of clinical evaluations and those of other diagnostic procedures are not
consistent with each other, the objective clinical findings should have preference.
The medical records should reasonably document the following:

B.1.b History of Present Injury

Mechanism of injury: This includes details of symptom onset and
progression, and symptoms that may arise from postural or functional
accommodation to the Ankle-Foot injury;

Relationship to work: This includes a statement of the probability that the
illness or injury is work-related;

Prior occupational and non-occupational injuries: To the same area
including specific prior treatment;

Ability to perform job duties and activities of daily living; and

Exacerbating and alleviating factors for symptoms; not limited to the Ankle-
Foot.

B.1l.c Past History

Past medical history includes, but is not limited to, neoplasm, gout, arthritis,
and diabetes;

Review of systems includes, but is not limited to, symptoms of
rheumatologic, neurologic, endocrine, neoplastic, and other systemic
diseases;

Smoking history;

Vocational and recreational pursuits;

Prior imaging studies; and

Past surgical history.

B.1.d Physical Examination

Examination of a joint should include the joint above and below the affected area,
including the opposite side for comparison. Physical examination should include
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accepted tests and exam techniques applicable to the joint or area being

examined, including:

¢ Visual inspection - Examine both feet and look for and note asymmetries
and for deformities suggestive of degeneration, malformation, fracture, or
dislocations. Observe for signs of serious injuries, e.g., degloving injuries,
lacerations, puncture wounds, open wounds and crush injuries;

Palpation;

¢ Range of motion/quality of motion (active and passive); The range of
motion (ROM) of the foot and ankle should be determined both actively and
passively. Compare mobility of the affected and unaffected side;

e Strength (weakness / atrophy);

o Joint integrity / stability - Stress the ligaments to assess the stability and
compare to contralateral unaffected side;
Examination for deformity/displacement; and

e Assess heurologic (motor, sensory and reflexes) and vascular status
(integrity of distal circulation, peripheral pulses, skin temperature) of the
foot and ankle, as clinically indicated. Observe for signs of serious injuries,
e.g., degloving injuries, lacerations, puncture wounds open wounds and

crush injuries.

B.2 Assessing Red Flags

Certain findings, “red flags” raise suspicion of potentially serious medical
conditions. Assessment (history and physical examination) should include
evaluation for red flags. In the foot and ankle these findings or indicators may
include: fracture, dislocations, infection or inflammation, tumor, tendon rupture and
neurological or vascular compromise including compartment syndrome. Further
evaluation/consultation or urgent/emergency intervention may be indicated, and
the New York Ankle and Foot Injury Medical Treatment Guidelines incorporate
changes in clinical management triggered by the presence of “red flags”.

Table 1. Red Flags for Potentially Serious Ankle and Foot Conditions
Disorder Medical History Physical Examination

Dislocation Significant ankle or foot trauma Edema
Ankle or foot deformity with or without Deformity
spontaneous reduction or self-reduction
Fracture Significant trauma Edema
Abnormal mobility Ecchymosis or hematoma
Deformity with or without spontaneous or self- | Deformity
reduction Abnormal mobility
Painful swelling of ankle or foot Bony crepitus
Infection Swelling, redness, localized warmth of ankle | Visible and/or palpable mass
or foot Local tenderness, heat, swelling,
Fever or chills erythema
Diabetes or immunosuppression (e.g., Systemic signs of infection (fever,
transplant, chemotherapy, HIV) tachycardia)
Inflammation Inflammatory arthritis or autoimmune disease | Swelling, effusion, erythema,
warmth, or edema
Metabolic Poor nutrition
disorder
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Changes in weight, appetite, energy level,
skin, or bowel or bladder function
Hair loss

Acute gout Sudden attack(s) of joint pain, redness, and Swelling
swelling, usually monarticular, especially of Red, tender, warm first metatarsal
the great toes joint
Predisposing factors of being a man or post-
menopausal woman, renal impairment,
hyperuricemia, and use of diuretics or
cytotoxic drugs
Neoplasm Neoplastic disorder Palpable mass
Unexplained weight loss, fatigue, masses Deformity of ankle or foot
Rapidly Neuropathy, decreased or absent sensation Decreased sensation in feet and
progressive Neurologic disease ankles
neurological Diabetes Loss of vibratory or positional sense
compromise Dislocation or fracture Altered sensation in a dermatomal
May have sustained laceration, or direct distribution
trauma Absent ankle jerk
Motor loss in specific distribution
Painless swelling (Charcot’s joint)
Rapidly Diabetes Decreased or absent foot and ankle
progressive Peripheral vascular disease or bypass grafts | pulses
vascular Dislocation or fracture Decreased capillary filling
compromise May have sustained laceration, or direct Cold, pale extremity
trauma
Tendon
ruptures and
evulsions
Achilles Sharp pain to the posterior distal calf or Swelling and bruising
ankle, may be accompanied by loud pop Inability to point foot downward and
Forceful plantarflexion of the foot, or stand or walk comfortably
unaccustomed and vigorous running, hiking, | Positive Thompson test
or climbing May have overlying signs of trauma
May have sustained laceration, open wounds, | including laceration, open wounds,
crush injuries, or direct trauma puncture wounds, crush injuries
May have degloving injury
Administration of fluoroquinolones or local
injections
Peroneal Pain and swelling of the lateral heel Impaired eversion strength
May have sustained laceration, open wounds, | May have overlying signs of trauma
crush injuries, or direct trauma including laceration, open wounds,
May have degloving injury puncuture wounds or crush
Tibialis, Swelling and pain in the anterior ankle Anterior ankle tenderness, probable
Anterior May have sustained laceration, open wounds, | impaired dorsiflexion strength,
crush injuries, or direct trauma tenderness at the first metatarsal or
May have degloving injury metatarsophalangeal joint
May have overlying signs of trauma
including laceration, open wounds,
puncture wounds, crush injuries
Tibialis, Medial ankle pain and swelling, particularly if | Flatfoot deformity, particularly when
Posterior behind the medial malleolus, new or unilateral; tenderness of the

posterior medial malleolus,
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progressive flatfoot deformity (with or without
pain)

May have sustained laceration, open wounds,
crush injuries, or direct trauma

May have degloving injury

asymmetrical flatfoot, difficulty with

ipsilateral heel raise

May have overlying signs of trauma
including laceration, open wounds,

puncture wounds, or crush injuries

B.3

Diagnostic Criteria and Differential Diagnosis

For most cases presenting with true foot and ankle disorders, diagnostic studies are
usually not needed until after a period of conservative care and observation. Most ankle
and foot problems improve quickly once any red flags are ruled out. Routine testing, i.e.,
laboratory tests, plain-film radiographs of the foot or ankle, or special imaging studies are
not recommended during the first month of activity limitation except when a red flag that is
noted on history or examination raises suspicion of a dangerous foot or ankle condition or

of referred pain.

B.3.a Diagnostic Testing and Procedures

One diagnostic imaging procedure may provide the same or distinctive information
as obtained by other procedures. Therefore, prudent choice of procedure(s) for a
single diagnostic procedure, a complementary procedure in combination with other
procedures(s), or a proper sequential order in multiple procedures will ensure
maximum diagnostic accuracy, minimize adverse effect to patients and promote
cost effectiveness by avoiding duplication or redundancy.

All diagnostic imaging procedures have a significant percentage of specificity and
sensitivity for various diagnoses. None is specifically characteristic of a certain
diagnosis. Clinical information obtained by history taking and physical examination
should be the basis for selection and interpretation of imaging procedure results.

When a diagnostic procedure, in conjunction with clinical information, provides
sufficient information to establish an accurate diagnosis, the second diagnostic
procedure will be redundant if it is performed only for diagnostic purposes. At the
same time, a subsequent diagnostic procedure (that may be a repeat of the same
procedure, when the rehabilitation physician, radiologist or surgeon documents
that the study was of inadequate quality to make a diagnosis) can be a
complementary diagnostic procedure if the first or preceding procedures, in
conjunction with clinical information, cannot provide an accurate diagnosis.
Usually, preference of a procedure over others depends upon availability, a
patient’s tolerance, and/or the treating practitioner’s familiarity with the procedure.

It is recognized that repeat imaging studies and other tests may be warranted by
the clinical course and to follow the progress of treatment in some cases. It may be
of value to repeat diagnostic procedures (e.g. imaging studies) during the course
of care to reassess or stage the pathology when there is progression of symptoms
or findings, prior to surgical interventions and therapeutic injections when
warranted, and post-operatively to follow the healing process. Regarding CT
examinations, it must be recognized that repeat procedures result in an increase in
cumulative radiation dose and associated risks.

When indicated, the following can be utilized for further evaluation of foot and
ankle injuries, based upon the mechanism of injury, symptoms, and patient history.
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Table 2. Diagnostic Criteria for Non-Red Flag Conditions

Probable

Diagnosis or
Injury

Mechanism

Unigue Symptoms

Unigue Signs

Ankle sprain

Inversion of ankle

Eversion of ankle

Pain at or below
lateral or medial
malleolus

Swelling over or near
malleolus

Swelling at or below malleolus

Tenderness over medial or lateral ankle
ligament

With severe sprain, positive drawer sign for
instability

Forefoot sprain

Plantar flexion,
dorsiflexion, or
inversion beyond
range

Dorsal foot pain
Swelling of dorsal
foot

Swelling in dorsum of foot
Tenderness over dorsum of foot

Ankle or foot

May be idiopathic,

Heel cord pain

Pain over muscle/tendon unit on motion or

stress fracture

forefoot on weight
bearing

tendonitis due to Pain over specific resisted motion of tendon unit
inflammatory tendon unit with Tenderness of involved tendon
conditions, and plantar flexion or
speculatively due dorsal flexion
to overuse
Neuroma Idiopathic Gradual onset of Reproduction of symptoms by pressing
pain and metatarsals together or pressing web space
paresthesias on both
sides of web space
Metatarsalgia Idiopathic Gradual onset of Reproduction of metatarsal pain on
Degenerative pain under compression
changes metatarsal heads Decreased tissue padding under metatarsal
Prolonged weight with weight bearing heads
bearing
Bunion, hallux Degenerative Lateral deviation of Lateral angulation of great toe
valgus change first toe Metatarsal angle of > 10°
Pain in first toe from
overlap with tight
footwear
Plantar fasciitis Idiopathic Pain across sole of Tenderness on compression of plantar
foot fascia
Pain with 1st step
upon rising in the
morning
Heel spur Degenerative Pain at heel with Point tenderness over plantar calcaneus
change weight bearing
Idiopathic First steps upon
rising in the morning
very painful in heel
Metatarsal Repetitive load Pain in the dorsal Point tenderness over metatarsal shaft

Toe fracture

Direct trauma

Pain at fracture site

Point tenderness

or ankle pain

foot or ankle

(possibly) Deformity
Hematoma
Crush injury Direct trauma Ranges from Point tenderness
nonspecific pain to Deformity
pain at fracture site Hematoma
Swelling
Nonspecific foot | Unknown Nonspecific pain in None

NYS WCB MTG — Ankle and Foot Disorders 18




C. Conditions: This guideline addresses the following Foot and
Ankle Disorders

Cl1

C.2

C3

CA4

C5

C.6

C.7

C.8

C.9

C.10

cl1

C.12

C.13

C.14

C.15

C.16

C.17

C.18

C.19

Achilies Tendinopathy

Achillies Tendon Rupture

Ankle Tendinopathies

Tenosynovitis

Plantar Heel Pain (Plantar Fasciitis)
Foot Ulceration

Wound Care, Subungual Hematoma, Contusions
Charcot Joint (Neurogenic Arthropathy)
Paronychia

Foot Drop

Tarsal Tunnel Syndrome (TTS)

Ankle Sprain

Mid-Tarsus Pain and Sprains

Foot Neuroma (Morton’s Neuroma)
Bunions / Halus Valgus

Hammer Toe

Ankle and Foot Fractures

Hindfoot Fractures / calcaneus, Talus)

Forefoot and Midfoot Fractures (Tarsal, Metatarsal, Phalnageal)
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C.1 Achilles Tendinopathy

Achilles tendon disorders, including Achilles tendinitis, tendinosis, or tendinopathy, are
painful conditions affecting the Achilles tendon, which is the largest and strongest tendon
in the body, connecting the soleus, and gastrocnemius muscles in the leg to the heel at
the calcaneus bone. The Achilles tendon plantar flexes the ankle and facilitates walking.
Achilles tendon disorders can make walking difficult.

For each of the Achilles tendon disorders causing pain, the initial management is non-
operative. It is believed that early intervention is critical, as management becomes more
complicated and less predictable when the conditions become chronic.

