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I

t has become clear that there are two main reasons that
the number of amputations has risen over the last decade.
The first is due to the recent combat actions in Afghanistan and Iraq. Soldiers have better protection over the vital areas of their bodies, but to keep their mobility, their outer
extremities are left vulnerable.1 The second can be attributed to
health complications associated with vascular disorders in the
nation’s diabetic population. The Centers for Disease Control
and Prevention (CDC) reported that in the period from 1980 to
2005, the age-adjusted incidence of diabetes dramatically increased (114 percent), with the vast majority of that increase
occurring after 1990.2 The CDC also reported that more than 60
percent of all non-traumatic lower-limb amputations occur in
people with diabetes, and that in 2002, “approximately 82,000
non-traumatic lower-limb amputations were performed in people with diabetes.”

No matter what causes the amputation, a better
understanding of the physiological effects associated with
the use of different interfaces and socket designs should
assist prosthetists in selecting the system that will meet the
patient’s needs. Socket fit coupled with the choice of a liner
are key considerations in assuring comfort and acceptance of
the prosthetic limb. In return, the amputee is more likely to use
the prosthesis and become more active, promoting a healthier
limb. Percentages of different amputations are shown in figure
1, but this article discussion is limited to certain socket designs
and interfaces between the socket and residual limb for the
transtibial amputee.
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Figure 2: PTB style sockets (specific weight bearing). Courtesy of the University of Texas Health Science Center, Dept. of Rehabilitation Medicine.

Fig 2: PTB style sockets (Specific Weight Bearing)
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Dudek et al.9 have shown that out of 337 lower-extremity
residual limbs, a total of 528 skin problems were documented.
The five most common skin problems were ulcers, irritations,
inclusion cysts, calluses, and verrucous hyperplasia. These
common skin problems represent approximately 80 percent
of all documented skin disorders.9 This information should
clearly exemplify the need for a better understanding of what
makes a comfortable socket and what is needed to keep the
comfortable fit. We also understand that the liner functions as
the primary interface between the residual limb and socket. In
this role it must complement the socket fit to ensure optimal
pressure distribution while also attempting to eliminate
harmful shear forces and providing a favorable moisture,
temperature, and chemical environment that prevents skin
breakdown and maintains a comfortable fit during volume
loss in the residual limb.
The typical method of dealing with volume loss and the
accompanying poor socket fit is to add additional socks. There
are also socket designs that add bladders that can be inflated
over the day to compensate for volume loss. However, Sanders
and Cassisi10 found that the increase in pressure from these
compensatory methods may cause further fluid loss. There is
also evidence that continued pressure can occlude blood flow
and lead to breakdown.11, 12, 13

Specific Weight Bearing and Total Surface Bearing Sockets
The specific weight-bearing sockets [i.e., patella tendon bearing (PTB), patella tendon bearing supracondylar (PTBSC), or
the patella tendon bearing supracondylar, supra-patella (PTBSCSP) (see figure 2)], more commonly use a liner made from
closed-cell polyethylene foam such as Pelite® for improved
comfort. Using a PTB design socket with a Pelite liner is often an advantage in the preparatory prosthesis because of the
relative ease with which the liner can be modified to accom-
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modate changes in residual limb volume.14, 15, 16
Roll-on silicone, urethane, or elastomeric liners are
other options that can be used with a PTB socket but are
generally recommended for use with total surface bearing
(TSB) socket designs. These types of liners are thought to
enhance comfort and reduce shear, making them the initial
choice for residual limbs with scarring or skin grafts that
compromise skin integrity.14, 16 These different liners can
have a cushioned distal end or be equipped with a locking
pin system. It has been suggested that the locking pin system
works because the combination of high coefficient of friction
with the skin and low compressive stiffness helps minimize
displacement relative to residual-limb skin during walking,17
but compression may also assist in suspension with this
design. However, these liners result in more sweating and are
generally tolerated less in warm climates than other liners.
Contraindications to the use of these liners are residual limbs
with open wounds, poor hygiene, or a history of contact
dermatitis. It has become apparent that more practitioners
are using these different liners due to the theory that they
distribute pressure more equally across the entire surface of
the residual limb.

