current

Pedor thics
T he Offic i a l P u b l i c a t i o n o f t h e P e d ort hi c Foot care A ssoci at i on

Treatment and
Pathologies Issue
Pregnancy & Pedorthics: What you need
to know as a practitioner (page 22)
Evolving Concepts of Phantom Limb
Pain: A Pedorthist’s Guide (page 24)
... and more

Vol. 46, Issue 3

|

May/June 2014

|

www.pedorthics.org

Each year, more individuals choose
ABC for pedorthic certification than
any other credentialing body. With
ABC’s unprecedented commitment
to education, training and high
standards, it’s not hard to see why.

To find out how you can
become ABC certified, call
703-836-7114 or visit us
at abcop.org

the healthy
choice
™

www.aetrex.com

t h e h e a l t h i e s t s hoes you’ll ev er w ea r ®

current

Pedorthics

Executive Committee
President Jay Zaffater, C. Ped.
Vice President Rob Sobel, C. Ped
Treasurer Dean Mason, MA, OST, C. Ped., CO, L. Ped., LO
Secretary Chris Costantini, C. Ped.
Directors Matt D. Almeida, C.Ped. CPA, BOCO, BOC Pedorthist; Kevin Jaeger, C. Ped., L. Ped.;
Jeremy A. Long, BOC Pedorthist; Benjamin Nebroski, C. Ped.; Casper Ozinga, BA, C. Ped., C.Ped (AU);
Althea Powell, C.Ped. L. Ped, OST; Rachel Eisenfeld, C. Ped. COF; and David Sparks, C. Ped.
Vendor/Manufacturer Liaison Andrew B. Simonds
Medical Advisor James B. McGuire, DPM, C.Ped., PT

Editorial Staff
Volunteer Executive Editor Rob Sobel, C. Ped.
Editor Margaret Hren
Art Director Teresa Gutsick
Design/Production Derek Heilmann
printer HBP

Advertising & Sales Staff
Current Pedorthics Tracey Aaron, Arlington Publishing
Membership Brian K. Lagana

Headquarters Staff
Executive Director Brian K. Lagana
Membership Services Brian K. Lagana
continuing Education Brian K. Lagana
Meetings and Conventions Manager Rebecca Fazarri, CMP
Marketing and Communications Manager Margaret Hren
Advertising Sales and Fulfillment Management Tracey Aaron
Exhibit and Sponsorship Sales Manager Andre Cholewinski, CPM
Government Relations Director William H. Applegate, Bryan Cave, LLC
Legal Counsel Allan J. Weiner, Kelley Drye & Warren, LLP

Publications Committee
Chair Rob Sobel, C.Ped.
Members Tamara A. Daulton, C.Ped.; Dean Mason, C.Ped., MA, OST, CO, L. Ped., LO;
Ben Nebroski, C. Ped.; Jay Zafatter, C.Ped.; BOC Pedorthist; Rachel Eisenfeld, C. Ped. COF;
Kevin Jaeger, C. Ped., L. Ped.; Von Homer, BOC Pedorthist; Sarah Henry-Jones, B.A., C. Ped.,
Tara Evans Mina, C. Ped., L. Ped.
Current Pedorthics (ISSN 1552-8111) is published bimonthly by the Pedorthic Footcare Association (PFA),
8400 Westpark Dr., 2nd Floor, McLean, VA 22102. Telephone: (703) 610-9035 Fax: (703) 995-4456,
Website: www.pedorthics.org, Email: info@pedorthics.org. Copyright© 2014, PFA. All rights reserved. No part
of this publication may be reproduced in any manner without written permission. Letters to the Editor and
other unsolicited material are assumed intended for publication and are subject to editing.
Articles in Current Pedorthics do not necessarily reflect the opinion of PFA, its board of directors or its
employees. Authors are responsible for the validity of their content and credentials. Current Pedorthics’ use of
trademarked names is done in an editorial fashion intended to benefit the trademark owner, with no intention of
trademark infringement.
The annual subscription fee is included in PFA members’ dues. Subscriptions are available for $80 per
year in the United States ($110 outside U.S.). Back copies, if available, may be purchased for $12 U.S.
If you have any questions regarding display advertising or classified ads, please contact Tracey Aaron at
(815) 356-8344 or email taaron@arlpub.com. Please send all product and industry-related
press releases to editorial@pedorthics.org.

2

Pedorthic Footcare Association www.pedorthics.org

WHAT’S NEW from
Acor’s closed-cell EVA
foam is now available
in Light Blue
and Silver

A new lowdensity EVA that
delivers unsurpassed
performance.
Think of it as an even higher
grade Microcel Puff.

Plastazote® LD45
Now available in seven colors!

This EVA/cork blend
that is ideal for base
layers in foot orthotics
and posting, now
available in black!

This EVA foam is now available in even more colors!

Check out our NEW 2014
MATERIALS and CUSTOMIZABLE
PRODUCTS catalog, featuring all
the new products on this page as
well as many others.
8½“ x 11”, 48 pages

Call ACOR to reserve your physical copy
or go to www.acor.com and download
a digital version.

www.acor.com
orderentry@acor.com

Scan this barcode with your
smartphone QR reader

800-237-2267

or visit:
www.acor.com/downloads.php
to download our latest catalogs

Look for us:

You

Tube

Request the #1 Spring Plate
for Partial Foot Prostheses
Riecken’s Spring Plates are designed
to fit the foot contour. They fit well: no
rocking on the shank and no pumping
or popping at the heel or ball.

Riecken’s Spring Plates have a 3/4” heel
raise, 3/8” toe spring, and are shaped
to fit the last bottom crown not flat like
other plates.

Walking is natural and comfortable.
The energy from toe off is returned to
the swing phase of gait.

Riecken’s Spring Plates fit most depthstyle footwear well.

Strong Like Steel

1MM
Thin!

Riecken’s carbon-fiber spring plates store energy at toe off and
return it into the swing phase of gait for a more natural walk.
These plates are designed to fit depth-style footwear and are
contoured to fit at the heel and toe. Additionally, Riecken’s
spring plate can be used for turf toe.
Available in thirteen sizes: womens 5-10 and mens 7-13.

View Riecken’s Ecatalog of PQ® Gel Foot-Care Products at
www.FootComfortWorld.net