C.1l.a Diagnostic Studies
Although diagnosing of non-rupture Achilles disorders is largely based on a careful
history and examination, diagnostic imaging may be required to verify a clinical
suspicion or to exclude other musculoskeletal disorders.

C.l.a.i

C.1.a.ii

C.1l.a.ii

X-ray for Diagnosis of Achilles Tendon Disorders, Retrocalcaneal
Bursitis, or Blunt Trauma or Suspected Fracture

Recommended — for diagnosing insertional Achilles tendon disorders or
retrocalcaneal bursitis or evaluating blunt trauma or suspected fracture.

Rationale for Recommendation: Radiography is poor at diagnosing soft-
tissue disorders, and in the absence of trauma or suspected fracture, is
not indicated as a first-line diagnostic tool for mid-portion tendon
disorders. X-ray may reveal calcaneal spur, prominent posterior
calcaneal tuberosity, or ossification of the Achilles tendon. For other
Achilles disorders, ultrasound or MRI are more effective. Therefore,
plain radiographic film studies are recommended only for insertional
Achilles tendinopathy or traumatic injury.

Ultrasound for Diagnosis of Achilles Tendinopathy
Recommended - for diagnosing Achilles tendinopathy and may be

particularly useful for differentiation of paratenonitis and tendinosis and
for identifying fluid in the retrocalcaneal bursa.

Rationale for Recommendation: Ultrasound is frequently used to
diagnose midportion tendinopathy.

Magnetic Resonance Imaging (MRI) for Diagnosis of Achilles
Tendinopathy

Recommended - for evaluating Achilles tendinopathies including
paratendonitis, tendinosis, and retrocalcaneal bursitis.

Rationale for Recommendation: MRI can demonstrate thickened
paratenon with adhesions and offers extensive information on the
internal structure of the tendon and surrounding tissues. MRI may be
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C.l.a.iv

helpful in differentiating inflammatory from degenerative changes in soft
tissue.

CT for Diagnosis of Achilles Tendinopathy

Not Recommended - for diagnosing Achilles tendinopathy.

Rationale for Recommendation: CT is not helpful in differentiating
inflammatory from degenerative changes in soft tissue. As CT has
limitations when compared to MR, it is not recommended.

C.1.b Medications

For most patients, ibuprofen, naproxen, or other older generation nonsteroidal anti-
inflammatory drugs (NSAIDs) are recommended as first-line medications.
Acetaminophen (or the analog paracetamol) may be a reasonable alternative to
NSAIDs for patients who are not candidates for NSAIDs, although most evidence
suggests acetaminophen is modestly less effective. There is evidence that
NSAIDs are as effective for relief of pain as opioids (including tramadol) and less
impairing.

C.1.bii

C.1.b.ii

Non-steroidal Anti-inflammatory Drugs (NSAIDs) for Treatment of
Acute, Subacute, Chronic, or Post-operative Achilles Tendinopathy
Pain

Recommended - for treatment of acute, subacute, chronic, or post-
operative Achilles tendinopathy pain.

Indications: For acute, subacute, chronic, or post-operative Achilles
tendinopathy, NSAIDs are recommended for treatment. Over-the-
counter (OTC) agents may suffice and should be tried first.

Frequency/Duration: As needed use may be reasonable for many
patients.

Indications for Discontinuation: Resolution of foot/ankle pain, lack of
efficacy, or development of adverse effects that necessitate
discontinuation.

NSAIDs for Patients at High-Risk of Gastrointestinal Bleeding

Recommended — concomminent use of cytoprotective classes of drugs:

misoprostol, sucralfate, histamine Type 2 receptor blockers, and proton
pump inhibitors for patients at High-Risk of gastrointestinal bleeding.

Indications: For patients with a high-risk factor profile who also have
indications for NSAIDs, cytoprotective medications should be considered,
particularly if longer term treatment is contemplated. At-risk patients
include those with a history of prior gastrointestinal bleeding, elderly,
diabetics, and cigarette smokers.

Frequency/Dose/Duration: Proton pump inhibitors, misoprostol,
sucralfate, H2 blockers recommended. Dose and frequency per
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C.1.b.iii

C.1.b.iv

C.1l.b.v

C.1.b.vi

manufacturer. There is not generally believed to be substantial
differences in efficacy for prevention of gastrointestinal bleeding.

Indications for Discontinuation: Intolerance, development of adverse
effects, or discontinuation of NSAID.

NSAIDs for Patients at Risk for Cardiovascular Adverse Effects
Patients with known cardiovascular disease or multiple risk factors for
cardiovascular disease should have the risks and benefits of NSAID
therapy for pain discussed.

Recommended - Acetaminophen or aspirin as the first-line therapy
appear to be the safest regarding cardiovascular adverse effects.

Recommended - If needed, NSAIDs that are non-selective are
preferred over COX-2 specific drugs. In patients receiving low-dose
aspirin for primary or secondary cardiovascular disease prevention, to
minimize the potential for the NSAID to counteract the beneficial effects
of aspirin, the NSAID should be taken at least 30 minutes after or eight
hours before the daily aspirin.

Evidence for the Use of NSAIDs and Acetaminophen

Acetaminophen for Treatment of Acute, Subacute, or Chronic
Achilles Tendinopathy Pain

Recommended - for treatment of acute, subacute, or chronic Achilles
Tendinopathy Pain, particularly in patients with contraindications for
NSAIDs.

Indications: All patients with foot/ankle pain, including acute, subacute,
chronic, and postoperative.

Dose/Frequency: Per manufacturer's recommendations; may be utilized
on an as-needed basis. There is evidence of hepatic toxicity when
exceeding four gm/day.

Indications for Discontinuation: Resolution of pain, adverse effects or
intolerance.

Systemic Corticosteroids (oral or intermuscular preparations) for
Treatment of Acute, Subacute, Chronic, or Postoperative Achilles
Tendinopathy

Not Recommended - for the treatment of acute, subacute, chronic, or
postoperative Achilles tendinopathy.

Opioids for Treatment of Acute, Subacute, or Chronic Achilles
Tendinopathy Pain

Not Recommended - for treatment of acute, subacute, or chronic
Achilles tendinopathy pain.
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C.1.b.vii

Opioids for Treatment of Pain for Postoperative Achilles
Tendinopathy

Recommended - for short-term (not to exceed seven days) use to treat
pain after Achilles tendon surgery or for patients who have encountered
surgical complications.

Indications: Postoperative pain management.

Frequency/Dose/Duration: Frequency and dose per manufacturer’s
recommendations; total treatment length usually ranges from a few days
to a maximum of seven days.

Indications for Discontinuation: Sufficient pain management with other
methods such as NSAIDs, resolution of pain, intolerance, adverse
effects, lack of benefits, or failure to progress over a couple weeks.

Rationale for Recommendations: The vast majority of patients with
Achilles tendinopathy do not have pain sufficient to require opioids.
Patients with such degrees of pain should generally have investigations
performed for alternative diagnoses. Opioids are not recommended for
routine use.

C.1.b.viii Vitamin Therapy for Treatment of Achilles Tendinopathy

C.1.b.ix

C.1.b.x

C.1.b.xi

C.1.b.xii

Not Recommended - as a therapeutic intervention or for prevention of
Achilles tendinopathy.

High-dose Vitamin Therapy for Treatment of Achilles Tendinopathy

Not Recommended - for prevention of Achilles tendinopathy.

Topical NSAIDs for Acute, Subacute, or Chronic Achilles
Tendinopathy

Recommended - for treatment of acute, subacute, or chronic Achilles
tendinosis.

Indications: Mild, moderate, or severe Achilles tendinopathy.
Frequency/Duration: Frequency per manufacturer’'s recommendation.

Indications for Discontinuation: Resolution, intolerance, adverse effects,
or lack of benefits.

Topical NSAIDs for Postoperative Achilles Tendinopathy

Not Recommended - for treatment of postoperative Achilles tendinosis.

Evidence for the Use of Topical NSAIDs

Lidocaine Patches for Acute, Subacute, Chronic, or Postoperative
Achilles Tendinopathy
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Not Recommended - for the treatment of acute, subacute, chronic, or

postoperative Achilles tendinopathy.

C.1.c Treatments

C.l.c.i Cryotherapy / Heat

C.l.c.i.a

C.1l.c.i.b

Cryotherapy for Acute, Subacute, Chronic, or
Postoperative Achilles Tendinopathy

Recommended - for acute, subacute, chronic, or
postoperative Achilles tendinopathy.

Indications: All patients with Achilles tendinopathy.

Frequency/Duration: Approximately three to five self-
applications per day as needed.

Indications for Discontinuation: Resolution, adverse effects,
noncompliance.

Heat Therapy for Acute, Subacute, Chronic, or
Postoperative Achilles Tendinopathy

Recommended - for acute, subacute, chronic, or
postoperative Achilles tendinopathy.

Indications: All patients with Achilles tendinopathy.

Frequency/Duration: Approximately three to five self-
applications per day as needed.

Indications for Discontinuation: Resolution, adverse effects,
noncompliance.

Evidence for the Use of Cryotherapy and Heat for Achilles
Tendinopathy

C.1.c.ii Mobilization / Immobilization

C.1l.c.i.a

C.1.c.i.b

Night Splints for Acute, Subacute, or Chronic Achilles
Tendinopathy

Not Recommended - for treatment of acute, subacute, or
chronic Achilles tendinopathy.

Night Splints and Walking Boots for Postoperative
Achilles Tendinopathy

Recommended - for postoperative Achilles tendinopathy
patients.

NYS WCB MTG — Ankle and Foot Disorders 24



C.1.c.iii

Evidence for the Use of Night Splinting for Achilles
Tendinopathy

Rehabilitation

Rehabilitation (supervised formal therapy) required as a result of a work-
related injury should be focused on restoring functional ability required to
meet the patient’s daily and work activities and return to work; striving to
restore the injured worker to pre-injury status in so far as is feasible.

Active therapy requires an internal effort by the patient to complete a
specific exercise or task. Passive therapy are those interventions not
requiring the exertion of effort on the part of the patient, but rather are
dependent on modalities delivered by a therapist. Generally passive
interventions are viewed as a means to facilitate progress in an active
therapy program with concomitant attainment of objective functional
gains. Active interventions should be emphasized over passive
interventions.

The patient should be instructed to continue both active and passive
therapies at home as an extension of the treatment process in order to
maintain improvement levels.

Assistive devices may be included as an adjunctive measure
incorporated into the rehabilitation plan to facilitate functional gains.

C.l.c.iii.a Therapeutic Exercise — Physical / Occupational Therapy

Recommended to improve function, including range of
motion and strength.

Frequency/Dose/Duration: Total numbers of visits may be
as few as two to three for patients with mild functional
deficits or up to 12 to 15 with more severe deficits with
documentation of ongoing objective functional improvement.

When there are ongoing functional deficits, more than 12 to
15 visits may be indicated if there is documentation of
functional improvement towards specific objective functional
goals (e.g., range of motion, advancing ability to perform
work activities). As part of the rehabilitation plan a home
exercise program should be developed and performed in
conjunction with the therapy.

Indications for Discontinuation: Resolution of achilles
tendinopathy pain, intolerance, lack of efficacy or
noncompliance.

Evidence for the Use of Exercise for Achilles Tendinopathy

C.1l.c.iii.b Extracorporeal Shockwave Therapy for Chronic Mid-
portion Achilles Tendinopathy
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C.1.c.ii.c
C.1l.c.iid
C.1.c.ii.e
C.1.c.iii.f
C.1l.c.ii.g

Recommended - as an adjunct to an eccentric exercise for
chronic, recalcitrant Achilles tendinopathy.

Indications: Moderate to severe, recalcitrant Achilles
tendinopathy. Patients should have failed NSAIDs, eccentric
exercises, therapy, and local injection(s).

Frequency/Duration: Three to four weekly sessions over
three to four consecutive weeks.

Indications for Discontinuation: Completion of course,
resolution of symptoms, adverse effects, intolerance,
noncompliance.

Extracorporeal Shockwave Therapy for Acute,
Subacute, or Postoperative Achilles Tendinopathy

Not Recommended - for treatment of acute, subacute, or
postoperative Achilles tendinopathy.

Evidence for the Use of Extracorporeal Shockwave Therapy
for Achilles Tendinopathy

Acupuncture for Acute, Subacute, Chronic, or
Postoperative Achilles Tendinopathy

Not Recommended - for the treatment of acute, subacute,
chronic, or postoperative Achilles tendinopathy.

Dry Needling for Acute, Subacute, or Chronic Achilles
Tendinopathy

Not Recommended - for treatment of acute, subacute, or
chronic Achilles tendinopathy.