Elastomeric Liners
In general there are three main elastomeric liners/materials
used in the prosthetic industry for the manufacture of prosthetic liners: thermoplastic elastomer (TPE), silicone, and
urethane. Each in its own way has its uses. Comparing these
materials is difficult since each liner manufacturer uses its
own formula, altering the material properties as tested by the
original material manufacturer. With the lack of research concerning the liner materials and some confusion about their
properties, we first must identify properties of the materials
used in the liners.
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Thermoplastic Elastomer
Thermoplastic elastomer (TPE) is composed mainly of a onepart material, which is liquefied either by heat or the addition
of solvent. Any liner that can be heated and then formed to a
patient mold is a TPE. In addition to the one-part base material, other materials such as mineral oil can be added. TPE liners generally follow the same characteristics as Pelite liners,
(i.e., they can be heat molded and tend to thin out over areas
of high pressure but have poor memory). TPE liners generally
have a lower hardness, ranging from the mid-20s to the low30s on the Shore 00 scale. This durometer makes the liner
easy to reflect but also requires a thicker material in order to
cushion the forces in a prosthetic socket. The specific material
description by one manufacturer18 is that the liner is composed
of styrene isoprene/butadiene block copolymer or styrene ethylene/butadiene-styrene block copolymer with the addition of
purified mineral oil. Another manufacturer also lists this material as the base material.18

Silicone
Silicone is composed of a two-part mixture that is mixed
together in varying ratios depending on the type. Silicone
products can be separated into two types: condensation, or
tin cured; and addition, or platinum cured. Platinum-cured
silicones are generally used for medical purposes because of
the low risk of skin reaction. Tin-cured silicones are also used
in liner manufacturing, but may have a higher skin reaction.
Since silicone liners are produced using a catalyst and a resin,
once set, there is no modifying the shape. Silicone liners have
excellent memory and usually have a durometer ranging from
the low-30s to mid-40s, but can go to the high-40s to low-50s
on the Shore 00 scale. These liners can require less material
thickness to absorb the forces in a prosthetic socket.

Urethane
Urethane, similar to silicone but with different flow characteristics, is also a two-part mixture, and once set produces a liner
that has good memory. Urethane liners can vary in durometer
from the mid-30s to the low-50s on the Shore 00 scale. As
with silicone liners, a urethane liner would require less material thickness to absorb the forces in a prosthetic socket.

Selection of Elastomeric Liners
When evaluating a liner, three component issues need to be
addressed: 1) will the liner supply enough comfort for the patient; 2) will it maintain its shape and thickness; and finally,
3) can it support the limb and tolerate the pressures created
during the gait cycle?
A review was made of 1,200 transtibial casts.19 It was found
that the average residual limb was 5.5 inches long, 12 inches
in circumference at the mid-patella tendon, and 9 inches in
circumference 1 inch up from the distal end. Using a standard
formula, we can calculate that the average transtibial residuum
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has 52 square inches of surface area. If we were to believe
that a total surface weight-bearing socket controlled the forces
equally over the entire surface below the mid-patella tendon,
then an amputee weighing 175 pounds would produce a force
of approximately 3.36 pounds per square inch during static
conditions.
According to the study by Beil reported in 2002,5 pressures
inside the socket are not even. Higher pressures were measured
in the distal portion of the socket. These pressure values range
from 6 pounds per square inch to a maximum value of 17.2
pounds per square inch during initial contact during the stance
phase of normal ambulation.
If we examine the information supplied in a study by Covey,20
silicone, urethane, and TPE were all subjected to a force of 550
newtons or 124 pounds of force over a 1-inch diameter fixture
or 0.785 square inch. This would equal out to 158 pounds per
square inch, which is much larger than the forces found above
during normal ambulation. The force used for testing in Covey’s
study is more similar to high-activity sports, which show forces
eight times that of normal ambulation.
Using the normal gait forces, silicone and urethane show
a similar reduction in thickness, and TPE shows slightly more
material displacement. This can be explained by the difference
in durometers of the materials. The most appropriate material
for use in any socket would be the one that absorbs forces with
minimal loss of thickness. Only when the forces are taken to an
extreme as in Covey’s study do they show a variance of loading
rate.
Using the average transtibial residuum that was calculated
above, one could then calculate that a decrease of 1mm of liner
wall thickness is equal to an increase of 3 percent volume of
the socket. Use of the vacuum-assisted, total-surface, weightbearing socket changes the positive and negative pressures
exerted on the residual limb during ambulation. Pressure
impulse and peak positive pressures are reduced during the
stance phase, while the magnitude of the impulse, average, and
peak negative pressures are increased during the swing phase.
To eliminate the possibility of failure with a vacuum-assisted
socket system (VASS), a material with little deformation during
ambulation and excellent memory are essential for a proper fit.

