Florida Hospital Health Care System
P.O. Box 536847
Orlando, FL 32853-6847
Re: Appeal of denied coverage: 
Re: Appeal of denied coverage: 

Dear FHHC Representative:






May 1, 2006

I am respectfully requesting a reversal of denial for authorization for total hip resurfacing by Thomas P. Gross, MD, Midlands Orthopedics, Columbia, South Carolina, and denial of authorization for admission to Providence Hospital. 

In a letter dated April 20, 2006, FHHS denied my requested authorization for a total hip resurfacing by Dr. Thomas P. Gross and admission to Providence Hospital “as trials and standards do not show superior outcomes to standard treatments provided in network”. I ask that you consider the information I have provided in this appeal, which will show that there are superior outcomes for patients such as myself. Many health care plans, including Medicare, cover this procedure as they recognize that total hip resurfacing is a viable option for younger patients. Hip resurfacing is preferred over a total hip replacement as it combines materials and techniques that are approved by the FDA and widely accepted in the medical community. I feel confident that after review of the information you will respond favorably to my request.

Background:

I have been diagnosed with congenital hip dysplasia and degenerative arthritis of the right hip. 

· 3/2005: Developed a persistent pain in my groin.
· 6/08/05: While teaching a class, I experienced intense pain, acutely, in the right groin area to where I could hardly walk. I had a plain hip film, which did not show any structural changes. The next day my pain was worse and I went back to the Family Health Center. 
· 6/09/05: Dr. xxxx (PCP) sent me for a stat MRI that showed an effusion. Diagnosis: synovitis. 
· 6/17/05: Referred to Dr. xxxx at xxxx Orthopedics, who put me on oral steroids.

· 8/09/05: Referred to Dr. xxxx, rheumatology, RA ruled out. 
· 7/1/05: Per Dr. xxxxx right hip joint was injected with steroids. Had short term improvement. By now I had developed a significant limp and started having difficulty sleeping. 
· 9/6/05: I went on a medical mission to Gulfport, Mississippi after Hurricane Katrina. With all the walking, standing and activity my hip became so painful that wasn’t sure if I could complete my mission (I did). 
· 9/15/05: Had a second MRI that showed degenerative changes with chondromalacia of the femoral head and acetabular roof, subchrondral cyst formation, associated joint effusion and labrial tear (rapid deterioration since the first MRI with only an effusion).
· 11/11/05: Saw Dr. xxxx for a second opinion and to explore options. He told me that I needed a total hip replacement and scheduled me for surgery on December 6, 2005. He said that I was young for a THR but my symptoms warranted surgery and that revision could someday be needed. Fearful of such a big surgery I canceled and went back to my OS. 
· 12/1/05: Referred to Dr. xxxx for hip arthroscopy to fix the labral tear, debridement of the joint and to give me a definitive diagnosis of the hip. 
· 12/22/05: Right hip arthroscopy by Dr. xxxx, impression “Profound degenerative arthritis, right hip”. We discussed the possibility of a THR and then spoke about hip resurfacing. He said that I was an excellent candidate for this procedure, but no surgeon in his group or in the area who performs it. 
· 2/23/06: Consulted with Dr. Thomas P. Gross at Midlands Orthopedics in South Carolina. He has performed over 900 total hip resurfacing procedures and after reviewing my hip films and arthroscopy report he felt that I would be a good candidate. Tentative OR date for total hip resurfacing is 6/14/06. He recommends hip resurfacing to fewer than 20% of his patients who he believes are particularly well suited for and could benefit from resurfacing. 
Activities:
This condition had severely restricted my normal activities. I can no longer walk or sleep without substantial pain, getting in and out of my van is difficult and climbing stair is no longer possible. Performing my job is also becoming an increasingly difficult task. I am a Cardiovascular Clinical Nurse Specialist and cover 3 nursing units, CVICU (28 beds), CVIII (16 beds), and CVPCU (65 beds), in addition I am a rounding nurse for Dr. XXX for which we cover 7 surgeons’ patients every 5th weekend. We commonly see over 50 patients each day. All of my current work duties are affected by my severely limited mobility. I have pain while standing, walking or sitting for even short periods of time. I can no longer participate in “walking” interdisciplinary rounds and may be forced to resign as a rounding nurse as my osteoarthritis is getting progressively worse. 
I have a 10 year old son and have guardianship of my 2 grandchildren, ages 6 and 17 months. Caring for these children, working full time and performing routine household chores are becoming increasingly difficult. I am unable to participate in the activities I enjoy such as riding my mountain bike 3 times a week and aerobics two times a week. I am taking prescription pain pills (Darvocet) which makes me sick to my stomach, and anti-inflammatory medication (Ibuprofen 2400 mg/day).