Rationale for Recommendation: As there are other effective
treatments, dry needling is not recommended for treatment
of Achilles tendinopathy.

Massage and Tendon Mobilization for Acute, Subacute,
Chronic, or Postoperative Achilles Tendinopathy

Not Recommended - for treatment of acute, subacute,
chronic or postoperative Achilles tendinopathy.

Therapeutic Ultrasound for Acute, Subacute, Chronic,
or Postoperative Achilles Tendinopathy

Not Recommended - for treatment of acute, subacute,
chronic, or postoperative Achilles tendinopathy.
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C.1.c.iii.h
C.1.C.iii.i
C.1.C.jii ]
C.1.c.iii.k
C.1.c.iii.l

lontophoresis with Glucocorticosteroid for Acute,
Subacute, or Chronic Achilles Tendinopathy

Recommended - for treatment of acute, subacute, or
chronic Achilles tendinopathy.

Indications: Acute, subacute, or chronic Achilles
tendinopathy.

Frequency/Duration: Four treatments over two weeks with
dexamethasone or other glucocorticoid. Therapy should
include a concurrent eccentric exercise program.

Indications for Discontinuation: Resolution, adverse effects,
intolerance, noncompliance.

lontophoresis with Glucocorticosteroid for
Postoperative Achilles Tendinopathy

Not Recommended - for treatment of postoperative Achilles
tendinopathy.

lontophoresis with NSAIDs for Acute, Subacute,
Chronic, or Postoperative Achilles Tendinopathy

Not Recommended - for treatment of acute, subacute,
chronic, or postoperative Achilles tendinopathy.

Rationale for Recommendations: Although evidence is
minimal for efficacy in acute and subacute Achilles
tendinopathy, iontophoresis with glucocorticosteroids is
recommended for acute, subacute, or chronic Achilles
tendinopathy, although the treatment has not been
specifically tested among those patients.

Evidence for the Use of lontophoresis for Achilles
Tendinopathy

Phonophoresis for Acute, Subacute, Chronic, or
Postoperative Achilles Tendinopathy

Not Recommended - for treatment of acute, subacute,
chronic, or postoperative Achilles tendinopathy.

Low-level Laser Therapy for Select Chronic Achilles
Tendinopathy

Recommended - for treatment of select patients with
chronic Achilles tendinopathy.
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C.1l.c.iii.m

Indications: Chronic Achilles tendinopathy; patients should
generally have failed NSAIDs, eccentric exercises,
iontophoresis, and injection(s).

Frequency/Duration: Twelve sessions over eight weeks.
Therapy should include a concurrent active therapeutic
exercise program.

Indications for Discontinuation: Resolution, adverse effects,
intolerance, noncompliance.

Low-level Laser Therapy for Acute, Subacute, or
Postoperative Achilles Tendinopathy

Not Recommended - for treatment of acute, subacute, or
postoperative Achilles tendinopathy.

Evidence for the Use of Low-level Laser Therapy for Achilles
Tendinopathy

C.l.c.iv Injection Therapy

C.l.c.iv.a

C.l.c.iv.b

C.1l.c.iv.c

Glucocorticosteroid Injections (Low-Dose) for
Paratendon Bursitis

Recommended - as therapy for treatment paratendon
bursitis.

Indications: Treatment with other interventions such as
NSAIDs and exercises should have been attempted
previously and either failed or results were unsatisfactory. °

Frequency/Duration: Up to three injections of
glucocorticosteroid over three weeks, with second and third
injections performed if the first provides decrease in pain
and increased function.

Indications for Discontinuation: Resolution, intolerance,
adverse effects, or lack of benefits.

Glucocorticosteroid Injections (Low-Dose) for Acute,
Subacute, Chronic or Postoperative Achilles
Tendinopathy

Not Recommended - for treatment of acute, subacute,
chronic or postoperative Achilles tendinopathy.

Evidence for the Use of Glucocorticosteroid Injections

Platelet Rich Plasma Injections for Achilles
Tendinopathy

Not Recommended - for treatment of Achilles tendinopathy.
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C.l.c.ivd

C.l.c.iv.e

Evidence for the Use of Platelet Rich Plasma

Glycosaminoglycan Polysulfate Local Injection
(GAGPS) for Acute, Subacute, or Postoperative Achilles
Tendinopathy

Not Recommended - for treatment of acute, subacute, or
postoperative Achilles tendinopathy.

Rationale for Recommendations: There is limited evidence
that GAGPS may be beneficial for patients with chronic
symptoms of Achilles tendon conditions.

Evidence for the Use of Glycosaminoglycan Injections

Subcutaneous Heparin Injection for Acute, Subacute, or
Chronic Achilles Tendinopathy

Not Recommended - for treatment of acute, subacute, or
chronic Achilles tendinopathy.

Evidence for the Use of Heparin Injections

Actovegin Injections
Actovegin injection (deproteinized hemodialysate from calf blood) into
the paratendon for acute and chronic mid-portion Achilles tendinopathy.

C.1l.c.iv.f

C.l.c.iv.g

C.1l.c.iv.h

Actovegin Injection for Acute, Subacute, or Chronic
Achilles Tendinopathy

Not Recommended - for the treatment of acute, subacute
or chronic Achilles tendinopathy.

Evidence for the Use of Actovegin Injections

Prolotherapy, including Polidocanol and Hypertonic
Glucose Injections for Acute, Subacute, Chronic or
Postoperative Achilles Tendinopathy

Not Recommended - for the treatment of most acute,
subacute or chronic and postoperative Achilles
Tendinopathy.

Evidence for the Use of Polidocanol Injections

Apoprotinin Injection for Acute, Subacute, or Chronic
Achilles Tendinopathy

Not Recommended - for treatment of acute, subacute, or
chronic Achilles tendinopathy.

Evidence for the Use of Apoprotinin Injections
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C.l.c.iv.ii High-volume Image-guided Injection for Chronic
Achilles Tendinopathy

Not Recommended - for treatment of chronic Achilles
Tendinopathy.

C.1l.c.v Surgery

C.l.c.v.a  Surgery for the Treatment of Chronic Achilles
Tendinopathy without Rupture

Recommended - for select cases of chronic Achilles
tendinopathy without rupture.

Indications: Patients with moderate to severe chronic
Achilles tendinopathies who have failed multiple non-
surgical treatments and whose condition has lasted at least
six months. Patients should generally have failed NSAID(s),
eccentric exercises, iontophoresis, injection(s) and low level
laser therapy.

C.l.c.v.b Surgery for the Treatment of Acute or Subacute Achilles
Tendinopathy Without Rupture

Not Recommended - for acute or subacute Achilles
tendinopathy without rupture.

Rationale for Recommendations: Surgery is not
recommended until a course of at least six months of other
non-operative treatments without demonstrated efficacy has
been attempted and the patient’s symptoms are sufficient to
warrant the risks of surgical intervention.

C.l.cvi Other

C.l.c.vi.a Orthotic Devices (Such as Heel Lifts, Heel Pads or Heel
Braces) for Acute, Subacute, Chronic, or Postoperative
Achilles Tendinopathy

Not Recommended - for treatment of acute, subacute, or
chronic Achilles tendinopathy.

Evidence for the Use of Orthotic Devices for Achilles
Tendinopathy

C.2 Achilles Tendon Rupture

The cardinal symptom of an Achilles tendon rupture is a sudden pain in the posterior heel
that is often accompanied by a “pop” heard emanating from the heel. There is generally
no history of prior symptoms (pain, stiffness) prior to rupture.
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Diagnosis of an Achilles tendon rupture is most often based on loss of plantar flexion
strength, palpation of a gap in the mid-portion of the tendon (proximal to the calcaneal
insertion), and a positive squeeze test of the calf muscle that fails to elicit plantar flexion.
Specific imaging is not required for most acute rupture cases.

There are no other specific diagnostic criteria for Achilles tendon rupture. Acute rupture
refers to rupture that presents for evaluation within four weeks, whereas chronic rupture
refers to ruptures that present for evaluation four to six weeks or more after an acute
injury.

Upon establishment of the diagnosis, initial treatment is symptomatic until the definitive
care plan is established. This may include immobilization, relative rest, NSAIDs,
acetaminophen and cryotherapy.

C.2.a Diagnostic Studies

Diagnosis of an Achilles tendon rupture is generally made through clinical history
and physical examination findings.

X-ray is generally not used for the diagnosis of acute Achilles rupture, although it
may be helpful in identifying tendon calcification.

C.2.a.i Routine X-ray for Diagnosis of Acute Achilles Rupture

Not Recommended - to diagnose acute Achilles tendon rupture.

Indications: Achilles tendon ruptures resulting from direct trauma or if
suspected rupture involves the calcaneal insertion, or among patients
with reasonable suspicion of tendon calcification. Ruptures of the
tendon at the calcaneal insertion are reported to be rare, although if
suspected radiography may detect avulsion of the bony insertion.

C.2.a.ii Ultrasound for Diagnosis of Acute Achilles Tendon Rupture

Recommended - for the diagnosis of acute Achilles tendon rupture.

Indications: Clinical suspicion of rupture is high but uncertain.

Rationale for Recommendation: It is recommended as the main
confirmatory diagnostic test for Achilles ruptures, particularly when there
is diagnostic uncertainty.

C.2.a.iii MRI for Diagnosis of Acute Achilles Tendon Rupture

Recommended - for the evaluation of acute Achilles tendon rupture.

Indications: Clinical suspicion of rupture is high but uncertain.

Rationale for Recommendation: MRI is recommended for select use as
an alternative when clinical suspicion for rupture is high. It is sometimes
used to evaluate the Achilles tendon particularly where there is
diagnostic uncertainty, although ultrasound has been generally
preferred.
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C.2.b Medications

For most patients, ibuprofen, naproxen, or other older generation nonsteroidal anti-
inflammatory drugs (NSAIDs) are recommended as first-line medications.
Acetaminophen (or the analog paracetamol) may be a reasonable alternative to
NSAIDs for patients who are not candidates for NSAIDs, although most evidence
suggests acetaminophen is modestly less effective. There is evidence that
NSAIDs are as effective for relief of pain as opioids (including tramadol) and less

impairing.

C.2.b.

C.2.b.ii

C.2.b.iii

NSAIDs for Treatment of Acute, Subacute, Chronic, or
Postoperative Achillies Tendon Rupture pain

Recommended - for treatment of acute, subacute, chronic, or

postoperative Achillies tendon rupture pain.

Indications: For acute, subacute, chronic, or postoperative Achillies
tendon rupture, NSAIDs are recommended for treatment. Over-the-
counter (OTC) agents may suffice and should be tried first.

Frequency/Duration: As needed use may be reasonable for many
patients.

Indications for Discontinuation: Resolution of foot/ankle pain, lack of
efficacy, or development of adverse effects that necessitate
discontinuation.

NSAIDs for Patients at High-Risk of Gastrointestinal Bleeding
Recommended concomminent use of cytoprotective classes of drugs:

misoprostol, sucralfate, histamine Type 2 receptor blockers, and proton
pump inhibitors for patients at High-Risk of gastrointestinal bleeding.

Indications: For patients with a high-risk factor profile who also have
indications for NSAIDs, cytoprotective medications should be
considered, particularly if longer term treatment is contemplated. At-risk
patients include those with a history of prior gastrointestinal bleeding,
elderly, diabetics, and cigarette smokers.

Frequency/Dose/Duration: Proton pump inhibitors, misoprostol,
sucralfate, H2 blockers recommended. Dose and frequency per
manufacturer. There is not generally believed to be substantial

differences in efficacy for prevention of gastrointestinal bleeding.

Indications for Discontinuation: Intolerance, development of adverse
effects, or discontinuation of NSAID.

NSAIDs for Patients at Risk for Cardiovascular Adverse Effects
Patients with known cardiovascular disease or multiple risk factors for
cardiovascular disease should have the risks and benefits of NSAID
therapy for pain discussed.
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C.2.b.iv

C.2.b.v

Recommended - Acetaminophen or aspirin as the first-line therapy
appear to be the safest regarding cardiovascular adverse.

Recommended - If needed, NSAIDs that are non-selective are
preferred over COX-2 specific drugs. In patients receiving low-dose
aspirin for primary or secondary cardiovascular disease prevention, to
minimize the potential for the NSAID to counteract the beneficial effects
of aspirin, the NSAID should be taken at least 30 minutes after or eight
hours before the daily aspirin.

Acetaminophen for Treatment of Acute, Subacute, or Chronic
Achilles Rupture Pain

Recommended for treatment of acute, subacute, or chronic Achilles
rupture pain, particularly in patients with contraindications for NSAIDs.