Volume, VASS, and Limb Health
Previous studies on the vacuum-assisted socket focused on
residual-limb volume measurements and interface pressures. It
was shown that a 3.7 percent gain in residual-limb volume after
a 30-minute walk in a total-surface-bearing suction socket with
a vacuum (-78kPa) applied.3 In contrast, the same socket with
only a check valve showed an average of 6.5 percent residuallimb volume loss after a 30-minute walk. In addition, pistoning
of the residual limb in the socket was reduced in the vacuumassisted version. Further, Beil et al. showed significantly lower
positive pressures under the vacuum-assisted condition, resulting in a shift in fluid balance, while Goswami et al. reported that
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under the same condition, the residual limb could accommodate
undersized, neutral, and oversized sockets.4, 5 This would indicate that the volume of the residual limb can be controlled but
does not address the issue of limb health. There is little research
concerning circulation in the residual limb in relation to the
prosthetic socket. There have been cases introduced that imply
that the VASS does indeed improve limb health, but no research
has been completed to substantiate this claim.
An amputee at the University of Texas Health Science
Center was evaluated by obtaining transcutaneous oxygen
tension (TcpO2) measurements before placing him in the VASS
socket, after one month wearing the VASS prosthesis, and then
after two years wearing the VASS prosthesis. The beginning
reading (before fitted with the VASS system) was below
40mmHG, indicating that if a sore did develop on the residual,
it possibly would not heal. After one month, the readings were
above 50mmHG, possibly indicating a healthier residual. After
two years, the reading was 50mmHG, possibly indicating a
maximum condition was reached in the first month of wearing
the VASS. This leads the authors to ask whether using the VASS
improved the oxygen supply to the transcutaneous tissue. This
clinical evaluation only indicates that further studies are needed
to evaluate the VASS and all other sockets to find which would
promote better limb health.

Conclusion
There are numerous factors that affect a comfortable fit for a
prosthesis. Fit, alignment, componentry, suspension system,
and materials are just a few. We should remember, however,
that the amputee is the key factor in making the prosthesis as
functional as its design permits. If the prosthesis is not comfortable, for whatever reason, this will have a negative impact
on the amputee’s quality of life, preferred lifestyle, and overall
well-being.
Further research is required to understand what promotes
better limb health and outcomes. There are numerous socket
designs, but which ones best promote a healthier limb while
providing a functional and comfortable interface is not so
clear. For amputees with diabetes, this matter is especially
important, given their compromised circulation and propensity
for poor wound healing.
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Partial Foot Device for High-Level Ambulators
■
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Abstract

Methods

A prosthosis was designed to maximize function for a young,
healthy Lisfranc amputee. The device included an anterior
shell, free plantarflexion, and dorsiflexion stop with dorsiassist joints. The patient successfully returned to work and
demonstrated improved gait parameters with the prosthosis.
The design presented here is believed to be beneficial for enabling partial-foot amputees to return to an active lifestyle.