insoles | pads | lifts | wedges | lab supplies

Call (800) 331-8040, ext 100, to get started with the Riecken’s line of PQ Gel Foot-Care Products.
Riecken’s, Inc.
(812)476-8006 • ricknorlab@aol.com
5115 Oak Grove Road, Evansville, IN 47715
PQ Gel Foot-Comfort Products are also available from Cascade, G&W Heel Lifts, PEL, P.W. Minor, R&B Medical, Ruby Leather, Verne Bintz and Warwick Enterprises.
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By William Smith, M.S.P.T., C. Ped.
How is wellness measured? How is wellness achieved? This
is often the ultimate goal of our patients regardless of our field
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different things to different patients.
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By Dr. Robert G. Smith, DPM, MSC, RPH, C. Ped.
It is likely that post-amputation pain or phantom limb pain
has plagued humans for countless millennia. However, our
understanding of post-amputation pain has significantly evolved
over the centuries, with the full impact beginning to unravel only
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Why Should We Support
U.S. Credentialed
Pedorthists in Canada?
Recently, PFA announced the establishment of the Pedorthic Footcare Association
(Canadian Chapter). Headquartered in Bedford, Nova Scotia, PFA’s Canadian
Chapter in general upholds, monitors and supports the competent and ethical practice
of its credential-verified members. The chapter’s goals will be to protect their right to
practice and hold its members accountable to the public. The chapter was organized
according to PFA’s 2006 guidelines for the establishment of individual chapters. All
costs associated with establishing the chapter was borne by the founding members,
and the chapter is self-supported by a separate dues structure.
By way of background, an enthusiastic and dedicated group of PFA members
practicing in Canada, but holding pedorthic credentials from U.S. credentialing
organizations (either the American Board for Certification in Orthotics, Prosthetics
& Pedorthics – ABC – and/or the Board of Certification/Accreditation - BOC),
approached PFA’s volunteer leadership last year seeking a way to enhance the visibility
and legitimacy of credentialed pedorthists with insurance companies. At the request
of Canadian insurance companies, Canadian practicing PFA members established
this chapter. To maintain the integrity of their insurance provider status, Canadian
insurance companies requested they be part of an association located in Canada to
verify credentials and hold members accountable. Even though pedorthics is an
unregulated profession in Canada, insurance companies wanted to have these U.S.
credentialed pedorthists represented on Canadian soil. Without this, their right to
practice, businesses and livelihoods were in jeopardy.
PFA’s position relative to the U.S. credential holders is that they are qualified to
practice pedorthics – the management and treatment of conditions of the foot,
ankle, and lower extremities requiring fitting, fabricating, and adjusting of pedorthic
devices - as allowed by either the ABC or BOC scopes of practice. PFA is not drawing
equivalence between the U.S. and Canadian pedorthic credentials because of the
current difference in the pedorthic pre-certification educational standards between
the U.S. and Canada. However, the PFA recognizes that the professional experiences
of these U.S. credentialed holders are qualified to perform the scope of practice
developed by the ABC or BOC.
Without a doubt, the Pedorthic Association of Canada (PAC) and the College of
Pedorthics of Canada (CPC) have done an outstanding job of enhancing pedorthic
education and protecting and advancing the pedorthic credential amongst private
insurance companies, government ministries and other healthcare professions.
PFA’s establishing a Canadian chapter should in no way be viewed as an attempt to
diminish those standards of excellence, or compete for members. Rather, it should
be viewed as PFA fulfilling its mission of promoting the credentialed pedorthists’ right
to practice. Insurance companies in Canada want to ensure standards of care are
upheld. This new PFA chapter will advocate on behalf of its members practicing in
Canada to help ensure Canadians receive care from trained and qualified professionals

ABOUT PFA
The Pedorthic Footcare Association
(PFA), founded in 1958, is the not-forprofit professional association which
represents the interests of the certified
and/or licensed pedorthist and
supports the pedorthic profession at
large.
Through PFA’s efforts, pedorthics – the
management and treatment of
conditions of the foot, ankle, and lower
extremities requiring fitting, fabricating,
and adjusting of pedorthic devices – is
a well-established allied health
profession which makes an invaluable
contribution to public health.

MISSION
PFA’s mission is to enhance the
effectiveness and efficiency of
credentialed providers of lower
extremity pedorthic modalities through
education; increase the demand for
services through marketing; and
promote the right to practice through
government affairs activities.
Pedorthic Footcare Association
8400 Westpark Drive
2nd Floor
McLean, VA 22102
phone (703) 610-9035
fax (703) 995-4456
email info@pedorthics.org
website www.pedorthics.org
facebook Pedorthic Footcare Association
twitter @pfapedorthics
linkedIn Pedorthic Footcare Association

o & p social Pedorthic Footcare
Association

Scan the QR code with a smartphone
to learn more about PFA.
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as determined by standards established by ABC and BOC.

roots level, but with no real success to date.

PFA developed its chapter guidelines some eight years ago
to address these types of regional situations, where an activist
and driven group of members needed to coalesce to address
an issue such as reimbursement, licensure, etc., at the local
level. While PFA believes needs exist in certain key states
for the creation of state chapters, mainly to address licensure
issues, restrictions on the pedorthists’ scopes of practice, and the
encroachment of unqualified individuals into the domain of the
credentialed pedorthist, the interest amongst the membership
has been lacking. PFA has proactively approached individuals
in key states to determine an interest in forming a state chapter
to strengthen the voice and visibility of pedorthists at the grass

Former Speaker of the House Thomas “Tip” O’Neil’s famous
line “all politics is local” rings true as the success of many
awareness initiatives hinges on the active, enthusiastic and local
(grass roots) involvement of a membership. PFA is here to
represent the interests of the pedorthic profession in the U.S. at
the federal level, and to facilitate member self-representation
and awareness building at the local and international levels.
PFA makes available the tools necessary to enhance awareness
and advance pedorthics – it is just looking for some interested
takers. Without a doubt, the members of PFA’s Canadian
Chapter are focusing their efforts which will build awareness
for this group of practitioners in Canada.

Are You Looking To Earn CEU/CEP Credits to Help Keep
Your Professional Certification Current?
Then Consider Writing an Article for Current Pedorthics!
Did you know pedorthic and health care practitioners, who submit an article
or research abstract/research paper, are eligible to earn one or more CEU/
CEP Credits towards keeping their professional certification current when
accepted and published in our magazine?
The Pedorthic Footcare Association (PFA) offers our members and other
affiliated health care professionals an additional way to earn their mandatory
Continuing Education Units/Continuing Education Points. After successful
publication of your submitted article or abstract/research paper, our staff
or you can report your publication to many of the numerous professional
health associations and certification/accreditation organizations that recognize
publication as a means to earn your certification credits.*
For more details, contact Margaret Hren, Editor of Current Pedorthics
magazine at (703) 610-0243 or by email at margaret@pedorthics.org for
additional upcoming special interest topics, guidelines and other ideas you
may want to discuss as topic ideas beneficial to health care, patient care and
all areas of interest in the pedorthics practice and other associated industries.
*Credit value is determined by the certification/accreditation organization, not PFA.
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WALK. MOVE. LIVE.™

For more information contact Rob Seehusen at
1 888 882 7954 // info@vionicshoes.com
VionicShoes.com

©2014 Vionic Group LLC

NATURAL RELIEF
Orthaheel Technology helps reduce
over-pronation, which can relieve
associated common pains.
Andrew Weil, M.D., donates all of his after-tax profits from royalties from sales of Vionic®
with Orthaheel® Technology products directly to the Weil Foundation, a not-for-profit
organization dedicated to supporting integrative medicine through training, education
and research. For more information, visit www.weilfoundation.org.
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Spring Showers Bring Pedorthists More
Legislative and Regulatory Changes
Spring has brought a number of legislative and regulatory changes
that pedorthists need to be aware of. Additional detail on these
notices and many more can be found on PFA’s website under the
Information for DMEPOS Suppliers section (a member username
and password is required for access to this members-only section of
the website).

ICD-10 Transition Delayed Again
Congress passed legislation that delays Medicare reimbursement cuts
to physicians. The President signed the bill before the expiration of
the existing three month extension to the Sustainable Growth Rate
(SGR). The 24% cut in reimbursement to physicians would have
gone into effect April 1. The legislation (H.R. 4302) also extended
the ICD-9 to ICD-10 transition by one year to October 1, 2015.
PFA will be providing pedorthists with the opportunity to register
for a two-part webinar, to be held in January, 2015, that will provide
you with the knowledge and tools needed to make the transfer from
ICD-9 to ICD-10 easier. Additional information will be available
later this year.
Mandatory Payment Reduction of 2% Continues through March
31, 2015, for the Medicare FFS Program – “Sequestration”
For the Medicare Fee-for-Service (FFS) program, claims with datesof-service or dates-of-discharge on or after April 1, 2013, will continue
to incur a 2 percent reduction in Medicare payment through
March 31, 2015. Claims for durable medical equipment (DME),
prosthetics, orthotics, and supplies, including claims under the DME
Competitive Bidding Program, will continue to be reduced by 2
percent based upon whether the date-of-service, or the start date for
rental equipment or multi-day supplies, is on or after April 1, 2013.
The claims payment adjustment will continue to be applied to all
claims after determining coinsurance, any applicable deductible,
and any applicable Medicare Secondary Payment adjustments.
Though beneficiary payments for deductibles and coinsurance are
not subject to the 2 percent payment reduction, Medicare’s payment
to beneficiaries for unassigned claims is subject to the 2 percent
reduction. CMS encourages Medicare physicians, practitioners,
and suppliers who bill claims on an unassigned basis to continue
discussions with beneficiaries the impact of sequestration on
Medicare’s reimbursement. Questions about reimbursement should
be directed to your Medicare Administrative Contractor.
A Reminder That The New CMS-1500 Claim Form Must be
Submitted From April 1, 2014
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The CMS-1500 claim form has been updated for ICD-10. Form
Version 02/12 will replace the CMS-1500 claim form, 08/05,
effective for claims received on and after April 1, 2014. On and
after April 1, 2014, Medicare will no longer accept claims on the old
CMS 1500 claim form, version 08/05.
The grace period for suppliers to transition to the new form expired
on April 1, 2014. Suppliers should ensure that claims submitted
on the "old” 08/05 claim form mailed or sent via a courier service
reach their jurisdictional DME MAC by March 31, 2014. Claims
on the "old” claim form received on/after April 1, 2014 will not be
processed. Suppliers will receive a letter stating that the incorrect
form was submitted and that they will need to submit the claims on
the current, 02/12 version of the paper claim form.