Indications: All patients with foot/ankle pain, including acute, subacute,
chronic, and postoperative.

Dose/Frequency: Per manufacturer’'s recommendations; may be utilized
on an as-needed basis. There is evidence of hepatic toxicity when
exceeding four gm/day.

Indications for Discontinuation: Resolution of pain, adverse effects or
intolerance.

Opioids for Pain from Acute or Postoperative Achilles Tendon
Repair

Recommended limited use of opioids (not to exceed seven days) for
the treatment of acute Achilles tendon rupture is a treatment option for
select patients presenting with acute or moderate to severe pain related
to Achilles rupture. Limited use of opioids for a few days (not to exceed
seven days) is also recommended for select patients who have
undergone recent Achilles tendon repair or those who encountered
surgical complications.

Indications: Acute rupture or postoperative pain management for
patients with moderate to severe pain.

Frequency/Dose/Duration: Frequency and dose per manufacturer’s
recommendations; may be taken scheduled or as needed; generally
taken for short courses of a few days, with subsequent weaning to
nocturnal use if needed, then discontinuation. Total length of treatment
usually ranges from a few days to one week. Generally should be
utilized to supplement pain relief in addition to an NSAID or
acetaminophen to reduce total need for opioid and the consequent
adverse effects.

Indications for Discontinuation: Sufficient pain management with other

methods such as NSAIDs, resolution of pain, intolerance, adverse
effects, lack of benefits, or failure to progress over a couple weeks.
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Rationale for Recommendations: Opioids are recommended for brief
select use in postoperative patients with primary use at night to facilitate
adequate postoperative sleep

C.2.b.vi Opioids for Pain from Subacute or Chronic Achilles Tendon Repair

Not Recommended for treatment of pain from subacute or chronic
Achilles tendon repair.

Rationale for Recommendation: Opioids are not recommended for
routine use.

C.2.b.vii Prophylaxis for Prevention of Deep Venous Thrombosis

Recommended - for the prevention of deep venous thrombosis.

Indications — Patients with predisposing risks for developing venous
thrombosis events. High-risk populations are not well defined currently,
and therefore require a high degree of physician and patient judgment. A
low threshold for prophylaxis may be appropriate for patients with prior
history of thrombolic and thromboembolic events, delayed rehabilitation
or ambulation, obesity, diabetes, or other coagulation disorders.

C.2.b.viii Thrombosis Prophylaxis for Prevention of Deep Venous
Thrombosis

Not Recommended to prevent deep venous thrombosis.

Evidence for the Use of DVT Prophylaxis for Achilles Tendon Rupture
Repair

C.2.c Treatments
C.2.c.i Cryotherapy / Heat
C.2.c.ii.,a Self-application of Cryotherapy or Heat Therapy for
Acute, Subacute, Chronic, or Postoperative Achilles

Tendon Rupture

Recommended - for treatment of acute, subacute, chronic,
or postoperative Achilles tendon rupture.

Indications: Acute, subacute, chronic, or postoperative
patients with Achilles tendon rupture.

Frequency/Duration: Approximately three to five self-
applications per day as needed.

Indications for Discontinuation: Resolution, adverse effects,
noncompliance.

Rationale for Recommendation: Ice may be of short-term
benefit in reducing swelling and pain for acute rupture. Heat
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C.2.c.ii

may be helpful for healing for a few days after the rupture or
surgery.

Rehabilitation
Therapy

Rehabilitation (supervised formal therapy) required as a result of a work-
related injury should be focused on restoring functional ability required to
meet the patient’s daily and work activities and return to work; striving to
restore the injured worker to pre-injury status in so far as is feasible.

Active therapy requires an internal effort by the patient to complete a
specific exercise or task. Passive therapy are those interventions not
requiring the exertion of effort on the part of the patient, but rather are
dependent on modalities delivered by a therapist. Generally passive
interventions are viewed as a means to facilitate progress in an active
therapy program with concomitant attainment of objective functional
gains. Active interventions should be emphasized over passive
interventions.

The patient should be instructed to continue both active and passive
therapies at home as an extension of the treatment process in order to
maintain improvement levels.

Assistive devices may be included as an adjunctive measure
incorporated into the rehabilitation plan to facilitate functional gains.

C.2.c.ii.a Therapeutic Exercise - Physical / Occupational Therapy

Recommended — to improve function, including range of
motion and strength.

Frequency/Dose/Duration: Frequency of visits is usually
individualized based on severity of the limitation. Two to
three visits per week for two weeks are often used to initiate
an exercise program. Total numbers of visits may be as few
as two to three for mild patients or up to 12 to 15 with
documentation of objective functional improvement.

As part of the rehabilitation plan, patients should be
instructed to continue both active and passive therapy, at
home as an extension of the treatment process in order to
maintain improvement.

Indications: All postoperative and conservatively managed
Achilles rupture patients.

Indications for Discontinuation: Resolution of pain,
intolerance, lack of efficacy or noncompliance.

C.2.c.ii.b Postoperative TENS for Achilles Tendon Repair
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C.2.c.iii Surgery

C.2.c.ii.a

C.2.c.ii.b
C.2.c.iii.c
C.2.c.ii.d
C.2.c.iii.e
C.2.c.iii.f

Not Recommended - as a postoperative treatment for
Achilles tendon rupture.

Rationale for Recommendation: There is no defined benefit
of TENS for promoting the healing process.

Surgery for Treatment of Achilles Tendon Rupture

Recommended - for treatment of ruptured Achilles tendon.
The mixed results of the data supporting operative and non-
operative care should be discussed with patients when
covering treatment options. Discussion should include the
equivocal superiority of surgical compared to non-operative
treatment.

Non-Operative Management of Achilles Tendon Rupture
with Functional Splinting and Casting

Recommended - for Achilles tendon rupture. Non-operative
management may be indicated in many cases, particularly
for select patients with low physical demands where risk
factors may outweigh benefits.

Evidence for the Use of Non-operative and Surgical Repair
for Achilles Tendon Rupture

Surgical Repair - Open and Percutaneous Methods
Surgical repairs have included two basic approaches — open
and percutaneous methods.

Open and Percutaneous Operative Approaches
Recommended - for patients undergoing operative repair.

There is no recommendation of one approach over the
other.

Augmented Surgical Repair for Acute Ruptures

Not Recommended - for acute ruptures unless primary
repair is not possible.

Augmented Surgical Repair for Chronic or Neglected
Ruptures

Not Recommended - for chronic or neglected ruptures.

Evidence for the Use of Surgical Technique for Achilles
Tendon Rupture

Early Weight Bearing for Postoperative Rehabilitation of
Achilles Tendon Repair
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Recommended - as a primary treatment method for
postoperative rehabilitation of Achilles tendon ruptures for
functional bracing or rigid immobilization.

Indications: All postoperative nonaugmented Achilles
tendon repairs concomitant with functional bracing or rigid
casting.

Frequency/Duration: Initiate postoperative to two weeks.

Indications for Discontinuation: Rerupture, surgical
complications, physical ability.

Rationale for Recommendation: There is strong evidence
that early immobilization is beneficial for short-term
functional recovery, may result in increased mobility of the
patient with improved quality of life, and has no
demonstrated increase in complication rates.

C.2.c.iii.g Functional Bracing for Postoperative Rehabilitation of
Achilles Tendon Repair

Recommended - as a primary treatment method for
postoperative care of Achilles tendon ruptures.

Indications: All postoperative Achilles tendon repairs.

Frequency/Duration: Apply zero to two weeks
postoperative.

Indications for Discontinuation: Discomfort, noncompliance,
device intolerance.

Evidence for the Use of Postoperative Management for
Achilles Tendon Rupture

C.3 Ankle Tendinopathies (Other than Achilles Tendinopathy)

The ankle’s tendinous compartments are susceptible to stenosing tenosynovitis, similar to
those of the wrist. They may be affected by disease (e.g., rheumatic disorders, diabetes
mellitus, and infection) and undergo age-related degenerative changes. Tendon
subluxations, dislocations, and tears occur. There are no quality trials addressing ankle
tendinopathies other than Achilles tendinopathy. Guidance for these ankle-foot tendon
disorders is based on analogies to other tendinopathies, particularly of the wrist.
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C.4 Tenosynovitis (Including Stenosing Tenosynovitis)

Patients with tendinopathy present with localized ankle pain that is augmented by
movement. Occassionally, pain may extend along the affected tendon sheath.

Initial care usually involves limitation of the physical factors thought to be contributing.
Walking casts or boots, splints, or braces for tendinoses may be helpful especially in
moderate to severe cases. NSAIDs are often prescribed for initial treatment.

C.4.a Diagnostic Studies

There are no tests that are typically performed for tenosynovitis. X-rays are usually
not helpful. Boney deformities may contribute to the tenosynovitis and occult
fractures may occur.

C.4.b Medications

For most patients, ibuprofen, naproxen, or other older generation nonsteroidal anti-
inflammatory drugs (NSAIDs) are recommended as first-line medications.
Acetaminophen (or the analog paracetamol) may be a reasonable alternative to
NSAIDs for patients who are not candidates for NSAIDs, although most evidence
suggests acetaminophen is modestly less effective. There is evidence that
NSAIDs are as effective for relief of pain as opioids (including tramadol) and less
impairing.

C.4.b.i Non-Steroidal Anti-inflammatory Drugs (NSAIDs) for Acute,
Subacute or Chronic Ankle Tenosynovitis

Recommended - for treatment of acute, subacute, or chronic ankle
tenosynovitis.

Indications: For acute, subacute, chronic, or postoperative ankle
compartment tenosynovitis, NSAIDs are recommended for treatment.
Over-the-counter (OTC) agents may suffice and should be tried first.

Frequency/Duration: As needed use may be reasonable for many
patients.

Indications for Discontinuation: Resolution of foot/ankle pain, lack of
efficacy, or development of adverse effects that necessitate
discontinuation.

C.4.b.ii  NSAIDs for Patients at High-Risk of Gastrointestinal Bleeding

Recommended — concomminent use of cytoprotective classes of
drugs: misoprostol, sucralfate, histamine type 2 receptor blockers, and
proton pump inhibitors for patients at High-Risk of gastrointestinal
bleeding.

Indications: For patients with a high-risk factor profile who also have
indications for NSAIDs, cytoprotective medications should be
considered, particularly if longer term treatment is contemplated. At-risk
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patients include those with a history of prior gastrointestinal bleeding,
elderly, diabetics, and cigarette smokers.

Frequency/Dose/Duration: Proton pump inhibitors, misoprostol,
sucralfate, H2 blockers recommended. Dose and frequency per
manufacturer. There is not generally believed to be substantial

differences in efficacy for prevention of gastrointestinal bleeding.

Indications for Discontinuation: Intolerance, development of adverse
effects, or discontinuation of NSAID.

C.4.b.iii NSAIDs for Patients at Risk for Cardiovascular Adverse Effects
Patients with known cardiovascular disease or multiple risk factors for
cardiovascular disease should have the risks and benefits of NSAID
therapy for pain discussed.

Recommended - Acetaminophen or aspirin as the first-line therapy
appear to be the safest regarding cardiovascular adverse.

Recommended - If needed, NSAIDs that are non-selective are
preferred over COX-2 specific drugs. In patients receiving low-dose
aspirin for primary or secondary cardiovascular disease prevention, to
minimize the potential for the NSAID to counteract the beneficial effects
of aspirin, the NSAID should be taken at least 30 minutes after or
eighthours before the daily aspirin.

Evidence for the Use of NSAIDs for Compartment Tenosynovitis
C.4.b.iv Acetaminophen for Tenosynovitis Pain
Recommended - for treatment of acute, subacute, or chronic Achilles

Tenosynovitis Pain, particularly in patients with contraindications for
NSAIDs.

Indications: All patients with foot/ankle pain, including acute, subacute,
chronic, and postoperative.

Dose/Frequency: Per manufacturer’'s recommendations; may be utilized
on an as-needed basis. There is evidence of hepatic toxicity when
exceeding four gm/day.

Indications for Discontinuation: Resolution of pain, adverse effects or
intolerance.

C.4.c Treatments
C.4.c. Mobilization / Immobilization

C.4.ci.,a Walking Boots, Casts, Splints, and Braces for Acute and
Subacute Ankle Tenosynovitis

Recommended - for treatment of acute and subacute ankle
tendinoses.
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C.4.c.ii

Indications: Patients with tendinosis.
Frequency/Duration: Worn while ambulating.

Indications for Discontinuation: Failure to respond or
resolution.