The patient’s residual limb and leg were cast in fiberglass
up to the fibular head. Immediately after application, a plastic bag was placed over the distal cast and the patient’s shoe
was donned. The patient stood with full weight bearing while
alignment lines were drawn on the lateral and posterior aspects of the cast. A positive plaster model was created. Minimal modifications were applied to smooth the model and build
up bony prominences. An extension was created to simulate
the shape and length of the sound side foot. Dorsiflexion Assist Tamarack Flexure Joints™ were placed on the cast at the
location of the ankle joint and ¼-inch copolymer was formed
over the model. The plastic was trimmed, plaster removed,
and the anterior ankle slotted to allow for free plantarflexion.
Most of the dorsal portion of the foot section was trimmed,

Background
Although a broad spectrum of solutions exist for partial-foot
amputees, including everything from a simple toe filler to a
laminated clamshell prosthesis, the evidence is not always
clear as to what type of device will best serve an individual
patient’s needs and goals. The recently published State-of-theScience Conference (SSC) on Biomechanics of Partial Foot
Amputation indicated that a partial foot device may not have
a significant impact on gait parameters; however, if it crosses
the ankle, the device may significantly increase anterior translation of the center of pressure (COP).1

Case Study
The patient, a 30-year-old male who
underwent a left Lisfranc partial foot
amputation secondary to trauma while
working in highway construction
(figure 1), demonstrated full range
of motion with normal strength at
the left foot and ankle. The patient
was healthy, motivated, and capable
of full end bearing. His primary goal
was to return to work as a truck driver
responsible for loading, delivering, Figure 1: Lateral view of the
and unloading materials to highway patient’s limb.
construction sites. His job required him to be able to get in
and out of a truck cabin, control the truck’s clutch with the
amputated limb, walk long distances, and manipulate heavy
loads. A custom-fabricated anterior shell prosthosis with free
plantarflexion and dorsiflexion stop and dorsiflexion assist
was designed to assist the patient in achieving his goal. The
authors also quantified the changes in the patient’s gait related
to the prosthosis.
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Figure 2: Lateral view of the
prosthosis.

Figure 4: Lateral view of patient
wearing the prosthosis.

Figure 3: Anterior view of the
prosthosis.

Figure 5: Lateral view of the
patient wearing the prosthosis
and shoe.
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0.7

and a soft foam mold was fabricated to form the
foot and distal end pad (figures 2 and 3). The device
was thinned to minimize distortion of the shoe. A
Velcro® strap and D-ring were added to the proximal portion at mid calf (figure 4). The counter of
the shoe provided sufficient suspension of the calcaneus (figure 5). At the time of fitting, adjustments
were made to the anterior stop to provide for smooth
rollover. Rollover can also be adjusted by thinning
the plastic forefoot.
Gait parameters and COP data were collected
with the patient barefoot and wearing the prosthosis
at a self-selected speed with the GAITRite Portable
Electronic Walkway®2 (MAP/CIR Inc. Havertown,
Pennsylvania).
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Figure 6:The translation of the COP in the line of progression for the barefoot (purple) and prosthosis
(blue) conditions is shown. The elapsed time and forward progression of the COP at the time of
sound-limb initial contact are marked.