Therapeutic Shoes Documentation Reminder
The Centers for Medicare & Medicaid Services (CMS) Supplier
Standards (42 CFR 424.57) require that suppliers of therapeutic
shoes for persons with diabetes are required to perform an in-person
visit with the beneficiary for the purpose of determining fit. Recently
questions have arisen about the documentation of this in-person visit.
Claim denials by medical review staff have resulted from failure
of the supplier to document the fitting of the shoes. In many cases,
these claims have an attestation from the beneficiary about the
quality of the shoe and/or insert fit; however, there is no objective
assessment from the supplier of the shoes regarding fit. This objective
assessment by the supplier is a critical component of the delivery
process.
Medicare and the DME MACs view the supplier of the shoe as
a skilled professional with training in the proper assessment of
fit and the relationship of the shoe and/or insert to correction of
the underlying foot condition. Reliance solely on a beneficiary's
statement about fit and comfort as documentation that the supplier
performed an in-person fitting and assessment is inappropriate and
will result in claim denials.
Subjective statements from the beneficiary are only one component
of fit assessment; the supplier must make an independent, objective
assessment of the fit as well. Both components must be documented
to meet the Medicare policy requirements. A documentation
checklist is available for download from PFA’s website at www.
pedorthics.org.

Healthier, happier feet start
with the most comfortable shoes.
More providers choose Dr. Comfort than any other brand–because
more patients prefer our shoes. Dr. Comfort shoes come in a
variety of beautiful styles–all offering the most comfortable
fit for your patients’ feet and the most comfortable fit
for their lifestyle. Best of all, we ensure shoes are
in stock when you order them and we stand
behind all our products with our exclusive
6-month 100% Satisfaction Guarantee.
Isn’t it time you discovered
the service behind Dr.
Comfort shoes?

American Podiatric
Medical Association
Seal of Acceptance

If you’d like to learn more about
becoming an approved Dr. Comfort
provider, please call us today.

www.drcomfort.com | 800.992.3580
visit stopdiabetes.com to learn more
Dr. Comfort® is proud to support the
Stop Diabetes® movement.

© 2013 Dr. Comfort All Rights Reserved
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featured contributors

in this issue of current pedorthics

Dean Mason, MA, OST, C. Ped., CO, L. Ped., LO

Dean owns North Shore Pedorthics, LLC in Lorain Ohio, and is a member of PFA’s Board of
Directors as Treasurer, co-chair of PFA’s Government Affairs Committee and a member of the
Publications Committee.

Tara Evans Mina, C.Ped., L.Ped.

Tara Evans Mina is a Certified Pedorthist and co-founder of Comfort Shoes by SpringsMed
of Bonita Springs, Fl. She has been in the foot care industry for over a decade. Her clinical
experience has specifically concentrated on the prevention and healing of diabetic wounds.
She is a liaison between her patients, physicians and products. Tara is also a Licensed Nail
Technician & Certified Yoga Instructor with special interest in alignment and foot health.

Margaret Hren, Editor & Staff Contributor, Current Pedorthics

Margaret Hren has worked extensively in the nonprofit and for-profit industry marketing and
developing branding, membership and fundraising programs for numerous organizations and
associations in the U.S. and abroad. With her expertise in marketing, editing and writing, she
has been published on various topics both in traditional publishing sources and online, as well as
conducted onsite workshops on how to market your business and other business and personal topics
of interest.

Graham Archer, BSc. (Kin), C. Ped (C)

Graham is the chief developer at Kiwi Software Solutions and has been certified as a pedorthist
since 2002. He is a VP of a multi location pedorthic, sports medicine and footwear clinic and
retailer in Vancouver, BC and has taken this facility to run fully paperless since 2009.

William Smith, M.S.P.T, C. Ped.

William has been a New York State licensed physical therapist and Certified Pedorthist for over
twelve years. He has practiced in outpatient orthopedics, sports medicine, geriatrics and home
heath care throughout his career.

Robert G. Smith, DMP, MSC, RPH, C. Ped.

Dr. Smith is a Clinical Assistant Professor of Podiatric Medicine and Surgery at Western University
of Health Science/College of Podiatric Medicine.
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PFANEWS

News and Happenings from the Pedorthic Footcare Association

PFA Announces the Launch
of the Pedorthic Footcare
Association (Canadian Chapter)

in Canada. We are proud to advocate our right to practice backed
by the support, experience and ethical standards of an organization
that has been serving the pedorthic industry since 1958."
All certified pedorthists who want to join the chapter must possess
a pedorthic credential from ABC, BOC or the CPC, which will be
verified by the chapter before membership is approved. Members
are held accountable to the organization's Code of Conduct /
Professional Responsibility.
For more information on PFA's Canadian Chapter, visit the
organization's website at http://www.pedorthicscanada.ca/

CANADIAN CHAPTER
The Pedorthic Footcare Association (PFA) is pleased to announce
the establishment of the Pedorthic Footcare Association
(Canadian Chapter). Headquartered in Bedford, Nova Scotia,
PFA's Canadian Chapter is a self-regulatory body which upholds,
monitors and supports the competent and ethical practice of its
credentialed members (C. Ped., BOC Pedorthist, and C. Ped.
(C)). Supporting the Canadian pedorthic profession at large and
improving the foot health of Canadians are the chapter's primary
goals. The chapter was organized according to PFA's 2006
guidelines for the establishment of individual chapters.
"PFA's leadership is pleased to be involved in the development
of the organization's first chapter, an international one at that.
Members of this Chapter are active in contributing to the ongoing
professional advancement of the pedorthic profession in Canada
through annual educational symposiums, bimonthly professional
publications and providing online and other educational
opportunities. This affiliation formalizes and strengthens our
existing relationship with certified pedorthists practicing in
Canada," said Jay Zaffater, C. Ped., PFA's President.
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Upcoming CP Magazine
Reader’s Survey Offers YOU
the Chance to Win a $100
Visa Gift Card!
TM

Current Pedorthics needs your feedback! Take the time this Spring
and participate in our upcoming Readers Survey and your name
will be entered into a drawing for a $100 Visa Gift Card! All it will
take is less than five minutes of your time.
Watch your email inbox on June 1, 2014, when we send out a
survey link to all of our members and readers of our magazine. Just
click on the link, complete the survey questions and upon receipt
of your answers, we will enter your name in our random drawing
of all survey participants for a $100 VisaTM Gift Card. The winner
will be announced in our July/August Issue of Current Pedorthics
Magazine.

Insurance companies in Canada want to ensure standards of
care are upheld. This new PFA chapter will advocate on behalf
of all certified pedorthists practicing in Canada to help ensure
Canadians receive care from trained, qualified professionals.

Your comments and ideas are important to us, and offer us a
valuable tool to provide our magazine with the content you need
and want to enhance your knowledge and practice of pedorthics
and the pedorthic industry.

Lya Brown (BOC Pedorthist), first President of the Pedorthic
Footcare Association (Canadian Chapter), noted "In an
increasingly competitive health care market having a self-regulated
Canadian PFA Chapter provides a voice to all Certified Pedorthists

So mark your calendar, and share five minutes of you time. Watch
for our email and fill out the survey in the time allotted, and you
will be entered for your chance to win our $100 VisaTM Gift Card
as our thank you for your time and assistance.

