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Good Times vs. Agony of DaFeet



Our Common Goal

• To safely return workers to productive 
employment in cooperative and supportive 
environment

• Work Comp population has unique challenges
– Involvement of multiple parties
– Secondary gain
– Difficulties inherent in injury to weight bearing 

limb 



Unique Challenges

• Multiple parties requires effective 
communication and coordination of care
– Patient
– MD
– Physical Therapist
– Case Manager
– Insurance Company
– Employer



Unique Challenges

• Secondary Gain Issues
– Higher rate of less than optimal results in work 

comp population is well established in orthopedic 
literature 

– Displeasure with work environment where injury 
occurred

– Interaction of injured worker with co-workers and 
supervisors



Epidemiology

• To understand and effectively manage this 
challenge, we need to understand:
– Magnitude of work comp injuries
– Nature of injuries
– Who is injured
– How injuries affect employer and employee



Epidemiology

• Late 1990s: Workplace injuries account for 
20% of all injuries in US, approximately 12 
million/year

• 60% = 7.2 million involve musculoskeletal 
system

• Foot and ankle injuries account for 10% of all 
workplace injuries

– Bureau of Labor Statistics, US Dept of Labor, 1992-1999 



Epidemiology

• Significant decline in workplace injuries from 
2003-2017

• In 2017, there were 2.8 million nonfatal 
workplace injuries (2.8 cases per 100 FTEs)

• Nearly 1/3 result in days off of work



Epidemiology



Epidemiology of Ankle Injuries
• ~70% sprains and 

strains
• ~15% fractures
• ~5% bruises 
• Others: puncture 

wounds, chemical 
burns, heat/cold injuries



Epidemiology of Ankle Injuries
• Service Industry ~25%

• Manufacturing ~20%

• Retail ~20%

• Construction ~10%



Epidemiology of Foot Injuries
• ~30% Bruises
• ~20% fractures
• ~15% sprains and 

strains
• ~12% cuts and puncture 

wounds



Epidemiology of Foot Injuries
• Manufacturing ~25%

• Service and retail ~20%

• Construction ~15%



Lost Work Days

• Median of 5 days off from work due to foot 
and ankle injuries

• Assuming correct diagnosis:
– Minor injuries lead to shorter time off
– More severe injuries often lead to longer time off 

work or need for light or sedentary duty



Lost Work Days: Midfoot Sprain
• Grade I: light duty at ~2 weeks, full duty ~4-6 

weeks +/- orthotic
• Grade II: light duty at ~3-4 weeks, full duty 

~6-8 weeks, +/- orthotic and /or stiff soled 
shoe or workboot

• Grade III: light duty at ~6-10 weeks, full duty 
at ~4-6 months +/- orthotic and /or stiff soled 
shoe or workboot. 
– Usually surgery, PT, +/- work hardening



Midfoot Sprain: LisFranc Injury

• 40 yo M
• Power coating line leader-factory worker
• 500+ pounds of stell fell onto his right foot 

proximal to steel toe
• The usual: Concentra, no fracture



Midfoot Sprain: LisFranc Injury



Midfoot Sprain: LisFranc Injury

• Screw removal 3 
months post-op

• Return to light duty 
5 months postop

• Full duty 9 m po
• MMI 11 m po



Lost Work Days: Ankle Sprain

• Grade I: light duty at ~1-2 weeks, full duty ~3-
4 weeks (depending on job criteria)

• Grade II: light duty at ~3-4 weeks, full duty 
~6-8 weeks

• Grade III: light duty at ~4-6 weeks, full duty at 
~8-12 weeks
– Can be as long as 4-6 months if need surgery, PT, 

+/- work hardening



Ankle Sprains
– Once swelling and pain diminish, start 

physical therapy
– Most common cause of lingering pain after 

sprain is inadequate therapy
– Most common cause of repeated sprains is 

inadequate therapy



Ankle Sprains
–Surgery reserved for repetitive episodes 

of giving way that inhibit daily 
activities, recreational activities, or 
work



Lost Work Days: Ankle Fracture
• Highly dependent on 

severity of injury
• Routine low energy ankle 

fracture (surgical or 
nonsurgical): sit down 
work only at ~2-3 weeks, 
full duty at ~2-4 months 
(PT, +/- work hardening)

• Higher energy injury 
(joint involvement, crush) 
can take up to 12-18 
months to return to full 
duty



Ankle Fractures



Ankle fracture

• 39 yo F
• Delivery driver for Fed Ex
• Trimalleolar ankle Fx reduced at outside ER