Results
mechanics of Partial Foot Amputation SSC conclusion that the
device must cross the ankle to allow significant improvement in
anterior translation of the COP.1
This device seems to be most appropriate for healthy
amputees interested in achieving a high functional level. Other
experiences with this device indicate that it may not be
R Step Length
Velocity
Cadence
L Step Length
appropriate for low-level ambulators who are taking short
(m)
(m/s)
(steps/min)
(m)
steps or for patients with loss of sensation due to diabetes.
Barefoot
1.35
133
0.57
0.65
Prosthosis
1.46
121
0.70
0.75
In other patients, uncomfortable neuromas and bone spurs
have been accommodated; however, not to the degree
Table 1: Gait parameters for the patient walking barefoot and with the prosthosis.
needed to allow a return to normal function. It is hoped
Quantitatively, in barefoot walking, the patient increased that continued improvements in design and materials will
walking velocity, cadence, and bilateral step length with the enable reduction of the size of the prosthosis and the expansion
prosthosis (table 1). The step length symmetry also increased of the population able to benefit from it.
slightly. The prosthosis also allowed the patient to dramatically
increase the anterior translation of the COP (figure 6) before References
sound-side initial contact. The 7.5cm increase in anterior
1. Dillon MP, Fatone S, Hodge MC. Biomechanics of
translation may be responsible for more than half of the 13cm
Ambulation After Partial Foot Amputation: A Systemincrease in sound-side step length.
atic Literature Review. The Biomechanics of Ambulation After Partial 2, Foot Amputation 2007; SSC(8):
Discussion
P2-61.
Subjective and objective results of this case show that the prost2. Webster KE, Wittwer JE, Feller JA. Validity of the
hosis improved this patient’s functional ability. Since the patient
GAITRite Walkway System for the Measurement of
was not fit with other devices, it is not possible to comment on
Averaged and Individual Step Parameters of Gait. Gait
the functional differences between the prosthosis and other de& Posture 2005; 22:4: 317-21.
vices. Data did show that the patient’s walking ability improved
and that there was a substantial increase in anterior translation
of the COP prior to contralateral initial contact relative to the
barefoot condition. These results are in agreement with the BioThe result was a lightweight device that allowed the return to
nearly full function with some distortion of the shoe. The patient successfully returned to work. Qualitatively, the patient
stated, “I don’t realize I have it on.” On most days, he wears
it from 5 a.m. to 10 p.m.
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Veterans Affairs
Prosthetic and Orthotic Laboratories
A unique healthcare environment providing advanced prosthetic and orthotic
appliances to our nation’s veterans.
n Richard H. Nelson, CPO
John Milani, CPO
Figure 1

Introduction
It has been the mission of the Prosthetic and Sensory Aids
Service (PSAS) to provide specialized quality patient care
by furnishing properly prescribed prosthetic equipment, sensory aids, and devices in the most economical and timely
manner in accordance with authorizing laws, regulations,
and policies. PSAS serves as the pharmacy for assistive aids
and as case manager for prosthetic equipment needs of the
A-10 The Academy TODAY ■ February 2008

disabled veteran. PSAS has a national network of prosthetic
and orthotic laboratories that provide a unique system of
healthcare for those veterans who have had an amputation
of the upper or lower extremity, or who have suffered from
paralysis or weakness of a limb (figure 1). To provide these
services and meet the challenges of our current Department
of Veterans Affairs (VA) patients and future combat patients,
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the Veterans Health Administration (VHA) has prosthetists
and orthotists who are dedicated to serving our VA patients
and providing the most current technology and products.
Efforts to ensure that our prosthetic and orthotic laboratories
are functioning at their highest level include accreditation
of labs and certification of staff by nationally recognized
credentialing agencies, as well as residency programs and
continuing education.