Pedorthic Footcare Association www.pedorthics.org
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Off the shelf
Clinical Biomechanics of the Lower Extremities

Written By Ronald L. Valmassy, DPM, MD
© 1996 by Mosby, Inc./Published by Mosby-An Affiliate of Elsevier’s, Philadelphia, PA
Reviewed By: Kevin Jaeger, C. Ped., L. Ped.
Our featured book, Clinical Biomechanics
of the Lower Extremities, is perhaps the
most comprehensive book available on
biomechanics and the lower extremities.
The scope of materials this publication
presents goes way beyond the standard
pedorthic training materials we are familiar
with. While reading this book, it will not
only help you as a practitioner improve your
knowledge on the subject which is an integral part of pedorthics,
but it will assist in helping you gain more clinical information for
understanding your patient’s unspoken needs. Dr. Valmassy has
enlisted a team of contributors that includes a who’s who list in
biomechanical researchers; including Richard L Blake DPM, Eric
Fuller DPM, and Kevin A Kirby DPM.
The book covers the gait cycle in incredible detail, and one of my
favorite discoveries I really enjoyed reading was chapter four which
focused on 'the spine, an integral part of the lower extremity.' The
topic of the spine is an area not discussed regularly with pedorthic
treatments, but being able to understand postural imbalances and
their compensations on gait will help make you a much more

valuable pedorthist. Also, since foot orthoses do help many people
with lower back pain, understanding how the spine can affect the
gait cycle and the feet is important when helping these patients.
In addition, this book gives great detail about pediatric
biomechanics and pathologies. Connecting with pediatricians is a
great example offered on how I can increase referrals in my own
practice, and studying the material in this book has given me the
knowledge and confidence to pursue this great opportunity more
aggressively.
In addition, adult gait abnormalities are discussed in great detail
along with orthosis design and footwear modifications. Do not
let the book’s 500 pages scare you away. The material covered is
straightforward and concise. The only negative I found about this
book is the book does not cover new trends in footwear and orthosis
design, with no updating since its 1996 publication. However, there
is such a wealth of relevant information that every pedorthist should
have this book in their professional library and refer to it regularly.
I highly recommend that you pick up a copy today if you don’t
already have it in PFA’s Bookstore online.

ADDITIONAL SAVINGS ON OUR FEATURED
REFERENCE BOOK CURRENTLY REVIEWED
IN ‘OFF THE SHELF’
Take Advantage NOW! Receive an additional discount on Clinical Biomechanics in the
Lower Extremities reviewed in this issue of “Off The Shelf!”

Original Member Price:

$75.00

Sale Member Price: $63.75

Original Non-Member Price: $100.00 Sale Non-Member Price:

$85.00

While Supplies Last! All standard shipping charges apply. Visit the PFA Bookstore at www.pedorthics.org to
place your order online today!

HURRY! Sale Ends July 15, 2014!
16
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Vendor Spotlight
In this edition of the ‘Vendor Spotlight,’ Current Pedorthics Magazine talks with a long time friend and supporter of PFA, who has served as
both a teacher and adviser to many of our members practicing in the pedorthic industry today.
By Rob Sobel, C. Ped.
Blasé Knabl holds a
special place in my
evolution as a pedorthic
practitioner. Blasé
actually is the person
who introduced me to
pedorthics and encouraged me to become a C. Ped. At the time
we met, I was working as a paramedic and had a custom leather
business on the side. It was a twist of fate that I purchased my
equipment from Blasé and we connected.
During our conversation, he enlightened me on the facts that I
could blend both my medical knowledge and materials knowledge
together and become a pedorthist. Like most people I had never
heard of this profession and jump ahead ten years to today, I am
a pedorthist with my own business. Blasé and his company Shoe
Systems Plus are not only still an immense resource in a multitude
of ways, but our relationship has developed into a solid personal
and business one as well.
CP: How long have you been with the company and what is your
title?
BK: In 1987 my wife Toni (Vice President) and I (President)
started the company from a garage.
CP: What services does Shoe Systems Plus provide?
BK: Everything that pertains to pedorthics, O&P, custom shoe
making, and shoe repair equipment. We provide technical help
for diagnosing and replacing worn or damaged machine parts. We
offer the Supreme line (Supreme is a trade mark of Shoe Systems
Plus) as well as a variety of rebuilt machinery that can be viewed
on our website www.shoesystemsplus.com.
CP: What areas do you ship/deliver to?
BK: We can ship anywhere in the world, but most of our business
is within the USA. We also sell through distributors such as SPS,
Pell, Cascade, JMS Plastics, Euro International, and several others.
CP: What are your most popular products for pedorthists, and
what products should pedorthists look into that you feel are
underutilized?

CP: Is there one thing (or top three things) every pedorthist should
know about their equipment?
BK: They should know how to clean and maintain their
machinery. When buying used machinery, they should know
if parts are available. Saving money can be short lived if your
machinery is un-repairable for lack of parts (switches, motors,
dustbags, etc.). And most importantly they should know who to call
when they have problems.
CP: Is there anything new or exciting going on right now for Shoe
Systems Plus?
BK: Yes, we just got done renting some machinery for the movie
set of the new Adam Sandler film coming out this fall “The
Cobbler” also starring Dustin Hoffman. We are also adding several
new lines of machinery to enhance the Supreme line, and check
out the outfitting of the Leather Spa facility (18,000 square foot
state of the art shoe repair facility) http://www.youtube.com/
watch?v=FACLOAVDR4s
CP: I know you are a supporter of the annual PFA symposium; do
you have any recommendations for future sites?
BK: Smaller hotels with banquette halls. Reduce the cost and
improve the vendors time with their customers. Have you ever
been to a Hanger show? They have a stage in the exhibit hall to
gather people. The show is focused around the exhibit hall.
CP: This year the PFA symposium is in Orlando, Florida. What do
you think about that and will we see you there?
BK: Of course you'll see me there, but I might down size unless
there is better attendance. Overall I think Orlando will be a good
show, Florida is a good state for pedorthists.
I hope you enjoyed meeting Blasé Knabl, President of Shoe
Systems Plus. Blasé is definitely the “go to guy” for your machinery
needs. I have personally purchased both rebuilt and new machines
from Blasé and could not be more satisfied. I would highly
recommend getting to know him and his company. As always we
wish Blasé, Toni, and Shoe Systems Plus, many more prosperous
years with the pedorthic community.

BK: We have a great table top heel posting press that saves a lot of
work while assuring less rejects from gaps in the gluing process.
Redoing these rejects is costly. Under utilized products, fume
extraction should be of a higher concern. Fumes from resins, glue
and grinding are a huge health risk that people overlook.
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It is All About the Foot:
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In this third installment of our educational refresher series re-acquainting you
with the basic and advanced anatomy, and physiology of the foot, we will
focus the next part of this series on what ‘connects’ the foot to the body.

CEP

The Foot Bone…is Connected
to the…Connective Tissue
Thus far, we have covered the bones and articulations of the foot, along
with bipedal motion in this series. These are the foundations of what makeups the foot, but this is not enough. We need to ask now, what makes it
come all together? It is time to connect all the previous parts we have
discussed with connective tissues.
The human body is a very complex combination of systems that interact
with each other to form a unified whole. Missing the use of a muscle or
a nerve could easily make one unable to move or walk. Sometimes these
deficits can be overcome or at least managed. It is always optimal that
everything works together properly.
Engineers of suspension bridges and the design of the human foot have
many similarities; taking basic building materials and putting them together
in such a manner as to make them work.
Overcoming obstacles such as gravity, force, motion, stress and terrain are
tasks any engineer or architect must perform to achieve a positive outcome.
Unlike other areas of the body, the foot must accommodate great stresses,
operate on various types of terrain, and ought to be both firm and flexible
when the situation warrants it. It essentially operates in three planes at
once, going up and down, side to side, and in and out simultaneously.
Wow, what a job!
To accomplish all this, some would view this as a veritable ‘LA rush hour’
of perfectly timed maneuvers. With an assortment of muscle, tendon,
ligament, and other associated connections present in the foot, everything
must work together and simultaneously to perform any of the simple acts of
movement that we take for granted in our daily lives, like standing.
Often times our patients complain about a surgeon causing some sort of
problem during surgery. All the business we find in the structure and
make-up of the foot makes one wonder why there are not more problems.
With so many anatomical structures in such tight quarters, it does not allow
a surgeon a large margin of error if he is performing foot surgery.