I am in excellent health at age 46. My only significant problem is the osteoarthritis in my right hip (x-rays show the left hip has no deterioration). My blood pressure is normal and I am not diabetic. Due to my current disability I have gained 30 pounds and my cholesterol levels are borderline due to my recent weight gain and inability to exercise. I’m starting to have pain in my knees and back as I over-compensate for my right hip with a limp.
Surgical Options:
I am aware that the most common treatment for this condition is a total hip replacement (THR). I believe that this is an extremely radical procedure for a problem of deteriorated cartilage. I am also very concerned that a THR would substantially limit my participation in various activities that are a vital part of my life and good health.
Extensive review of the literature demonstrates that hip resurfacing (vs THR) is a viable option for persons of my age, lifestyle and life expectancy. For young, active people, hip resurfacing offers the following advantages:
· The femoral head and neck are preserved
· Femoral bone loss is totally avoided
· Femoral canal is preserved (THR substantially invades the femoral canal) 

· The femoral canal is not exposed (far less fat and marrow is released into the bloodstream, thus reducing the likelihood of deep vein thrombosis)
· The risk of microfracture of the femur with uncemented stem implantation is eliminated
· The larger size of implant "ball" reduces the risk of dislocation significantly
· Stress is transferred in a natural way along the femoral canal and through the head and neck of the femur. With the standard THR, some patients experience thigh pain as the bone has to respond and reform to less natural stress loading
· Use of metal rather than plastic reduces osteolysis and associated early loosening risk
· Use of metal has low wear rate with expected long implant lifetime
· There are significantly fewer wear particles—which reduces the risk of periprosthetic osteolysis and attendant aseptic loosening of the device
· A hip resurfacing can be revised to a THR

Dr Gross’ Hip Resurfacing complication rates:
· Blood clots (despite the use of preventive blood thinners)   (less than 1%)

· Fracture of femoral neck (usually within 1-6 months after surgery)   (1%)

· Failure of femoral head (avascular necrosis, usually 1-2 years after surgery)   (2%)

· Failure of bone ingrowth of the implant   (less than 1%)

· Infection   (less than ¼%)

· Dislocation   (less than ¼%)

· Nerve injury   (less than ¼ %)
Disadvantages of total hip replacement (THR):
· Unnecessarily removes about 4 inches and 6 to 8 ounces of healthy bone

· Substantially invades the femoral canal, which among other things increases the risk of deep vein thrombosis

· Introduces an additional 8+ inches of metal, extending 6” or more into the femur
· Risk of micro-fracture of the femur.
· Of considerable importance, a person my age is faced with the possibility I will outlive a THR
· A revision to a prior THR is difficult with uncertain results

Selected Activities in 206 resurfacing patients surveyed:

Running, Fishing, Skiing, Hunting, Weight training, Yoga, Motorcycling, Tennis, Dancing, Tread mill, Football, Power Walking, Horseback Riding, Gymnastics, Golf, Rowing, Table Tennis, Water Skiing, Surfing, Jogging, Bowling, Sailing, Martial Arts, Cycling, Basketball, Rock Climbing, 

Paragliding, Fencing, Rugby, Hockey, Walking, Badminton, Diving, Aerobics
Dr. Pynsent 5 year Published study of resurfacing devices with a 99.7% survivorship. 
Dr. Back 3 year Published study of resurfacing devices with a 99.14% survivorship. 
Dr. Treacy 5 year Published study of resurfacing devices with a 99% survivorship. 
Corrin Clinical trails 98% survivorship over 1-5 yrs.
Royal Orthopaedic Hospital Birmingham England Research by Dr. Paul Pynsent PhD. 1,324 Hybrid Resurfacing March 94- September 2000 98.8% survivorship. 
Approved Components:
Total hip resurfacing is not a radical departure from established procedures. The components are FDA approved and otherwise covered by FHHS. The femoral head shell and acetabular shell is approved for hip resurfacing Biomet Orthopedics, Inc., a well established, highly regarded manufacturer whose products are approved and covered for THR. 
The FDA does not classify this as an experimental device or procedure. The Biomet Recap Press-fit Head Resurfacing Devise is a Class II device. The Biomet Magnum acetabular component is a Class III device. The Recap and Magnum are 501(K) FDA approved and covered by many plans. 
Medicare has recognized the inherent benefits and provides coverage for this procedure.
Many insurance companies also recognize the benefits and provide coverage:
	Aetna 
	Kaiser
	Blue Cross units including BC/BS of CA  

	CIGNA
	HealthNet
	Blue Cross/Blue Shield of Missouri

	United Healthcare
	Tricare 
	BlueCross/BlueShield of Michigan

	Humana
	Medicare
	


Timing:
My condition, as you well know, worsens over time. As the arthritis progresses, the quantity of bone available for fixation will diminish. A delay will cause irretrievable damage. In addition, further delays will dramatically impact my life by:
· Further reducing my physical activities, which I believe have been an important factor in my otherwise good health. 
· Making it more difficult to perform the daily tasks necessary to care for my children. 
· It may become impossible to drive because the OA affected my right hip and leg, making it difficult to break hard in certain circumstances. 
· It is getting increasingly difficult to continue to work full time due to intense pain from prolonged sitting, standing and walking, all of which are necessary in my job as a registered nurse at FH. 
· Increased likelihood of a fall. My leg “gives out” without warning several times a day. 