Rehabilitation

Rehabilitation (supervised formal therapy) required as a result of a work-
related injury should be focused on restoring functional ability required to
meet the patient’s daily work activities and return to work; striving to
restore the injured worker to pre-injury status in so far as is feasible.

Active therapy requires an internal effort by the patient to complete a
specific exercise or task. Passive therapy are those interventions not
requiring the exertion of effort on the part of the patient, but rather are
dependent on modalities delivered by a therapist. Generally passive
interventions are viewed as a means to facilitate progress in an active
therapy program with concomitant attainment of objective functional
gains. Active interventions should be emphasized over passive
interventions.

The patient should be instructed to continue both active and passive
therapies at home as an extension of the treatment process in order to
maintain improvement levels.

Assistive devices may be included as an adjunctive measure
incorporated into the rehabilitation plan to facilitate functional gains.

C.4.ciii.a Therapy to Address Residual Deficits, Particularly
Postoperatively

Recommended - for the treatment of residual deficiits
associated with acute, subacute, chronic, or postoperative
tenosynovitis.

Frequency/Dose/Duration —Total numbers of visits may be
as few as two to three for patients with mild functional
deficits or up to 12 to 15 with more severe deficits with
documentation of ongoing objective functional improvement.

When there are ongoing functional deficits, more than 12 to
15 visits may be indicated if there is documentation of
functional improvement towards specific objective functional
goals (e.g., range of motion, advancing ability to perform
work activities). As part of the rehabilitation plan a home
exercise program should be developed and performed in
conjunction with the therapy.

Indications for Discontinuation: Resolution of pain,
intolerance, lack of efficacy or noncompliance.
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C.4.c.ii.b Other Non-Operative Interventions Including
Manipulation and Mobilization, Massage, Deep Friction
Massage, or Acupuncture for Acute, Subacute, or
Chronic Ankle Tenosynovitis

Not Recommended - for the treatment of acute, subacute,
or chronic ankle tenosynovitis.

C.4.c.ii.c lontophoresis for Acute and Subacute Ankle
Tenosynovitis

Recommended - for ankle tenosynovitis using
glucocorticosteroids and sometimes NSAIDs.

Indications: Patients with ankle tendinosis. Generally those
who either fail to respond adequately to NSAIDs, splints,
and activity modifications or decline injection.

Dose: Glucocorticosteroid is generally used.

Frequency/Duration: Generally two to three treatments to
ascertain efficacy; an additional four to six treatments may
be scheduled if efficacious. If improvements continue at six
appointments, an additional four to six treatments are
reasonable.

Indications for Discontinuation: Failure to respond,
development of adverse effects, resolution.

Rationale for Recommendation: lontophoresis with either a
glucocorticoid or NSAID is recommended for select patients
who fail to respond to other treatments or who decline
injection.

C.4.c.iii Injection Therapy

C.4.c.ii.a Glucocorticosteroid Injections for Acute, Subacute, or
Chronic Ankle Tendinosis

Recommended - for treatment of acute, subacute, or
chronic ankle tendinosis.

Indications: Ankle symptoms of pain over a compartment.
Generally, at least one week of non-invasive treatment to
determine if condition will resolve without invasive treatment.
It is reasonable to treat cases with an initial injection. An
adjuvant injectable anesthetic is typically used.

Frequency/Duration: It is recommended that a single
injection be scheduled, and the results evaluated to
document improvement. Failure of a response within one
to two weeks should result in reanalysis of the diagnosis and
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consideration of repeat injection. Recurrence of symptoms
months later should result in consideration of re-injection.
Repeat injections can be considered when there is
decreased pain and increased function from the previous
injection. More than three injections in a year should be
avoided due to tendon weakening and risk of rupture.
Recurring injections on a year after year basis should also
be similarly avoided.

Indications for Discontinuation: If a partial response,
consideration should be given to repeating the injection,
typically at a modestly higher dose.

Evidence for the Use of Glucocorticosteroid Injections for
Ankle Tendinoses

C.4.c.iv Surgery

C.4.c.iv.a Surgical Release for Subacute or Chronic Ankle
Tenosynovitis

Not Recommended - for patients with subacute or chronic
ankle tenosynovitis who fail to respond to non-operative
interventions including injections.

C.5 Plantar Heel Pain (“Plantar Fasciitis”)

Heel pain is the most common area of pain in the foot. Plantar heel pain, known as
“plantar fasciitis,” is common. Other names for plantar heel pain include painful heel
syndrome, heel spur syndrome, runner’s heel, subcalcaneal pain, calcaneodynia, plantar
fasciopathy, and calcaneal periostitis. Plantar fasciitis is usually marked pain in the
inferior or plantar aspect of either the center or medial heel. Pain may be reported distal
towards the arch of the foot. As noted, it is most noticeable during weight-bearing
activities, especially the first weight-bearing step of the day or after periods of sitting or
recumbency.

Plantar fasciitis generally responds well to conservative management, with more than
90% of patients resolving over a six to 12 month period with non-surgical intervention.

Initial management of plantar heel pain is non-invasive. More than 90% of plantar heel
pain will resolve with non-invasive measures over a six to 12 month period. Possibly, the
most important non-operative treatment is reassuring the patient that 95% of those with
plantar fasciitis will have resolution of symptoms in 12 to 18 months.

Plantar Fasciitis Diagnostic Criteria (Appendix D.2 — Table 3)
C.5.a Diagnostic Studies
Imaging plays a limited role in routine clinical practice and is generally reserved for

select cases to rule out other causes of heel pain or to establish the diagnosis of
plantar fasciitis when it is in doubt.
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Plain radiographs are utilized for diagnosing plantar fasciitis.
C.5.a.i Use of X-Ray for Diagnosis of Plantar Heel Pain

Recommended — for diagnosing suspected fracture in patients with
plantar heel pain.

Indication: Evaluation of plantar heel pain when calcaneal fracture or
0Sseous tumor is suspected, or to rule out other causes of heel pain.
Plain films should not be obtained solely to identify the presence of heel
spurs.

C.5.a.ii MRl for Diagnosis of Select Patients with Plantar Fasciitis

Recommended - for the evaluation of select patients with plantar
fasciitis.

Indications: Suspected plantar fascial rupture, avascular necrosis of
talar dome, and stress fracture of the talar neck particularly if heel pain
iS not improving.

Rationale for Recommendation: MRI may be useful in the diagnosis of
causes of heel pain other than plantar fasciitis, including calcaneal
stress fracture, plantar fascia rupture, perifascial fluid, calcaneal spurs,
avascular necrosis of talar dome, joint fluid, ganglion cyst, stress
fracture of the talar neck, and osseous tumors.
Evidence for the Use of MRI for Plantar Fasciitis

C.5.a.iii  SPECT-CT for Diagnosis of Plantar Fasciitis

Not Recommended - for the diagnosis of plantar heel pain.

C.5.a.iv Ultrasound for Diagnosis of Plantar Fasciitis

Recommended - for the evaluation of select patients with plantar
fasciitis.

Indications: Evaluation of plantar heel pain when clinical diagnosis is
uncertain or after no improvement from a course of conservative
treatment of four to six weeks.

Rationale for Recommendation: is recommended for cases of suspected
plantar fascial rupture or plantar calcaneal bursitis if symptoms are not
resolved after a trial of non-invasive therapy.

C.5.b Medications

For most patients, ibuprofen, naproxen, or other older generation nonsteroidal anti-
inflammatory drugs (NSAIDs) are recommended as first-line medications.
Acetaminophen (or the analog paracetamol) may be a reasonable alternative to
NSAIDs for patients who are not candidates for NSAIDs, although most evidence
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suggests acetaminophen is modestly less effective. There is evidence that
NSAIDs are as effective for relief of pain as opioids (including tramadol) and less
impairing.

C.5.b.i Non-steroidal Anti-inflammatory Drugs (NSAIDs)
NSAIDs for Treatment of Acute, Subacute, Chronic, or
Postoperative Plantar Fasciitis Pain

Recommended - for treatment of acute, subacute, chronic, or
postoperative plantar fascitis pain.

Indications: For acute, subacute, chronic, or postoperative plantar
fasciitis pain, NSAIDs are recommended for treatment. Over-the-counter
(OTC) agents may suffice and should be tried first.

Frequency/Duration: As needed use may be reasonable for many
patients.

Indications for Discontinuation: Resolution of foot/ankle pain, lack of
efficacy, or development of adverse effects that necessitate
discontinuation.

C.5.b.ii NSAIDs for Patients at High-Risk of Gastrointestinal Bleeding
Recommended — concomitant use of cytoprotective classes of drugs:

misoprostol, sucralfate, histamine Type 2 receptor blockers, and proton
pump inhibitors for patients at High-Risk of gastrointestinal bleeding.

Indications: For patients with a high-risk factor profile who also have
indications for NSAIDs, cytoprotective medications should be
considered, particularly if longer term treatment is contemplated. At-risk
patients include those with a history of prior gastrointestinal bleeding,
elderly, diabetics, and cigarette smokers.

Frequency/Dose/Duration: Proton pump inhibitors, misoprostol,
sucralfate, H2 blockers recommended. Dose and frequency per
manufacturer. There is not generally believed to be substantial

differences in efficacy for prevention of gastrointestinal bleeding.

Indications for Discontinuation: Intolerance, development of adverse
effects, or discontinuation of NSAID.

C.5.b.iii NSAIDs for Patients at Risk for Cardiovascular Adverse Effects
Patients with known cardiovascular disease or multiple risk factors for
cardiovascular disease should have the risks and benefits of NSAID
therapy for pain discussed.

Recommended - Acetaminophen or aspirin as the first-line therapy
appear to be the safest regarding cardiovascular adverse.

Recommended - If needed, NSAIDs that are non-selective are
preferred over COX-2 specific drugs. In patients receiving low-dose
aspirin for primary or secondary cardiovascular disease prevention, to
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C.5.b.iv

C.5.b.v

C.5.b.vi

C.5.b.vii

minimize the potential for the NSAID to counteract the beneficial effects
of aspirin, the NSAID should be taken at least 30 minutes after or eight
hours before the daily aspirin.

Acetaminophen for Treatment of Plantar Fasciitis Pain

Recommended - for treatment of acute, subacute, or chronic Plantar
Fasciitis Pain, particularly in patients with contraindications for NSAIDs.

Indications: All patients with foot/ankle pain, including acute, subacute,
chronic, and postoperative.

Dose/Frequency: Per manufacturer's recommendations; may be utilized
on an as-needed basis. There is evidence of hepatic toxicity when
exceeding four gm/day.

Indications for Discontinuation: Resolution of pain, adverse effects or
intolerance.

Evidence for the Use of NSAIDs and Acetaminophen for Plantar
Fasciitis

Infliximab for Acute, Subacute, or Chronic Plantar Fasciitis

Not Recommended - for the treatment of acute, subacute, or chronic
plantar fasciitis.

Evidence for the Use of Infliximab for Plantar Fasciitis
Opioids for Acute, Subacute, or Chronic Plantar Fasciitis Pain

Not Recommended - for the treatment of acute, subacute, or chronic
plantar fasciitis.

Opioids for Post Op Plantar Fasciitis

Recommended — for limited use for a few postoperative days (not to
exceed seven) for select patients with plantar fasciitis.

Indications: Postoperative pain management.

Frequency/Dose/Duration: Frequency and dose per manufacturer’s
recommendations; may be taken as scheduled or as needed. Generally
suggested to be taken for short courses (a few days), with subsequent
weaning to nocturnal use if needed, then discontinued.

Indications for Discontinuation: Sufficient pain management with other
methods such as NSAIDs and acetaminophen, resolution of pain,
intolerance, adverse effects, lack of benefits, or failure to progress.

Rationale for Recommendations: There is no quality evidence for the
use of opioids for the treatment of acute, subacute, or chronic plantar
heel pain. The vast majority of patients with plantar fasciitis generally do
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C.5.b.viii

C.5.b.ix

C.5.b.x

C.5.b.xi

not have pain sufficient to merit trialing with the risks of opioids. They
are not recommended for routine use.

Some patients may have insufficient pain relief with NSAIDs, thus
judicious use of opioids in the immediate postoperative period may be
helpful, particularly for nocturnal use. Opioids are recommended for brief
select use in postoperative patients with primary use at night to achieve
postoperative sleep while not impairing early rehabilitation.

Evidence for the Use of Opioids for Plantar Fasciitis

Oral or Intramuscular Glucocorticosteroids for Acute, Subacute, or
Chronic Plantar Heel Pain

Not Recommended - for the treatment of acute, subacute, or chronic
plantar heel pain.