A Basic Overview of Terms and Basic Structures
A muscle contracts, elongates or remains stationary depending on the
specific time period in the gait cycle. Muscle is what enables movement.
Muscle is controlled by the central nervous system and is a smooth muscle
for the most part. It is also a voluntary muscle, meaning that it is controlled
by the individual as opposed to the heart which beats with or without our
input.

Read This Article,
Take Survey to
Earn Continuing
Education Points
The Pedorthic Footcare Association
(PFA) offers Continuing Education Points
(CEPs), approved by the American Board
for Certification in Orthotics, Prosthetics
& Pedorthics, Inc. (ABC) and the Board
of Certification/Accreditation (BOC), via
specially designated articles within Current
Pedorthics magazine.
To take advantage of the program,
thoroughly read the adjacent article,
“It is All About the Foot (Part 3): Connective
Tissue” and then visit www.pedorthics.
org and click on the Continuing Education
Opportunities tab to purchase the
10-question quiz associated with this article.
CEP quizzes cost $15 for members and $25
for non-members. The quizzes are worth 1.0
Scientific or Business CEP, depending on
the content. Successful completion of the
quiz will result in 1.0 CEP reported directly to
ABC and BOC at the end of each quarter.
Look for additional CEP-eligible articles in
future issues of the magazine; previous
articles are available in the magazine archive
at www.pedorthics.org.
If you have any questions, contact
PFA, at (703) 610-9035 or e-mail
info@pedorthics.org.

Tendons connect muscle to bone and are elastic in nature. Ligaments are
fibrous in nature and are inelastic. When a ligament is stretched beyond its
normal capacity, it does not return to its regular size, it must be surgically
repaired. This leaves the remaining structure, the connective tissues -- the
retinaculae, bursas and hyaline cartilage.
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It is All About the Foot Part 3: Connective Tissue

With an assortment of muscle, tendon, ligament, and other associated
connections present in the foot, everything must work together and
simultaneously to perform any of the simple acts of movement that we
take for granted in our daily lives, like standing.
Retinaculae (pronounced retinacula), is a mild fibrous
structure that holds tendons and muscles in place, much the
same as a wire tie would hold groups of wires from moving
about. Bursas are fluid filled sacs that provide cushion to the
bundles of tendons over stress areas. Bursas are located on
each malleolus and under major bundles of tendons. Hyaline
cartilage encases the end surfaces of bones and are designed to
move against each other for smooth movement in articulations.
These articulations are encased in a joint capsule filled with
synovial fluid.

ramp--moving from a single ligament and fanning out in several
directions. The long plantar ligament ties the calcaneus to
the four lesser digits. The short plantar ligament joins the
calcaneus and cuboid and emanates from the long plantar
ligament. The spring ligament joins the calcaneus to the
navicular. Plantar cuboidionavicular, cunieonavicular and
tarsometatarsal ligaments connect the cuneiforms to the
metatarsals.

Synovial fluid is viscous and lubricates the hyaline areas. In
a person with osteoarthritis, the synovial capsule ruptures,
allowing the fluid to escape. Over time, the now nonlubricated hyaline is subject to friction from movement and
eventual breakdown into what is known as "bone on bone."
One gets a different mental picture after having seen a joint
with "bone on bone" involvement. The bone turns a shade
of grey and is very porous--it looks like it is cinder block, not a
human bone. It looks painful.

Posteriorcalcaneal ligament joins the posterior superior
tuberosity of the talus to the calcaneus. The Spring ligament
joins the navicular to the sustantaculum tali (ST). Medial
talocalcaneal joins the ST to the medial inferior posterior
process of the talus. The Deltoid ligament has four parts:

A myriad of ligaments join the individual bones together in
non-moving articulations. Since ligaments are not elastic, the
structure can be fairly rigid where it needs to be. Ligaments
alone can hold the bones together into a recognizable, but nonfunctional foot.

3. Tibia and navicular.

For purposes of this discussion, we will begin with the tib/fib,
then cover the foot's plantar, then medial then lateral areas.
We start with the calcaneus and move counterclockwise on the
foot. It would be most helpful to consult an anatomy atlas to
visualize these descriptions.

Tib/Fib
The tibia and fibula with the talus form the ankle mortise. The
long bones are held in alignment with interosseus membranes,
which provide support for the rest of the muscles and various
attachments to these bones. Many ligaments hold together
the tib/fib to the calcaneus and talus. On the medial side, the
deltoid ligament joins the tibia to the talus and the calcaneus.
The posterior talofibular ligament joins the tibia to the fibula
and the fibula to the calcaneus. This is located superior to the
peroneal tendon.

Plantar Area Ligaments
The ligaments on the plantar exposure look a lot like a freeway
20
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Medial Area Ligaments

1. Posterior tibialtalar--joins the tibia and talus at the posterior
process of the talus.
2. Tibia and calcaneus.
4. Anterior tibia to talus.
Metatarsal area ligaments join the metatarsals to the
cuneiforms and the cuneiforms to the navicular on both plantar
and dorsal areas.

Lateral Ligaments and Tendons
Small ligaments bind the metatarsals together through the
cuneiforms, navicular and cuboid. The bifurcate ligament
joins the calcaneus and navicular in one extension, and
the calcaneus and cuboid on the other. Lateral collateral
ligaments are three in number. Posterior talofibular,
calcaneofibular and anterior talofibular ligaments. The
talofibular ligaments are anterior and posterior on the bones
superior to the talus.
Mercifully, the tendons are fewer in number.
1. Plantar Tendons: Starting on the posterior aspect of the foot:
the flexor hallucis longus, flexor digitorum longus and brevis,
tibialis posterior and anterior, flexor hallucis brevis and
longus, fibularis (peroneal) brevis and longus tendons pass.
Recall that a longus tendon has its origin outside the foot,
and the brevis tendons are completely within the foot (origin
and insertion(s).

2. Medial Tendons: Tibialis anterior and posterior on the
medial side.
3. Lateral Tendons: Peroneus longus and brevis, Achilles'
tendon. (Actually on both medial and lateral to be precise).

Solve All Your Foot Support Needs,
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Manufactures and markets an “in-office” custom foot
orthotic system. This “direct mold” system allows any
staff member to make a functional foot orthotic in
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equipment necessary to make foot orthotics on site.
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We have used Fastech for
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foot orthotics in your practice.”
Dane LaFontsee, C. Ped.
Orthletek • Milwaukee, WI
“Thank you for your assistance and exceptional foot support
products. You have provided us with excellent service for over
25 years. Your foot orthotics have helped many of the best
players in the NFL.
Joe Reckenagel
Assistant Athletic Trainer • Detroit Lions

“FASTECH proved very valuable to our players and
contributed greatly to our championship season.”

Kevin Rand
Head Athletic Trainer • Detroit Tigers

800-351-FOOT

Tendon sheaths provide the transition between the muscle
and the insertion point on the bone itself. Retinaculae are
discussed above. The ankle area is the chief location for the
retinaculae as it is allowing the vertical leg bones to join the
horizontal foot.