· Limping increases the likelihood of damage to my leg, back and other joints. 
· Delay would necessitate the continued use of pain medications, which poses risks.

· Bone will deteriorate from the bone-on-bone contact. 
A Statement from an orthopedic surgeon who performs both THR and hip resurfacing:
“I perform both hip resurfacings as well as THR. I do not feel that as of yet the "ideal" resurfacing patient has been defined. I can tell you from my experience a bit about the "typical" patient who desires a resurfacing over a standard THR: This patient is "young at heart," extremely well educated, competitive, from almost any socio-economic/religious/ethnic class, aggressively well informed, and is not afraid to shop around and even travel long distances for a surgeon who suits their needs. In short this is the kind of challenging patient that orthopedic surgeons love to have in their practices.”
Sincerely, 

Ethan Lichtblau, M.D., F.R.C.S. (C)
I feel that Dr. Lichtblau is describing me. I am not just a nurse I’m an informed healthcare consumer. It makes no sense to me to have the femoral head and neck amputated, removing healthy bone, then implanting a large metal spike deep into the hollowed out bone when all I really need is a new femoral head and acetabular surface. Dr. Billings at Jewett said that in the future we’ll be able grow new cartilage on the articulating surfaces but that I don’t have the luxury of time to wait for this technology.
As hip resurfacing is a viable option for the younger patient it is gaining popularity and is often the topic of interest in medical/ orthopedic conferences, professional papers and lay publications. Orthopedic surgeons are starting to train to perform hip resurfacing. As younger patients demand alternatives to a radical THR they, like me, will be seeking out this procedure. I see this the way I see traditional “on-pump” vs “off-pump” coronary artery bypass surgery. Data shows “equivocal” outcomes. Or are their benefits to not having you heart and lungs arrested during bypassing? We all know that there are fewer complications with “off-pump” surgery, especially in the hands of an experienced surgeon. Less bleeding, less atrial fibrillation, shorter ventilator time (or extubated in the OR), shorter length of hospital stay, less chance of neurological impairment. So which method do you choose? Now, suppose you choose “off-pump” heart surgery and there are no surgeons in your area that does this procedure. Should that patient “settle” for traditional surgery with cardiopulmonary/ circulatory arrest? I applaud our cardiac surgeons for stepping out of their box and away from the “gold-standard” because they know that off-pump is the best option for some patients, and the choice for informed health care consumers who will venture out of the area, perhaps out of network to seek this procedure. 
This is the future of total hip resurfacing. Sure, I end up with a new articulating surface in either THR or resurfacing and bottom line outcomes may be “equivocal” but we all know that there are major advantages, short term and long term to hip resurfacing. Just look at the difference in protocols: 
THR by Dr. McCutchen (THE best at THR, in my opinion):

· 3-5 days in the hospital
· Requires general anesthesia

· I would not be allowed to be 100% weight bearing for 6 weeks
· Out-patient PT

· Lovenox then Coumadin for 3 months

· Out of work for 6 weeks, minimum 
· I would have to provide 1 to 2 units of autologous blood

Resurfacing by Dr. Gross:

· 2 days in the hospital

· No general anesthesia (spinal and sedation)
· I will be 100% weight bearing the next day after surgery (with crutches)
· PT only while in the hospital

· Artixtra sub-q for ten days (non-heparin)

· Back to work in 3 weeks

· No autologous blood
I feel confident that after you review my case you will reverse the denial and approve my request for both pre-certification for hip resurfacing by Dr. Gross and pre-certification for admission to Providence hospital. The principals of our own FH Mission apply here. For us to provide preeminent faith-based health care to the community we must be willing to provide that same care to our own. I would like to be an example of our own mission. The following is a quote from the FH Adventist Website:
“We conduct our business with integrity, honesty and fairness. As responsible stewards, we use our financial resources wisely by choosing business practices which are cost-effective, productive and result in a fair return on investment”. 
Hip resurfacing is a viable option that is cost-effective and will result in a fair return on investment. Although the cost of hip resurfacing is essentially the same as conventional THR, it could potentially last the rest of my life. The conservative approach of bone preservation with timely surgery can potentially avoid much greater expenses in the future as well as provide a better quality of life for me. It is in the best interest of all parties to agree that this is the best option for me. Insurance benefits should be paid to cover the prosthesis, procedure, related hospitalization and physical therapy as they would be for a conventional THR. 

I appreciate the fact that FHHS needs compelling evidence that a procedure is in the best interest of a member before approving it, and as an employee of FH for 19 years, and a healthcare worker myself, I would expect that. I believe that you will reconsider your decision on my behalf. 
Thank you for allowing me the opportunity for appeal.

Sincerely,
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