Rationale for Recommendation: As evidence is lacking and evidence of
efficacy is present for several other treatments, the use of
glucocorticosteroids by oral or intramuscular routes is not
recommended.

Evidence for the Use of Systemic Glucocorticosteroids for Plantar Heel
Pain

Vitamins for Treatment or Prevention of Plantar Fasciitis

Not Recommended - for the treatment or prevention of plantar fasciitis.

Evidence for the Use of Vitamins for Plantar Fasciitis

Lidocaine Patches for Acute, Subacute, Chronic, or Postoperative
Plantar Fasciitis

Not Recommended - for the treatment of acute, subacute, chronic, or
postoperative plantar fasciitis.

Evidence for the Use of Lidocaine Patch for Plantar Fasciitis
Topical NSAIDs for Acute, Subacute, or Chronic Plantar Fasciitis
Pain

Recommended - for treatment of acute, subacute, or chronic plantar
fascial pain syndromes.

Indications: Mild, moderate, or severe plantar fasciitis or in patients with
contraindications for oral treatment. There is no evidence of comparative
superiority of one topical NSAID versus another.

Frequency/Duration: Frequency according to manufacturer’s
recommendation. Topical NSAIDs have been used for one to three
weeks.
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Indications for Discontinuation: Resolution, intolerance, adverse effects,
or lack of benefits.

Rationale for Recommendation: They are recommended for treatment of
acute, subacute, and chronic plantar fascial or plantar heel pain,
particularly in patients who do not tolerate or are poor candidates for oral

treatment.

C.5.b.xii Topical NSAIDs for Postoperative Plantar Fasciitis

Not Recommended - for postoperative plantar fasciitis.

Evidence for the Use of Topical NSAIDs for Plantar Fasciitis

C.5.c Treatments

C.5.c.i  Cryotherapy / Heat

C.5.c.i.a

C.5.c.i.b

Cryotherapy for Acute, Subacute, Chronic, or
Postoperative Plantar Heel Pain

Recommended - for treatment of acute, subacute, chronic,

or postoperative plantar heel pain.
Indications: All patients with plantar heel pain.

Frequency/Duration: Approximately three to five self-
applications per day as needed.

Indications for Discontinuation: Resolution, adverse effects,
noncompliance.

Heat Therapy for Acute, Subacute, Chronic, or
Postoperative Plantar Heel Pain

Recommended - for treatment of acute, subacute, chronic,

or postoperative plantar heel pain.
Indications: All patients with plantar heel pain.

Frequency/Duration: Approximately three to five self-
applications per day as needed.

Indications for Discontinuation: Resolution, adverse effects,
noncompliance.

Rationale for Recommendations: Ice and heat may help
particularly with more acute symptoms.

Evidence for the Use of Cryotherapy and Heat for Plantar
Heel Pain
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C.5.c.ii Mobilization / Immobilization

C.5.c.iii

C.5.c.ii.a Casting for Chronic Plantar Fasciitis

Not Recommended - as a treatment for chronic plantar
fasciitis.

Evidence for the Use of Casting for Plantar Fasciitis
C.5.c.ii.b Night Splints for Plantar Heel Pain

Recommended - for subacute or chronic plantar heel pain.

Indications: Subacute or chronic plantar fasciitis requiring
temporary pain and stiffness improvement.

Frequency/Duration: Nightly for duration of effectiveness
(as determined by improvement in symptoms and function
while under the care of a health care provider).

Indications for Discontinuation: Resolution, adverse effects,
intolerance, noncompliance.

Evidence for the Use of Night Splints for Plantar Heel Pain
Rehabilitation

Rehabilitation (supervised formal therapy) required as a result of a work-
related injury should be focused on restoring functional ability required to
meet the patient’s daily and work activities and return to work; striving to
restore the injured worker to pre-injury status in so far as is feasible.

Active therapy requires an internal effort by the patient to complete a
specific exercise or task. Passive therapy are those interventions not
requiring the exertion of effort on the part of the patient, but rather are
dependent on modalities delivered by a therapist. Generally passive
interventions are viewed as a means to facilitate progress in an active
therapy program with concomitant attainment of objective functional
gains. Active interventions should be emphasized over passive
interventions.

The patient should be instructed to continue both active and passive
therapies at home as an extension of the treatment process in order to
maintain improvement levels.

Assistive devices may be included as an adjunctive measure
incorporated into the rehabilitation plan to facilitate functional gains.

C.5.c.iii.a Magnets for Acute, Subacute or Chronic Plantar Heel
Pain

Not Recommended - for the treatment of acute, subacute,
or chronic plantar heel pain.
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C.5.c.iii.b
C.5.c.iii.c
C.5.c.iii.d
C.5.c.iii.e

Evidence for the Use of Magnets for Plantar Heel Pain
Stretching Exercises for Plantar Fasciitis

Recommended - for treatment of plantar fasciitis.

Indications: Acute, subacute, or chronic plantar fasciitis.

Frequency/Duration: Ten-minute stretches three times a
day; no limit identified for duration.

Indications for Discontinuation: Resolution, adverse effects,
intolerance, noncompliance.

Evidence for the Use of Stretching Exercises for Plantar
Fasciitis

Heel Taping for Acute or Subacute Plantar Fasciitis or
Heel Pain

Recommended - as a short-term treatment for acute or
subacute plantar fasciitis or heel pain.

Indications: Patients with acute or subacute plantar fasciitis
without adhesive allergies as a short-term intervention for
pain relief.

Frequency/Duration: Daily application of tape for one to four
weeks.

Indications for Discontinuation: Resolution, adverse effects,
noncompliance, completion of four week course of
treatment.

Heel Taping for Chronic Plantar Fasciitis or Heel Pain

Recommended - for the treatment of chronic plantar
fasciitis or heel pain.

Rationale for Recommendations: The efficacy of taping is
limited to modest short-term pain relief. Taping is generally
limited to short-term use because of its potential for skin
sensitization and breakdown. The use of taping is
recommended as a short-term strategy as an adjunct with
other non-operative treatments.

Evidence for the Use of Taping for Plantar Fasciitis

Acupuncture for Acute, Subacute, or Chronic Plantar
Fasciitis
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C.5.c.iii.f
C.5.c.iii.g
C.5.c.iii.h
C.5.c.iii.i
C.5.c.iii.j

Not Recommended - treatment of acute, subacute, or
chronic plantar fasciitis.

Evidence for the Use of Acupuncture for Plantar Fasciitis

Low Frequency Electrical Stimulation for Acute,
Subacute, or Chronic Plantar Fasciitis

Not Recommended - for acute, subacute, or chronic plantar
fasciitis.

Evidence for the Use of Electrical Stimulation for Plantar
Fasciitis

Extracorporeal Shockwave Therapy for Chronic Plantar
Fasciitis

Recommended - for chronic plantar fasciitis in select
patients with chronic recalcitrant conditions.

Indications: Chronic plantar heel pain consistent with
plantar fasciitis. In most studies of ESWT used for treatment
of plantar fasciitis, patients often have at least six months of
symptoms and fail therapy with active and passive
exercises, NSAIDs, and glucocorticosteroid injection(s).
The presence or absence of heel spur does not impact
decision for use of ESWT.

Frequency/Duration: Treatment protocols vary; one to three
treatment sessions with reported efficacy may be
appropriate.

Indications for Discontinuation: Resolution, intolerance,
noncompliance.

Extracorporeal Shockwave Therapy for Acute or
Subacute Plantar Fasciitis

Not Recommended - for treatment of acute or subacute
plantar fasciitis.

Ultrasound or Fluoroscopy Guidance for Shockwave
Therapy for Plantar Fasciitis

Not Recommended - for treatment of plantar fasciitis.

Local Anesthesia with High Shockwave Therapy for
Plantar Fasciitis

Recommended - in conjunction with high-energy ESWT for
the treatment of plantar fasciitis.
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C.5.c.iii.k

C.5.c.iii.l
C.5.c.iii.m
C.5.c.iii.n
C.5.c.iii.o
C.5.c.iii.p
C.5.c.ii.q

Local Anesthesia with Low or Medium Shockwave
Therapy for Plantar Fasciitis

Not Recommended - for the treatment of plantar fasciitis.

Radial Extracorporeal Shockwave Therapy for Chronic
Plantar Fasciitis

Not Recommended - for the treatment of chronic plantar
fasciitis.

Radial Extracorporeal Shockwave Therapy for Acute or
Subacute Plantar Fasciitis

Not Recommended - for the treatment of acute or subacute
plantar fasciitis.

Evidence for the Use of ESWT for Plantar Fasciitis

lontophoresis with Glucocorticosteroid or Acetic Acid
for Acute, Subacute, or Chronic Plantar Fasciitis

Not Recommended - for treatment of patients with acute,
subacute, or chronic plantar fasciitis.

Evidence for the Use of lontophoresis for Plantar Fasciitis

Low-level Laser Therapy for Acute, Subacute, or
Chronic Plantar Fasciitis

Not Recommended - for treatment of acute, subacute, or
chronic plantar fasciitis.

Evidence for the Use of Low-level Laser Therapy for Plantar
Fasciitis

Manipulation for Acute, Subacute, Chronic, or
Postoperative Plantar Heel Pain

Not Recommended - for treatment of acute, subacute,
chronic, or postoperative plantar heel pain.

Evidence for the Use of Manipulation for Plantar Heel Pain

Massage and Soft Tissue Mobilization for Acute,
Subacute, Chronic, or Postoperative Plantar Fasciitis

Not Recommended - for treatment of acute, subacute,
chronic, or postoperative plantar fasciitis.

Evidence for the Use of Massage and Soft Tissue
Mobilization for Plantar Fasciitis
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C.5.c.iii.r - Phonophoresis for Acute, Subacute, Chronic, or Post-
operative Plantar Heel Pain

Not Recommended - for treatment of acute, subacute,
chronic, or postoperative plantar heel pain.

Evidence for the Use of Phonophoresis for Plantar Heel
Pain

C.5.c.iii.s Therapeutic Ultrasound for Acute, Subacute, Chronic,
or Postoperative Plantar Fasciitis

Not Recommended - for treatment of acute, subacute,
chronic, or postoperative plantar fasciitis.

Evidence for the Use of Therapeutic Ultrasound for Plantar
Fasciitis

C.5.c.iii.t Low-dose Radiation (Radiotherapy) for Chronic Plantar
Heel Pain

Not Recommended - for treatment of chronic plantar heel
pain.

Evidence for the Use of Radiation Therapy for Plantar Heel
Pain

C.5.c.iv Injection Therapy

C.5.c.iv.a Autologous Blood Injection for Acute, Subacute, or
Chronic Plantar Fasciitis

Not Recommended - for treatment of acute, subacute, or
chronic plantar fasciitis.

Evidence for the Use of Autologous Blood Injections for
Plantar Fasciitis

C.5.c.iv.b Botulinum Toxin A Injection for Acute, Subacute or
Chronic Plantar Fasciitis

Not Recommended - as a treatment for chronic plantar
fasciitis.

Evidence for the Use of Botulinum Toxin A Injections for
Plantar Fasciitis

C.5.c.iv.c Glucocorticosteroid Injections for Chronic Plantar
Fasciitis

Recommended - for short-term relief of chronic or
recalcitrant plantar fasciitis.
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C5.cwv

C.5.c.ivd

C.5.c.iv.e

C.5.c.iv.f

C.5.c.iv.g

Surgery

C.5.cwv.a

Indications: Moderate or severe plantar fasciitis, failed
stretching, exercise and other non-operative options.

Frequency/Duration: A second injection may be performed
if the problem is incapacitating, other options have been
exhausted, and the patient understands and accepts that
rupture is a possible complication and will likely necessitate
surgery.

Indications for Discontinuation: Resolution, intolerance,
adverse effects, or lack of benefits.

Glucocorticosteroid Injections for Acute or Subacute
Plantar Fasciitis

Not Recommended - for treatment of acute or subacute
plantar fasciitis.

Guidance of Steroid Injection with Ultrasound or
Scintigraphy

Not Recommended - compared with palpation.

Evidence for the Use of Injected Glucocorticosteroids for
Plantar Fasciitis

Hyperosmolar Dextrose Injections for Plantar Fasciitis

Not Recommended - for treatment of plantar fasciitis.

Evidence for the Use of Hyperosmolar Dextrose for Plantar
Fasciitis

Platelet Rich Plasma Injections for Plantar Fasciitis

Not Recommended - for treatment of plantar fasciitis.

Evidence for the Use of Platelet Rich Plasma for Plantar
Fasciitis

Surgery for Select Chronic Recalcitrant Plantar Fasciitis

Recommended - for select chronic recalcitrant plantar
fasciitis. There is no recommendation for any particular
procedure or method over another.