Muscles of the Foot
In gross anatomy, the student works from the outside of the
body inward, not necessarily system by system as it is studied in
lecture. We shall continue this outside inward mode here.
Dorsum: With the integument removed, there is little muscle
tissue in the dorsal superficial examination of the foot. The
tendon sheaths, tendons, and retinaculae take up the majority
of the real estate. More muscle is visible once the tendons and
retinaculae are removed. Muscles of the dorsum are: peroneus
brevis, extensor digitorum brevis, extensor hallucis longus,
tibialis anterior, extensor hallucis brevis, abductor digiti minimi
and abductor hallucis.
Plantar: The superficial level includes the lateral medial
plantar fascia (noted here because of its size and location of
holding the muscle tissue in place) , the transverse metatarsal
ligaments and the plantar aponeurosis. Many use the term
plantar fascia to describe the plantar aponeurosis, where in
reality there is more fascia than that.
The first layer of muscle contains the flexor digitorum brevis,
abductor hallucis, flexor hallucis brevis, lumbricales, flexor
digitorum minimi brevis and abductor digiti minimi. The
second layer consists of the quadrates plantae. At this point, the
plantar tendons are much more visible.
The third layer consists of the transverse and oblique heads of
the adductor hallucis is prominent. The medial and lateral
head of the flexor hallucis brevis. Interosseus muscle is located
between the metatarsal shafts. They are four in number and
are both dorsal and plantar manifestations.
Nomenclature (naming) of these connective structures seems
more like a Latin language stew. Fortunately, bones, muscles,
tendons, etc., are consistent with the bone or muscle nearest
them. For example, the femur and femoral artery are similarly
named as they are or are near to the femur. The tibialis
posterior muscle ends with the tibialis posterior tendon.
Know one, and you can figure out the rest. Each of these
systems must work together and perform their tasks flawlessly
for normal ambulation. The toes, and for that matter, the
fingers, are a veritable freeway interchange of connective
tissues. It takes many connections to achieve motion in more
than one plane at a time.
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Pregnancy &
Pedorthics

What you need to know
as a practitioner
By Tara Mina C.Ped., L.Ped.
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h, if I only knew then what I know now! During my first pregnancy
I was a teacher. I taught preschool and middle school electives:
yoga, girl’s physical education and nutrition. I understood a bit of
biomechanics but not as much as I did when I became a Pedorthist
in 2009. Had I known of the tools I could have used for my lower
extremity I might have been more comfortable. This time around I have the
knowledge and experience on my side as well as an in house Podiatrist with
ample advice to give, my husband, Dr. John Mina DPM, of SW Florida Ankle &
Foot Care Specialists.
During pregnancy a woman’s body including her feet and legs go
through many changes, some gradual and some seem to transform
overnight. As a practitioner you may have an expectant patient
walk in your pedorthic practice or retail facility and ask for your
help. What do you do?
First, you must recognize the changes of a pregnant woman’s
body, or at least in our scope of practice; the gastroc soleus and
downward. Understand that by the 2nd and 3rd trimester she has
likely put on 20lbs or more. More often than not, the motherto-be has more pressure on feet, especially her mid-foot due to
weight gain. With this, her arch strength and height have been
compromised.
This can become very uncomfortable with prolonged standing.
As her feet change shape, sometimes temporarily and sometimes
more permanently, her shoe size and width will also change. Her
body has increased blood flow, which can add pressure to tissue
and often cause swelling and occasional numbness. Realize that
her joints and ligaments experience greater laxity during the 3rd
trimester due to a hormonal release. All of these changes cause
the feet to become less stable and more flexible, as well as add
to the loading factor, decreasing shock absorption. From her
spine, to hips and feet, bones often spread with this miraculous
transformation.
So, when your pregnant client comes in to see her favorite
pedorthist, what important assessments will you be making? What
tools of the trade will you equip her with to keep her on her feet?
Making observations like, is she experiencing swelling occurring
in her lower extremities, is important in your evaluation. Does she
have pain in her feet? Has she consulted a Podiatrist? Has she been
diagnosed with a foot pathology?
As reported by Orthotist and Pedorthist, Ted Rolling, of Innovative
Prosthetics & Orthotics of Omaha, pregnancy seems to trigger the
onset of conditions like “Post Tib Tendonitis, Achilles Tendonitis,
Plantar Fasciitis, Corns, Plantar Calluses and MTP Synovitis.”
Find out how many hours a day does she spend standing? How
active is she during the course of a day? Remember that, all
activities take a toll on her feet.
Let’s not forget the fact that her balance will be thrown off as her
belly grows. Her center of gravity is displaced and her equilibrium
will surely be compromised. Stable shoes to ground her are a
must! Not to mention what’s inside her shoes. Was she wearing
orthotics prior to pregnancy? What type of material was used?

Are her original inserts causing stress and pain now that her feet
have changed? Very possible! At this point, I would encourage her
to wear soft but supportive accommodative orthotics along with
compression hosiery, combined with an extra depth shoe including
an extra firm counter. As pedorthist, Rick Snyderman of New
Balance, Fort Myers, Florida says to his pregnant clients, “Do
NOT skimp on footwear! This is the time to take good care of your
feet and get into a pair of athletic shoes that fit correctly.”
A huge player in keeping the swelling down with mama’s legs and
feet would be fitting her for compression stockings. From knee
high to thigh highs, you can provide her relief instantly with light
gradient compression. Or go for the gold with the full length
hosiery that goes over the stomach. A favorite of mine is “Preggers”
by Therafirm. (Of which, I order through Miami Leather.) This
gives your client support from tummy to toes. They also come in
great colors so you achieve style along with comfort. Ladies love
that! Remind her too, that she should be slipping them on first
thing in the morning to prevent excessive swelling.
Personally speaking, as a pedorthist and now pregnant with my
second child I have noticed some of these differences in my feet
as I step into my 3rd trimester. In my experience, and prior to
my pedorthic education, I did what many women do; threw on
some roomy Crocs, as that was all I thought I could fit my swollen
feet into. I know now, that was an unsupportive and unforgiving
choice.
What was really an unexpected shock to me then, was that postdelivery my feet became even more swollen appearing as though
I had been bitten by venomous snakes. In hindsight, I really
should have been using compression hosiery and wearing the
proper footwear. This time around, I am prepared for all the fun
changes. I have put aside my sandals and dress shoes. I’m wearing
compression hosiery. I have stashed my rigid orthotics and have
slipped into my accommodative orthos along with my wider more
roomy athletic shoes.
My logic is simple, I have to do what’s best for my feet. It is
very probable they will look and feel different after I give birth.
Paying attention to those differences and adapting my footwear
accordingly will make all the difference in the world.
For you the practitioner, remember that you play an important role
as part of your patient’s health care team. Along with her doctor,
you can provide her with the tools to keep mom on her feet, before
and after the baby arrives!
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Evolving Concepts of
Phantom Limb Pain:
A Pedorthist’s Guide
By Dr. Robert G. Smith, DPM, MSc., RPh., C. Ped.

C

ongenital limb deficiency, cancer, vascular problems, and trauma
are among the common causes of limb loss. In the United States,
an estimated 1.7 million patients or 1 out of 200 people have
undergone limb amputation, and 60% to 80% of these patients develop
phantom limb pain (PLP). 1,2 It is likely that post-amputation pain
or phantom limb pain has plagued humans for countless millennia. However,
our understanding of post-amputation pain has significantly evolved over the
centuries, with the full impact beginning to unravel only recently.

The risk factors for this condition are unknown3; however,
an accurate diagnosis of phantom limb pain is important for
appropriate management. Phantom limb pain is a sensation
of pain in an absent limb, often manifesting and described
as burning, throbbing, or lancinating. Also, phantom limb
sensations are non-painful feelings experienced in absent limbs.
In residual limb pain, also known as stump pain, the pain is
limited to the remaining stump.3
Since the onset of combat activity in Iraq and Afghanistan,
there have been over 1,100 major limb amputations among
United States servicemen.4,5 With a sustained military
presence in the Middle East, continued severe lower extremity
trauma is inevitable.5 Further, there is a commonly held
belief that diabetic amputees experience less phantom limb
pain than nondiabetic amputees because of the effects of
diabetic peripheral neuropathy.6 Clark et al research findings
suggest that there is no large difference in the prevalence,
characteristics, or intensity of phantom limb pain when
comparing diabetic and nondiabetic amputees sacra.6 Finally,
the projection for the prevalence of limb loss is estimated to
increase from the 2005 value of 1.6 million to 3.6 million by
2050.1,7
For this reason, the pedorthists would benefit with an
understanding of both the pathophysiology as well as the

non-pharmacological treatments for phantom limb pain to
facilitate functional outcome for these patients. First, so that
the pedorthist may appreciate the sequelae of phantom limb
pain, an overview of both history as well as mechanisms will be
offered. Secondly, a narrative describing non-pharmacological
management of phantom limb pain will be offered. Finally,
for completeness a brief narrative centered on alternative
treatments for phantom limb pain will be offered.