Ankle fracture



Ankle fracture



Ankle Fracture



Lost Work Days: Calcaneus
Fracture

• Usually a high energy 
injury: fall from height, 
axial load

• Nonsurgical: non weight 
bearing for 2-3 months, 
then PT +/- work 
hardening, full duty at ~4-
6 months

• Surgical: non weight 
bearing for 3-4 months, 
then PT +/- work 
hardening, full duty at ~6-
12 months if at all



Achieving the Goal
• Prevention is best 

medicine
– Industry safety standards
– Safety training
– Worker experience
– Safety gear
– Injuries are trending 

down



INDUSTRIAL SHOEWEAR
• Must protect from 

exposure to specific 
hazards on the job.

• Constuction = safety 
toe shoes & puncture 
resistant soles.

• Electrical = 
nonconductive soles.



Achieving the Goal
• Stages of Work Comp 

Injuries (Dobyns JH. Role of the 
Physician in workers compensation 
injuries. J Hand Surg 1987)

– Initial and subsequent 
treatments

– Rehabilitation
– Return to work agenda



Achieving the Goal
• Accurate diagnosis is 

essential
• Less common injuries 

may be missed by 
provider unfamiliar with 
subtle foot and ankle 
conditions
– Talus fractures
– Intra-articular (joint) 

pathology- OCD
– LisFranc injuries
– “sprain that won’t get 

better”
– Complex fractures



Achieving the Goal

• Injured worker may spend weeks in treatment 
for misdiagnosis
– Pain and frustration of worker
– Employer may consider worker as malingering
– Insurance company may not want to cover 

different treatment plan



Achieving the Goal

• Set stage for return to work plan at initial 
patient contact

• Reinforce goal of treatment is return to work 
and activities of daily living as quickly as 
possible

• Establish cooperative and empathic 
relationship



Achieving the Goal
• Numerous studies show injured workers do 

better in short and long term when allowed to 
return to work in some capacity (Maeir, Oregon Dept of 
Consumer and Business, 2001: Bednar, et al,  in Clin Orth 1998)

• The longer an employee is off work, the less 
chance they will ever return to work (Work Loss Data 
Institute, TX, 1999)

– Off  < 3 months, 75% return to work
– Off  <6 months, 25% return to work
– Off  >12 months,  5% return to work



Achieving the Goal

• Allowing patient participation in process of 
returning to work can minimize sense of 
victimization noted by some injured workers

• Barriers to return to work are not only physical
• One study found the Beck Depression 

Inventory to be the most important predictor of 
return to work (Ash, et al; Bul AM Acad Psych Law, 1995)



Causation

• Does documentation support patient history?
• Is mechanism of injury a plausible cause of 

pathology?
• Objective vs subjective findings

– Is it better to spend now to obtain objective 
evidence vs spend later due to length of time out of 
work

– Are exam findings proportional to objective 
findings?



IME process

• What is right – honest, fellowship trained, 
experienced, high volume MDs

• What could be better – Is there a possible bias 
in reporting by MDs that have a high volume 
IME practice?

• Is there such a thing as “best practice’? When 
IMEs are markedly different than treating MD



IME process

• Questions asked
– may (or may not) encapsulate causation and the 

best treatment for the patient. 
– What is goal of IME? Patient care vs savings

• How to articulate the answer
– Subtle or direct

• Role of the “expert”



Challenges unique to foot and 
ankle injuries

• Accurate diagnosis
• Failure of conservative management
• Possibility of prolonged recovery
• Nonweightbearing



Challenges unique to foot and 
ankle injuries

• Swelling
• Nerve damage
• Driving
• Orthotics or accomodative shoes, brace
• Chronic pain



Solutions unique to foot and ankle 
injuries

• Conservative 
management:
– Orthotics, brace
– Boot
– Cast
– PT

• Surgery



Solutions unique to foot and ankle 
injuries

• Importance of patient-
doctor relationship and 
teamwork
– MD as patient advocate

• Experience in foot and 
ankle care
– Recognition of 

complications, solutions
• Tips to improve pain 

control and mobility 
• Importance of teamwork



Take Home Points

• Work Comp injuries involve layers of 
complexity

• Work injuries to the foot and ankle are 
common

• Unique challenges of foot and ankle injuries 
require accurate diagnosis and experienced 
management to optimize recovery, with shared 
goal of rapid return to work

• Patience is a virtue
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Thank you!!

• Feel free to call 
or email

• Office 773-777-
9900

• Email 
akaz@ibji.com