Indications: Moderate to severe chronic plantar fasciitis
patients who have failed multiple non-surgical treatments
and whose condition has lasted at least six to 12 months.
Patients should generally have failed NSAID(s), plantar
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C.5.c.v.b

C.5.c.vi Other

C.5.c.vi.a

C.5.c.vi.b

C.5.cvi.c

C.5.c.vid

fascia stretching, injection(s) and failed other conservative
treatment

Rationale for Recommendations: Surgery is recommended
as an intervention after at least six months of other non-
operative treatments have been attempted and the patient’s
symptoms are sufficient to warrant the risks of surgical
intervention. Patient education regarding suboptimal
expected outcomes is recommended.

Surgery for Acute or Subacute Plantar Fasciitis

Not Recommended - for treatment of acute or subacute
plantar fasciitis.

Evidence for the Use of Surgery for Plantar Fasciitis

Orthotic Devices for Acute, Subacute, or Chronic
Plantar Heel Pain

Recommended - for treatment of acute, subacute, or
chronic plantar heel pain.

Indications: Patients with plantar fasciitis.
Duration/Frequency: Daily use for two to three months.

Indications for Discontinuation: Resolution, adverse effects,
noncompliance.

Custom Orthoses for Acute, Subacute, or Chronic
Plantar Fasciitis

Not Recommended - for acute, subacute, or chronic plantar
fasciitis.

Orthoses for Prevention of Plantar Fasciitis or Lower
Extremity Disorders

Not Recommended - for the prevention of plantar fasciitis
or lower extremity disorders.

Evidence for the Use of Orthoses for Plantar Fasciitis

Cryosurgery for Subacute, Acute or Chronic Plantar
Heel Pain

Not Recommended - for treatment of chronic plantar heel

pain.
Evidence for the Use of Cryosurgery for Plantar Fasciitis
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C.5.c.vi.e Intracorporeal Pneumatic Shockwave Therapy (IPST) for
Select Chronic Plantar Fasciitis

Recommended - for treatment of select chronic plantar
fasciitis.

Indications: The use of IPST is recommended as an
alternative to surgical intervention for recalcitrant plantar
fasciitis among those patients who fail other non-operative
treatments (i.e. NSAIDs, injection(s), stretching, other
exercises and night splinting) and have a demonstrable heel
spur.

Evidence for the Use of Intracorporeal Pneumatic Shock
Therapy for Plantar Fasciitis

C.5.c.vi.f Percutaneous Calcaneus Fenestration for Chronic
Plantar Heel Pain

Not Recommended - for treatment of chronic plantar heel
pain.

Evidence for the Use of Percutaneous Bone Fenestration for
Plantar Heel Pain

C.5.c.vi.g Radiofrequency Microtenotomy for Chronic Plantar
Fasciitis

Not Recommended - for treatment of chronic plantar
fasciitis.

Evidence for the Use of Radiofrequency Microtenotomy for
Plantar Fasciitis

C.6 Foot Ulceration

C.6.a Physical Examination

The size, depth, location of and condition of the area surrounding an ulcer should
be recorded. Check for exudate, odor, tunneling, undermining, sinus tracts,
necrosis or eschar formation, infection, and signs of healing (granulation and
epithelialization). Assess the wound margins and areas around the wound,
including for induration, and tracking of infection or inflammation. Determine the
stage of each ulcer.

Sensation of the foot and bone and joint deformities should be carefully assessed.

Evaluation of perfusion of the foot and ankle, including dorsalis pedis and posterior
tibial pulses, and of capillary refill is helpful. Footwear should be assessed for good
repair, provision of comfort and support, and freedom from protruding, abrasive, or
sharp features.
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Wagner Grading System:
Grade 0 — No ulcer in a high-risk patient
Grade 1 — Superficial ulcer involving the full skin thickness but not
underlying tissues
Grade 2 — Deep ulcer, penetrating down to ligaments and muscle, but no
bone involvement or abscess formation
Grade 3 — Deep ulcer with cellulitis or abscess formation, often with
osteomyelitis
Grade 4 — Localized gangrene
Grade 5 — Extensive gangrene involving the whole foot

C.6.b Diagnostic Studies
C.6.b.i X-Rays

Recommended - for those with questions of boney involvement,
particularly concerns about osteomyelitis.

C.6.b.ii Bone Scans

Recommended - for those with question of boney involvement with
indeterminate x-rays.

C.6.c Medications

Acetaminopthen and/or non-steroidal anti-inflammatory drugs (NSAIDs) for pain
control are often not needed due to the propensity for the join to be denervated,
but if needed are recommended.

For most patients, ibuprofen, naproxen, or other older generation NSAIDs are
recommended as first-line medications. Acetaminophen (or the analog
paracetamol) may be a reasonable alternative to NSAIDs for patients who are not
candidates for NSAIDs, although most evidence suggests acetaminophen is
modestly less effective. There is evidence that NSAIDs are as effective for relief of
pain as opioids (including tramadol) and less impairing.

C.6.c.i Non-Steroidal Anti-Inflammatory Drugs

Recommended - for treatment of acute, subacute, chronic, or
postoperative hon-healing and/or infected ulcers

Indications: For acute, subacute, chronic, or postoperative pain. NSAIDs
are recommended for treatment. Over-the-counter (OTC) agents may
suffice and should be tried first.

Frequency/Duration: As needed use may be reasonable for many
patients.

Indications for Discontinuation: Resolution of pain, lack of efficacy, or
development of adverse effects that necessitate discontinuation.

NYS WCB MTG — Ankle and Foot Disorders 56



C.6.c.ii

C.6.c.iii

C.6.c.iv

NSAIDs for Patients at High-Risk of Gastrointestinal Bleeding

Recommended — concomminent use of cytoprotective classes of drugs:
misoprostol, sucralfate, histamine Type 2 receptor blockers, and proton
pump inhibitors for patients at High-Risk of gastrointestinal bleeding.

Indications: For patients with a high-risk factor profile who also have
indications for NSAIDs, cytoprotective medications should be considered,
particularly if longer term treatment is contemplated. At-risk patients
include those with a history of prior gastrointestinal bleeding, elderly,
diabetics, and cigarette smokers.

Frequency/Dose/Duration: Proton pump inhibitors, misoprostol,
sucralfate, H2 blockers recommended. Dose and frequency per
manufacturer. There is not generally believed to be substantial

differences in efficacy for prevention of gastrointestinal bleeding

Indications for Discontinuation: Intolerance, development of adverse
effects, or discontinuation of NSAID.

NSAIDs for Patients at Risk for Cardiovascular Adverse Effects
Patients with known cardiovascular disease or multiple risk factors for
cardiovascular disease should have the risks and benefits of NSAID
therapy for pain discussed.

Recommended - Acetaminophen or aspirin as the first-line therapy
appear to be the safest regarding cardiovascular adverse.

Recommended - If needed, NSAIDs that are non-selective are preferred
over COX-2 specific drugs. In patients receiving low-dose aspirin for
primary or secondary cardiovascular disease prevention, to minimize the
potential for the NSAID to counteract the beneficial effects of aspirin, the
NSAID should be taken at least 30 minutes after or eight hours before the
daily aspirin.

Acetaminophen for Treatment of Acute, Subacute, or Chronic Non-
Healing and/or Infected Ulcers

Recommended - for treatment of acute, subacute, or chronic pain,
particularly in patients with contraindications for NSAIDs.

Indications: All patients with pain, including acute, subacute, chronic,
and postoperative.

Dose/Frequency: Per manufacturer's recommendations; may be utilized
on an as-needed basis. There is evidence of hepatic toxicity when
exceeding four gm/day.

Indications for Discontinuation: Resolution of pain, adverse effects or
intolerance.

NYS WCB MTG — Ankle and Foot Disorders 57



C.6.cv

C.6.c.vi

Opioids for Pain from Acute, Subacute, Chronic or Postoperative
Foot Ulcer

Recommended - Limited use of opioids (not to exceed seven days) for
the treatment of select patients presenting with severe pain related to foot
ulcer. Limited use of opioids for a few days (not to exceed seven days) is
also recommended for select patients who have undergone recent
surgical intervention.

Frequency/Dose/Duration: Frequency and dose per manufacturer’s
recommendations; may be taken scheduled or as needed; generally
taken for short courses of a few days, with subsequent weaning to
nocturnal use if needed, then discontinuation. Total length of treatment
usually ranges from a few days to one week. Generally should be utilized
to supplement pain relief in addition to an NSAID or acetaminophen to
reduce total need for opioid and the consequent adverse effects.

Indications for Discontinuation: Sufficient pain management with other
methods such as NSAIDs, resolution of pain, intolerance, adverse
effects, lack of benefits, or failure to progress over a couple weeks.

Antibiotics

Recommended — for most non-healing and/or infected ulcers. Antibioitic
selection should be tailored to the cultured or anticipated organism.

C.6.d Treatments

C.6.d.i

C.6.d.ii

Mobilization / Immobilization
C.6.d.i.a Total Contact Casting for Foot Ulcers

Recommended - for foot ulcers.

Indications — All patients with non-healing foot ulcerations
are potential candidates.

Evidence for the Use of Total Contact Casting
C.6.d.i.b Foot Waffle Support Brace

Not Recommended - for patients with foot ulcers.

Evidence for the Use of the Foot Waffle Support Brace
Surgery
C.6.d.ii.a Surgical Debridement to Treat Lower Extremity Ulcers
Recommended — for the treatment of lower extremity

ulcers; particularly for devascularized, callus, wound edge
tissue and foreign debris.
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C.6.d.iii Other
C.6.d.iii.a Negative Pressure (Vacuum) Wound Care Systems

Recommended - for the treatment of chronic lower
extremity ulcers.

Indication: Chronic, non-healing lower extremity ulcers.
C.6.d.iii.b Hyperbaric Oxygen for Foot Ulcers

Recommended - for treatment of select foot ulcers.

Indications: Wagner’s 2, 3, 4 foot ulcer(s) of more than
three months duration.

Frequency: Treatments five days per week for eight weeks.
May extend to ten weeks; maximum 40 treatments.

Evidence for the Use of Hyperbaric Oxygen

Evidence for the Use of Negative Pressure Therapy
(Vacuum Devices)

C.7 Wound Care, Subungual Hematoma, Contusions

See Hand, Wrist, and Forearm guideline.

C.8 Charcot Joint (Neurogenic Arthropathy)
Refers to progressive degeneration of a weight bearing joint, a process marked by bony
destruction, bone resorption, and eventual deformity due to loss of sensation secondary to
neuropathy. Treatment includes addressing the underlying neuropathy.
C.8.a Diagnostic Studies
C.8.a.i X-Rays

Recommended — for diagnosing Charcot Joints.

C.8.a.ii MRIs

Recommended — to improve staging of Charcot joints.
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C.8.b Medications

Acetaminopthen and/or non-steroidal anti-inflammatory drugs (NSAIDs) for pain
control are often not needed due to the propensity for the join to be denervated,
but if needed are recommended.

For most patients, ibuprofen, naproxen, or other older generation NSAIDs are
recommended as first-line medications. Acetaminophen (or the analog
paracetamol) may be a reasonable alternative to NSAIDs for patients who are not
candidates for NSAIDs, although most evidence suggests acetaminophen is
modestly less effective. There is evidence that NSAIDs are as effective for relief of
pain as opioids (including tramadol) and less impairing.

C.8.b.i

C.8.b.ii

NSAIDs for Treatment of Acute, Subacute, Chronic, or
Postoperative Charcot Joint Pain

Recommended - for treatment of acute, subacute, chronic, or

postoperative Charcot Joint pain.

Indications: For acute, subacute, chronic, or postoperative Charcot Joint
pain, NSAIDs are recommended for treatment. Over-the-counter (OTC)
agents may suffice and should be tried first.

Frequency/Duration: As needed use may be reasonable for many
patients.

Indications for Discontinuation: Resolution of foot/ankle pain, lack of
efficacy, or development of adverse effects that necessitate
discontinuation.

NSAIDs for Patients at High-Risk of Gastrointestinal Bleeding

Recommended — concomminent use of cytoprotective classes of

drugs: misoprostol, sucralfate, histamine Type 2 receptor blockers, and
proton pump inhibitors for patients at High-Risk of gastrointestinal
bleeding.

Indications: For patients with a high-risk factor profile who also have
indications for NSAIDs, cytoprotective medications should be
considered, particularly if longer term treatment is contemplated. At-risk
patients include those with a history of prior gastrointestinal bleeding,
elderly, diabetics, and cigarette smokers.