Accreditation and Education
The VA actively seeks independent accreditation of its network of orthotic/prosthetic laboratories. At this time, 58 (100
percent) of its O&P labs are accredited by the American Board
for Certification in Orthotics, Prosthetics & Pedorthics (ABC)
or the Board for Orthotist/Prosthetist Certification (BOC).
These labs are authorized to custom fabricate prosthetic and
orthotic appliances for any veterans requiring these devices,
and who choose to have their devices fabricated and fitted by
the VA. The VA also has more than 600 contract providers
nationally, from which patients can elect to have their custom
devices fabricated and fitted.
Additionally, VA orthotic and prosthetic laboratories are
currently staffed by 185 employees. Of these, 132 (72 percent)
are certified as orthotists and/or prosthetists by ABC or BOC.
The VA actively recruits certified practitioners for its facilities.
Seeking to maintain competency, the VA supports and
encourages its certified orthotists/prosthetists staff through
funding of continuing education programs at the national and
regional levels. Most of the certified orthotists/prosthetists have
attended at least one national or regional continuing education
symposium in the past two years. Sizable VA contingents have
been very noticeable at recent American Academy of Orthotists
and Prosthetists (the Academy) annual meetings.
Full-day VA business and clinical education sessions have
preceded each of these Academy programs.
Supplementing these efforts, the VA is in the process of
developing its own education programs to meet the unique
needs of its O&P clinical and technical staff.
Desiring to mentor the development of new O&P clinicians,
the VA is working with the National Commission on Orthotic
and Prosthetic Education (NCOPE) to host O&P residency
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programs in its facilities. Currently, NCOPE accredits
residency programs at 17 VA O&P Labs. The number of VA
NCOPE-accredited facilities will continue to increase in the
coming months.
In partnership with the VA Office of Academic Affiliations,
each VA O&P lab accredited by NCOPE has the opportunity to
recruit and employ as many as two O&P residents per year.
As in the Capabilities summer 2006 publication, the
VHA has developed a polytrauma system of care to meet
the rehabilitation needs of a new generation of veterans
with injuries from current combat operations in Iraq and
Figure 2

February 2008 ■ The Academy TODAY A-11

Editorial

Figure 3

Afghanistan. Blasts are the most common cause of recent
combat injuries. The term polytrauma is now being used
to describe the injuries to multiple body parts and organs
that occur as a result of exposure to blasts. Traumatic brain
injury frequently occurs in polytrauma in combination with
other disabling conditions such as amputation, auditory and
visual impairments, spinal cord injury, post-traumatic stress
disorder, and other medical problems. Due to the severity and
complexity of their injuries, service members and veterans
with polytrauma require an extraordinary level of coordination
and integration of clinical and other support services. As part
of this system of care, our PSAS and prosthetic and orthotic
laboratories are active participants at these Polytrauma
Centers and throughout the VHA system of care to provide
quality services and products to these injured combat patients
and to current patients.

Emerging Technologies
Veterans at VA Medical Centers can expect to benefit from
the latest scientific advances in healthcare and emerging technology available (figure 2). VA healthcare specialists have
access to the latest technologies, and many labs have CAD/
CAM capabilities, which enhance access. These include orthotic stance control knee systems, prosthetic microprocessor
components such as the RHEO KNEE®, Adaptive Knee, the
C-Leg,® and PROPRIO FOOT™. These computer-controlled
hydraulic, pneumatic, and rheomagnetic systems are regulated
by internal feedback. Sensors in the pylon and the knee itself
A-12 The Academy TODAY ■ February 2008

The goal is not only to teach amputees
to walk or use an artificial arm and
hand, but also to integrate body, mind,
and machine.
send information such as toe load, knee angle, and other information to an onboard microprocessor (figure 3). It is the goal to
increase mobility and improve quality of life for a greater range
of amputees than ever before.
No less important than new prosthetic technology is the
overall care an amputee receives during rehabilitation. The
model for that care has changed over the years to improve
services to VA patients. The goal is not only to teach amputees
to walk or use an artificial arm and hand, but also to integrate
body, mind, and machine. Continuing care and long-term
support from VA multidisciplinary teams have shown that
patients often can improve their functioning months or years
after injuries or amputation.
In the past, most VA prosthetic patients were injured or
lost limbs in combat. Today the typical patient is a middleaged male who has suffered an amputation or loss of function
due to disease or cerebral vascular accident. Times change,
however, and the VA is providing orthoses and prostheses to
increasing numbers of women veterans and veterans of the
current conflicts in Iraq and Afghanistan.

