CAM 10125 Microprocessor-Controlled Prosthetic Knees

Category: Durable Medical Equipment Last Reviewed: October 2007
Department(s): Medical Affairs Next Review: October 2008
Original Date: October 2003

Description:

The choice of the most appropriate design will depend on the patient’s underlying
activity level. Key elements of prosthetic design involve providing stability during both
the stance and swing phase of the gait. Prosthetic knees also vary in their ability to alter
the cadence of the gait, or the ability to walk on rough or uneven surfaces. In contrast to
more simple designs, which are designed to function optimally at one walking cadence,
fluid and hydraulic-controlled devices are designed to allow the amputee to vary his or
her walking speed by matching the movement of the shin portion of the prosthesis to the
movement of the upper leg.

Most recently, microprocessor-controlled prosthetic knees have become available,
including the Intelligent Prosthesis (Blatchford, United Kingdom) and the C-LEG® (Otto
Bock Orthopedic Industry, Minneapolis, Mn.). These devices are equipped with a sensor
that detects when the knee is in full extension and adjusts the swing phase automatically,
permitting a more natural walking pattern of varying speeds. The C-LEG is also designed
to improve the stance control. For example, it may be possible for the sensors to
recognize a stumble, stiffen the knee, and avoid a fall.

Policy:
A microprocessor-controlled knee may be considered MEDICALLY NECESSARY in
amputees who meet the following requirements:

« Demonstrated need for long distance ambulation at variable rates (use of the limb
in the home or basic community ambulation is not sufficient to justify provision
of the computerized limb over standard limb applications)

OR demonstrated patient need for regular ambulation on uneven terrain or for
regular use on stairs (use of the limb for limited stair climbing in the home or
employment environment is not sufficient evidence for prescription of this device
over standard prosthetic application), AND

o Physical ability, including adequate cardiovascular and pulmonary reserve, for
ambulation at faster than normal walking speed, AND

o Adequate cognitive ability to master use and care requirements for the
technology.

A microprocessor-controlled knee is considered NOT MEDICALLY NECESSARY for
those who do not meet the above criteria.
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