Frequency/Dose/Duration: Proton pump inhibitors, misoprostol,
sucralfate, H2 blockers recommended. Dose and frequency per
manufacturer. There is not generally believed to be substantial

differences in efficacy for prevention of gastrointestinal bleeding

Indications for Discontinuation: Intolerance, development of adverse
effects, or discontinuation of NSAID.
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C.8.b.iii

C.8.b.iv

NSAIDs for Patients at Risk for Cardiovascular Adverse Effects

Patients with known cardiovascular disease or multiple risk factors for
cardiovascular disease should have the risks and benefits of NSAID
therapy for pain discussed.

Recommended - Acetaminophen or aspirin as the first-line therapy
appear to be the safest regarding cardiovascular adverse.

Recommended - If needed, NSAIDs that are non-selective are
preferred over COX-2 specific drugs. In patients receiving low-dose
aspirin for primary or secondary cardiovascular disease prevention, to
minimize the potential for the NSAID to counteract the beneficial effects
of aspirin, the NSAID should be taken at least 30 minutes after or eight
hours before the daily aspirin.

Acetaminophen for Treatment of Acute, Subacute, or Chronic
Charcot Joint Pain

Recommended - for treatment of acute, subacute, or chronic Charcot
Joint Pain, particularly in patients with contraindications for NSAIDs.

Indications: All patients with joint pain, including acute, subacute,
chronic, and postoperative.

Dose/Frequency: Per manufacturer's recommendations; may be utilized
on an as-needed basis. There is evidence of hepatic toxicity when
exceeding four gm/day.

Indications for Discontinuation: Resolution of pain, adverse effects or
intolerance.

C.8.c Treatments

C.8.c.i

Rehabilitation
Therapy

Rehabilitation (supervised formal therapy) required as a result of a work-
related injury should be focused on restoring functional ability required to
meet the patient’s daily and work activities and return to work; striving to
restore the injured worker to pre-injury status in so far as is feasible.

Active therapy requires an internal effort by the patient to complete a
specific exercise or task. Passive therapy are those interventions not
requiring the exertion of effort on the part of the patient, but rather are
dependent on modalities delivered by a therapist. Generally passive
interventions are viewed as a means to facilitate progress in an active
therapy program with concomitant attainment of objective functional
gains. Active interventions should be emphasized over passive
interventions.
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The patient should be instructed to continue both active and passive
therapies at home as an extension of the treatment process in order to
maintain improvement levels.

Assistive devices may be included as an adjunctive measure
incorporated into the rehabilitation plan to facilitate functional gains.

C.8.c.i.a Gait Training

Recommended — for treatment of Charcot Joints.

C.8.c.i.b Splints, Walking Braces, Orthoses and Casts in Select
Patients

Recommended — for treatment of Charcot Joints.

C.8.c.ii Surgery

C.8.c.ii.a Surgical Procedures Including Ostectomy May Be
Performed to Address Deformities That Place the Foot
at Risk of Ulceration

Recommended — to address deformities that place foot at
risk of ulceration.

C.8.c.ii.b Open Reduction Internal Fixation of Fractures

Recommended — open reduction internal fixation of
fractures.

C.8.c.ii.c Fusion of Charcot Joints in Select Patients

Recommended — fusion of Charcot Joints.

C.8.c.ii.d Arthroplasty (Total Joint Replacement) for Charcot
Joints

Not Recommended — for Charcot Joints.

C.9 Paronychia

Paronychia is an inflammatory disorder of the nail folds. It is generally classified as acute
and chronic. Acute cases are caused by trauma to the nail folds or cuticle.

C.9.a Medications

For most patients, ibuprofen, naproxen, or other older generation nonsteroidal anti-
inflammatory drugs (NSAIDs) are recommended as first-line medications.
Acetaminophen (or the analog paracetamol) may be a reasonable alternative to
NSAIDs for patients who are not candidates for NSAIDs, although most evidence
suggests acetaminophen is modestly less effective. There is evidence that
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NSAIDs are as effective for relief of pain as opioids (including tramadol) and less

impairing.

C.9.a.i

C.9.a.ii

C.9.a.iii

NSAIDs for Treatment of Paronychia Pain

Recommended - for treatment of paronychia pain.

Indications: For paronychia pain, NSAIDs are recommended for
treatment. Over-the-counter (OTC) agents may suffice and should be
tried first.

Frequency/Duration: As needed use may be reasonable for many
patients.

Indications for Discontinuation: Resolution of foot/ankle pain, lack of
efficacy, or development of adverse effects that necessitate
discontinuation.

NSAIDs for Patients at High-Risk of Gastrointestinal Bleeding

Recommended — concomminent use of cytoprotective classes of
drugs: misoprostol, sucralfate, histamine Type 2 receptor blockers, and
proton pump inhibitors for patients at High-Risk of gastrointestinal
bleeding.

Indications: For patients with a high-risk factor profile who also have
indications for NSAIDs, cytoprotective medications should be
considered, particularly if longer term treatment is contemplated. At-risk
patients include those with a history of prior gastrointestinal bleeding,
elderly, diabetics, and cigarette smokers.

Frequency/Dose/Duration: Proton pump inhibitors, misoprostol,
sucralfate, H2 blockers recommended. Dose and frequency per
manufacturer. There is not generally believed to be substantial

differences in efficacy for prevention of gastrointestinal bleeding.

Indications for Discontinuation: Intolerance, development of adverse
effects, or discontinuation of NSAID.

NSAIDs for Patients at Risk for Cardiovascular Adverse Effects
Patients with known cardiovascular disease or multiple risk factors for
cardiovascular disease should have the risks and benefits of NSAID
therapy for pain discussed.

Recommended - Acetaminophen or aspirin as the first-line therapy
appear to be the safest regarding cardiovascular adverse.

Recommended - If needed, NSAIDs that are non-selective are
preferred over COX-2 specific drugs. In patients receiving low-dose
aspirin for primary or secondary cardiovascular disease prevention, to
minimize the potential for the NSAID to counteract the beneficial effects

NYS WCB MTG — Ankle and Foot Disorders 63



of aspirin, the NSAID should be taken at least 30 minutes after or eight
hours before the daily aspirin.

C.9.a.iv Acetaminophen for Treatment of Paronychia Pain

Recommended - for treatment of paronychia pain, particularly in
patients with contraindications for NSAIDs.

Indications: All patients with foot/ankle pain, including acute, subacute,
chronic, and postoperative.

Dose/Frequency: Per manufacturer's recommendations; may be utilized
on an as-needed basis. There is evidence of hepatic toxicity when
exceeding four gm/day.

Indications for Discontinuation: Resolution of pain, adverse effects or
intolerance.

C.9.a.v Topical Anitbiotics for the Treatment of Acute Paronychia

Recommended — for treatment of acute paronychia.

C.9.a.vi Systemic Antibiotics for the Treatment of Complications of
Paronychia

Recommended — for the treatment of complications of paronychia such
as signs of systemic infection or surrounding cellulitis.

C.9.a.vii Topical and Systemic Antifungals for the Treatment of Select
Patients with Chronic Paronychia Due to Fungal Infections

Recommended — for the treatment of chronic paronychia

C.9.a.viii Topical Glucocorticosteroid Cream for Treatment of Select Patients
with Chronic Paronychia Not Due to Bacterial or Fungal Infections

Recommended - for treatment of select patients with chronic
paronychia with chronic paronychia not due to bacterial or fungal
infections.

C.9.a.ix Topical and Systemic Antibiotics for Treatment of Secondary
Chronic Paronychia Due to Bacterial Infections

Recommended — for treatment of secondary chronic paronychia
infections.

C.9.b Treatment

C.9.b.i Cryotherapy / Heat
Warm Compresses to Treat Acute Phase of Paronychia.

Recommended — for treatment of acute paronychia.
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C.9.b.ii Surgery
C.9.b.ii.a En Bloc Excision of the Proximal Nail Fold and
Eponychial Marsupialization, With or Without Nail Plate
Removal

Recommended - for treatment of recurrent paronychias.

C.9.b.ii.b Surgical Management for Treatment of Chronic
Paronychia for Those Who Fail Non-Operative
Measures.

Recommended - surgical intervention, including en bloc
excision of the proximal nail fold and eponychial
marsupialization, with or without nail plate removal for
treatment of chonic paronychia.

C.9.b.iii Other

C.9.b.iii.a Incision and Drainage of Abscess Formed in Respose to
Acute Paronychia

Recommended — in response to acute paronychia.

C.10 Foot Drop

Foot drop is a weakness in the dorsiflexion strength of the affected lower extremity
resulting in an abnormal gait pattern. Foot drop is most commonly caused by a variety of
central and peripheral nervous system disorders, although any disorder affecting muscle
strength may cause foot drop. Foot drop results in an abnormal gait pattern most often
because the ankle of the weak side cannot undergo voluntary dorsiflexion.

The acute onset of foot drop after ipsilateral leg trauma may be a manifestation of
compartment syndrome. Acute cases of foot drop are urgencies if not emergencies due
to the potential for significant enduring impairments.

Acute trauma followed by foot drop and lower leg pain may mark compartment
syndrome,which is one of the surgical emergent causes of foot drop.

C.10.a Diagnostic Studies
Diagnostic studies to determine the cause of foot drop most often include MRI of
the brain, spinal cord and/or MRI of the periphery and electrodiagnostic studies of
the peripheral nerves as clinically indicated.

C.10.a.i Diagnostic Studies for Diagnhosis of Foot Drop

Recommended — to determine cause of foot drop (see General
Principles A.12 — Diagnostic Imaging and Testing Procedrues).
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C.10.b Treatments
C.10.b.i Rehabilitation
Therapy

Rehabilitation (supervised formal therapy) required as a result of a work-
related injury should be focused on restoring functional ability required to
meet the patient’s daily and work activities and return to work; striving to
restore the injured worker to pre-injury status in so far as is feasible.

Active therapy requires an internal effort by the patient to complete a
specific exercise or task. Passive therapy are those interventions not
requiring the exertion of effort on the part of the patient, but rather are
dependent on modalities delivered by a therapist. Generally passive
interventions are viewed as a means to facilitate progress in an active
therapy program with concomitant attainment of objective functional
gains. Active interventions should be emphasized over passive
interventions.

The patient should be instructed to continue both active and passive
therapies at home as an extension of the treatment process in order to
maintain improvement levels.

Assistive devices may be included as an adjunctive measure
incorporated into the rehabilitation plan to facilitate functional gains.

C.10.b.i.a Taping for Treatment of Foot Drop

Not Recommended - for the treatment of foot drop.

Rationale for Recommendation: Generally, braces are used
for foot drop.

Evidence for the Use of Taping
C.10.b.ii Other
C.10.b.ii.a Ankle-foot Orthotics for Treatment of Foot Drop

Recommended - for the treatment of foot drop.

Evidence for use of Orthotics

C.11 Tarsal Tunnel Syndrome (TTS)

Tarsal Tunnel Syndrome (TTS) is a relatively infrequent condition defined as an
entrapment neuropathy of the tibial nerve or one of its branches from its entry point under
the flexor retinaculum below the medial malleolus to the end of its lateral and medial
plantar and posterior calcaneal branches, which innervate the base of the foot. TTS is
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described by the constellation of symptoms of intermittent tingling, numbness or burning
paresthesias in the toes and the plantar surface of the foot.

In the absence of neuropathic findings (sensory or motor involvement) four to six weeks of
conservative care before using invasive measures may be reasonable. The commonly
prescribed conservative measures are intended to relieve pressure and pain. These
include cold, taping, exercises (especially posterior tibial nerve stretching), anti-
inflammatory medications, splints, orthotic devices and supportive footwear.

There are no well-established standard diagnostic criteria for TTS. Clinicians should
maintain a high level of suspicion for TTS in patients presenting with pain and
paresthesias of the plantar foot that worsen with prolonged standing and walking, or
cause interruption of sleep.

C.11.a Diagnostic Studies

C.11.a.i Nerve Conduction Studies (NCS) for Diagnosis and Pre-operative
Assessment of TTS Patients

Recommended - for confirming the diagnosis of entrapment of the tibial
nerve at the ankle for cases that do not improve with conservative
treatment or if considering surgical release after excluding the possibility
of other causes such as polyneuropathy and radiculopathy.

C.11.a.ii NCS for Initial Evaluation of TTS Patients

Not Recommended - for the initial evaluation and most TTS patients as
NCS does not change the management of the condition during the first
four to six weeks while conservative therapy is being tried.

C.11.a.iii Electromyography (EMG) for Initial Evaluation, Diagnosis or Pre-
operative Assessment of TTS Patients

Not Recommend