History
Ambroise Paré was a sixteenth century French barber,
surgeon who served in the military. Paré documented the
pain experienced by amputees who perceived sensation in the
“phantom” amputated limb.8 Paré believed that phantom pains
occur in the brain and not in remnants of the limbs. In the
great wars, phantom pain afflicted many soldiers and baffled
and disturbed their doctors: Mitchell in the American Civil
War, the French surgeon René Leriche in World War I, and
William Livingston in World War II.
In 1872, American neurologist S. Weir Mitchell described a
bizarre symptom complex resulting from wounds to peripheral
nerves in his book, Injuries of Nerves and Their Consequences.
Mitchell saw a large number of patients who had been
wounded in the Civil War and who suffered from a chronic
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affliction he called causalgia and coined the term “phantom
limb pain” recording an incidence as high as ninety percent.9,10
The common treatment for causalgia associated with peripheral
nerve injury was amputation.
In 1937, René Leriche wrote his classic work "La Chirurgie de
la Douleur”, in which he detailed his work on causalgia and
phantom limbs.11,12 He acknowledged Mitchell's contribution
and looked for ways to solve the problem of pain. Leriche's
opportunity to study phantom limb pain came during
World War I, when he saw many soldiers with peripheral
nerve damage.12 He observed vasomotor changes which
suggested to him an abnormality of vascular stimulation; in
1916, he attempted to alleviate the pain through periarterial
sympathectomy.12 Leriche also saw patients with painful stumps
and phantom limb pain.
W. K. Livingston had learned at Harvard that pain was a
specific response to an unpleasant stimulus, a warning of
tissue damage. One of the problems that puzzled him early
in his career was visceral pain: patients might experience no
apparent pain from tissue damage to certain internal organs
but would report "referred pain" in another part of the body.12
He studied other pain phenomena, such as causalgia and
phantom limb pain, which presented similar enigmas.12 During
World War II, Livingston was assigned to the Oakland Naval
Hospital, where he assumed responsibility for peripheral nerve
injury patients and other difficult pain problems, including
causalgia cases.12 Livingston used periarterial sympathectomies,
ganglionectomies, and novocaine blocks to treat his patients,
but he recorded several cases where the relief was only
temporary and the pain returned.12

Pathophysiology and Mechanisms
Phantom limb pain was once thought to be primarily a
psychiatric illness.10 The accumulation of clinical evidence
has revealed the etiology of phantom limb pain is multifactorial
and includes central, peripheral, and psychological
components.10,13
The pathophysiology underlying phantom phenomena can
be broadly categorized in terms of supraspinal, spinal, and
peripheral mechanisms.13 However, according to Subedi
and Grossberg none of these proposed theories appear to
be able to explain the phenomenon of phantom limb pain
independently.10 Further, these investigators assert that many
experts believe that multiple mechanisms are likely responsible
for phantom limb pain.10 Central neural mechanisms and
peripheral mechanisms are among the hypotheses that have
gained consensus as proposed mechanisms over recent years.10
Supraspinal mechanisms related to phantom limb phenomena
primarily involve reorganization of the somatosensory cortex
surrounding the area representing the deafferentated limb.
Ramachandran et al demonstrated that brushing the face
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of upper limb amputees could elicit phantom sensations.14
Additional, they hypothesized that somatosensory cortical
reorganization could explain why afferent nociceptive
stimulation of a body part whose cortical representation is
adjacent to that of the phantom can produce sensations in the
phantom.10,14 Finally, specifically, tactile, proprioceptive, and
nociceptive input from the face and tissues near the residual
limb take over regions of the brain that no longer receive
afferent input.10,14
Hsu and Cohen report that the spinal mechanisms for
post amputation pain are thought to be centered on
functional changes in the dorsal horn of the spinal cord after
deafferentation from peripheral nerve injury.13 Iacono et al
report that the loss of afferent input to the dorsal horn leads
to decreased impulses from brainstem reticular areas, which
normally exert inhibitory effects on sensory transmission.15
Reports from both Davis and Jensen et al describe the absence
of inhibitory effects for sensory input arising from the missing
peripheral body part cause an increased autonomous activity
of dorsal horn neurons, in effect becoming “sensory epileptic
discharges”.13,16,17 The role of spinal mechanisms is validated
by the fact that both anticonvulsants, as well as lesions placed
in the substantia gelatinosa, are effective in treating phantom
pain.13,18
Cortical reorganization is the most cited reason for the cause
of phantom limb pain in recent years.10 These cortical areas
representing the amputated extremity are taken over by the
neighboring representational zones in both the primary
somatosensory and the motor cortex.10,19 The extent of cortical
reorganization has been found to be directly related to the
degree of pain and the size of the deafferentiated region.10
Peripheral nerves are severed during an amputation resulting
in massive tissue and neuronal injury causing disruption
of the normal pattern of afferent nerve input to the spinal
cord.10 This is followed by the process of differentiation
and the proximal portion of the severed nerve sprouts to
form neuromas.20 During this process there is an increased
accumulation of molecules enhancing the expression of sodium
channels in these neuromas that result in hype-excitability and
spontaneous.21 Flor et al report that this abnormal peripheral
activity is thought to be a potential source of stump pain,
including phantom limb pain.20 To validate the contributory
influence of this mechanism to phantom limb pain clinical
studies have reported a reduction of phantom pain with drugs
blocking these identified sodium channels.22,23 Another
proposed mechanism is that the increase in N-methyl-Daspartate (NMDA) receptor activity results in a change in
neuronal firing of the nociceptive neurons, exacerbating
phantom limb pain.24
Despite Berger and Bacon’s report that even through stress,
anxiety, exhaustion, and depression are believed to exacerbate
phantom limb pain the psychogenic origin mechanism of

phantom limb pain has not been supported in the recent
literature.25 Visual-proprioceptive dissociation involves a
disconnect between proprioceptive memory, which refers
to the awareness of limb position, visual perception.26 This
particular theory describes phantom limb pain as occurring
because proprioceptive memory causes the neurons to remain
in an active state after amputation. A notable limitation to
the psychogenic mechanism is that most research on the
relationship between psychological symptoms and phantom
limb pain is based on either retrospective and or cross-sectional
designed studies rather than longitudinal designed studies and
therefore limiting the inference that can be derived from these
types studies.10
Common negative emotions and thoughts experienced by
people after an amputation include: depression, anxiety, denial
(refusing to accept they need to make changes, such as having
physiotherapy, to adapt to life with an amputation), grief (a
profound sense of loss and bereavement) feeling suicidal.
Similar to other pain syndromes phantom limb pain is
characterized by learning and memory processes that maintain
the pain and increase maladaptive plastic changes of the brain:
therefore, psychological interventions that change maladaptive
memory processes are useful. In addition to traditional
psychological interventions, such as pain management training
and biofeedback, more recent developments that involve
sensory discrimination training, mirror treatment, graded motor
imagery, prosthesis training and training in virtual reality are
interesting. These interventions not only reduce phantom limb
pain but also reverse the associated maladaptive brain changes.

Phantom Limb Pain Treatment
Treatment of post amputation pain is very challenging
because the underlying mechanisms are multifactorial in
nature. Since mechanistic-based pain treatment is generally
acknowledged to be superior to etiologic-based treatment,
the difficulty in identifying a discrete mechanism(s) which
can be directly addressed results in corresponding barriers to
treatments. Given, that multiple cellular, neurochemical and
molecular changes underlie both the peripheral and central
reorganization phenomena that occur in the post-amputation
period, pharmacological interventions are a natural choice
for the treating clinician. There are currently no guidelines
for the management of phantom limb pain. When choosing
pharmacotherapy for patients with phantom limb pain, the
clinician must consider chronicity, route of administration, and
side effects.13
Several categories of medications for which there is clinical
base evidence in the treatment of phantom limb pain:
anticonvulsants, antidepressants, opioids, injection therapies,
and NMDA receptor antagonists. Examples of medications

that may be prescribed by a physician to help relieve pain
from nerve damage or to attempt to block pain signals include:
anticonvulsants - such as carbamazepine or gabapentin,
antidepressants - such as amitriptyline or nortriptyline and
opioids - such as codeine or morphine.