The Future of the VA
Looking to meet future needs, the VA established a full-time
position of national clinical manager to oversee the practice
of orthotics and prosthetics at its facilities. John Milani, CPO,
serves as national clinical manager. The national clinical manager is tasked with comprehensive management of the O&P
labs, development of NCOPE O&P residency programs, O&P
facility accreditation, staff certification, continuing professional
education and development, and professional and work environment standards. Milani formed and chairs the O&P Lab
Workgroup. This workgroup is made up of certified orthotists
and prosthetists from VA O&P labs around the country serving
in an advisory capacity for the development of quality improvement and strategic plans for the VA O&P laboratories.
Current strategic planning envisions VA O&P labs
as setting the standard for the practice of orthotics and
prosthetics. The VA expects to be one of the largest affiliations
for O&P residencies in the United States. Through increased
funding of continuing education, state of the art facilities,
and opportunities for research, the VA hopes to encourage
progressive O&P clinicians to select careers in its facilities.
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Grant Update

The Academy Advances the O&P Profession with
Assistance from its U.S. Department of Education Grant
At the 2008 Academy Annual Meeting, February 27 to March 1, 2008, in Orlando, Florida, attendees will enjoy programming that is helping to improve the quality of patient care, advance O&P research, and ensure that consumers will have
access to sufficient, well-qualified professionals to meet the growing demand for O&P services.
AWARENESS
High School Awareness Program
Friday, February 29: 9–11:30 a.m.
The Academy is working to increase awareness of and interest
in O&P careers by reaching out to high school students in the
Orlando area. Students will be invited to an interactive session
on O&P technology and careers and will then be paired with
current students from O&P education programs for a guided
tour of the Exhibit Hall.

You can show your support of the Academy’s outreach
efforts by stopping by the Academy’s bookstore to add your
name to our career website (www.opcareers.org) as a point of
contact for those interested in entering the profession.
If you haven’t visited our career site recently, be sure to
explore the “Career Information” section and look at the latest
career materials that can assist you with outreach in your local
area. Our video and public service announcements (PSAs) are
great resources to share with the media, while the handouts
are excellent for teachers, counselors, students, and parents.

STATE-OF-THE-SCIENCE CONFERENCE
Evidence Reports: Findings from the SSC on Biomechanics of Ambulation after Partial Foot Amputation (IC4)
Saturday, March 1: 7–8:30 a.m.
State-of-the-Science Conferences (SSC) are developed around
an “Evidence Report”—a systematic review of the literature on
a particular topic. This session will discuss how an Evidence
Report is created and how the best-available evidence is collected, summarized, and interpreted by the Evidence Report
authors. The Evidence Report from the recent Academy SSC,

“Biomechanics of Ambulation after Partial Foot Amputation:
A Systematic Literature Review” will be used to illustrate the
development methodology and the formulation of key questions addressed through these conferences.
With funding from the Department of Education grant,
the Academy has created eight online professional continuing
education courses based on the findings from each SSC. They
are available to O&P professionals and the entire healthcare
field at the Paul E. Leimkuehler Online Learning Center
(www.oandp.org/olc).

MASTER AGENDA
Evidence-Based Practice: Justifying Patient Care
Saturday, March 1: Noon–4 p.m.
To thrive in today’s “pay-for-performance” reimbursement
environment, the vast majority of practitioners must be wellinformed consumers of scientific research. Participate in
this in-depth session to learn what evidence-based practice
really is and how it can affect your practice.
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Evidence-based practice is not just for academicians,
statisticians, or researchers. It is not about learning to do
research, but rather it is about learning to use research in
clinical practice. This program will help clinicians to be better
informed consumers of the literature in our field. This program
will teach O&P professionals to objectively critique peerreviewed articles and to identify strengths and weaknesses of
research and evidence presented.
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