Non-invasive Therapy
There are several non-invasive techniques that may help
relieve phantom limb pain in some people. They include:
applying heat or cold such as using heat or ice packs, rubs and
creams, massage to increase circulation and stimulate muscles;
acupuncture needles inserted into the skin at specific points on
the body thought to stimulate the nervous system and relieve
pain; and transcutaneous electrical nerve stimulation (TENS)
which involves using a small electric device connected to a
series of electrodes. The electrodes deliver small electrical
impulses to the site of your stump. TENS is thought to work
by disrupting the passage of pain signals to the brain and
stimulating the release of natural painkilling chemicals known
as endorphins

Alternative Therapies
Various nonpharmacologic options exist for managing phantom
limb pain. These include transcutaneous electrical nerve
stimulation, mirror therapy, and surgical intervention.10,13,27 Of
these treatments, mirror therapy is the most effective. A mirror
is placed parasagittally between the patient’s lower limbs so that
there is a reflection of the intact limb. The reflection serves as a
virtual representation of the missing limb. In one study, patients
were instructed to perform movements with their amputated
limb while observing the movement of the intact limb in the
mirror. This was done for 15 minutes per day for 4 weeks. The
mirror group reported a reduction in pain intensity and fewer
episodes of breakthrough pain.27 It is theorized that mirror
therapy may help resolve the visual-proprioceptive dissociation
associated with phantom limb pain.27

Conclusion
Phantom limb pain is a relatively common and disabling entity.
It is estimated that, by 2050, there will be 3.6 million amputees
in the U.S.1 Therefore, it has become increasingly important
to understand and properly manage phantom limb pain. The
management and treatment of neuropathic pain and phantom
limb pain is complex, since efficacy is mostly subjective. No
single treatment is universally effective for phantom limb pain.
Pharmacologic treatment should be tailored to the patient and
consider all concomitant disease states and medications.
For references, please visit www.pedorthics.org.
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Understanding PFA’s
Value as a Practicing
Professional:
Part 4

Membership & Marketing
By Margaret Hren, Current Pedorthics Staff Contributor

A

s a professional organization, the Pedorthic Footcare Association (PFA) must
continuously look for ways to promote and develop its ongoing message and
standing in the pedorthic industry and the greater health care community.
Much of this is done through the organization’s Membership and Marketing
Committee, which has as its main focus, a mission to spread the word about the
value of pedorthics and our industry’s professionals to lower extremity health care
through advertising, promotion, events, and networking. This messaging is done with
PFA’s various communications tools, which can include both community and health care
industry outreach projects and programs.

To communicate with our members, the committee must also find
ways to be in contact with other connected industry professionals
such as insurance, service providers, government representatives,
physicians and even the general public. This sharing and generation
of information about pedorthics and our profession is a vital role of the
committee and how we as a profession are perceived.
The committee is also responsible for a number of existing programs
and new projects that promote PFA as an organization which is
more than just assisting in telling the public and other health care
professionals that pedorthics is more than shoes. This involves
ongoing contact with our current membership in regards to
annual membership renewals and recruiting new members to the
organization. There is also the responsibility of the ongoing marketing
and developing for existing new and ongoing continuing education
programs, workshops and webinars, as well as the planning, execution
and registration for the annual symposium and exhibition.

There are other tools of communication that the Membership and
Marketing Committee are responsible for in regards to funneling any
and all information that may be of importance to its membership,
the industry and the general public. This includes social media, the
PFA website, our new PFA News Flash email format that promotes
and informs members of current programming, deadlines and other
important industry news. These communication avenues help to keep
the organization visible and cutting edge.
The committee provides clear and marketable pieces such as
brochures and other items, available in PFA’s online resource center,
to promote the profession. This includes topics that focus on such
areas as “What is a Pedorthist” to “Arthritis” and “Pedorthics,” in
addition to five other titles for use by our members to help explain
the use of pedorthics succinctly to patients in their care. In addition,
a brochure jointly produced with ABC, encourages people to become
a pedorthist. PFA also advertises individual practitioner members
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through a publicly searchable database on its website and works closely
with the Publications Committee to make sure that all upcoming
events, workshops and membership information is disseminated
though PFA publications.
Recently, a new program focusing on membership recruitment and
reinstatement was launched to help encourage previous members to
rejoin the organization. This has involved a one-on-one approach
seeking out members individually to ask them direct questions as to
why they left PFA, and what they want and need from PFA. Also, new
networking opportunities between members and the PFA Board of
Directors, such as our new Member Networking Happy Hour hosted at
the annual symposium and exhibition has helped offer a new forum for
members to meet, great and discuss pedorthics in an informative and
relaxing atmosphere.
Over the next year, the committee has a number of new projects that
will assist in improving communication about PFA and the pedorthics
industry. The PFA website will be given a new look over the next year
to enhance the ease of the site for members and the general public.

The committee will also be focusing on new ways to use social media
and other emerging technologies available to market and promote
the organization, as well as enhancing the annual symposium and
exhibition. This includes a new offering of early registration that
allows a pre-approved credit card payment plan and the continuing
opportunities for participating in pre-conference programming for
continuing education credits, and other offering to enhance and
develop new membership-only offerings.
The Marketing and Membership Committee and the other PFA
committees continue to work together to achieve as much visibility of
the pedorthic industry and its community of practitioners as possible.
The more people we can recruit and inform about the industry,
the stronger PFA and its mission to enhance the effectiveness and
efficiency of credentialed provider of lower extremity pedorthic
modalities through education and networking will work hand in
hand to increase the demand for our profession. By marketing and
promoting membership and the organization, we can be a united force
in the health care industry as leaders in patient care and mobility for
all.

Classified Rates

Words

Member

Non-Member

50 or fewer words

$30

$50

51-75 words

$50

$70

76-150 words

$70

$130

YOUR AD HERE

The following rates are calculated by counting complete words.
(A telephone number is counted as a complete word.)
To place a classified ad, email
margaret@pedorthics.org, send a fax to (703) 995-4456, or mail to Pedorthic Footcare Association,
ATTN: Current Pedorthics, 8400 Westpart Drive, 2nd Floor, McLean, VA 22101.
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PREVENTION
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Moderate stability, developed to deliver
the ultimate in cushioning and stability
Available in 4 widths - Men’s
Available in 3 width - Women’s

*Available July

From footwear to foot care, no one protects foot health like New Balance. We
developed the NBRx network of retailers to deliver all the benefits of our advanced
footwear with the expertise of trained fit specialists. Foot care professionals trust
NBRx-certified retailers to turn recommendations into solutions.
Find an NBRx-certified retailer near you at newbalance.com/findastore.
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Exploring the Dichotomous Treatment Rationales of
Physical Therapists & Certified Pedorthists & Working
Combined Disciplines to Improve Patient Outcomes

W

ellness.” Webster defines wellness as “the quality or state of being
in good health especially as an actively sought goal.” How is wellness
measured? How is wellness achieved?

This is often the ultimate goal of our patients regardless of our
field of expertise. Physical therapists, chiropractors, physicians,
pedorthists, massage therapists, nutritionists and personal trainers
all want to promote wellness. As a clinician it is often difficult to
utilize wellness as a goal because it can mean different things to
different patients.
It typically boils down to two main factors; pain and function. Our
patients want to minimalize their complaints in order to return to
a particular activity as soon as possible. This is true whether the
patient is a brittle diabetic who would like to be able to walk from
their bedroom to the bathroom without a fall or a triathlete with
of a goal of completing their first ironman. As a physical therapist
and certified pedorthist working in private practice, a large part of
my job is determining the best course of action to achieve “optimal
wellness”.
In health care, as in most endeavors, absolute truths reveal
themselves in the extremes. When a brittle diabetic patient with a
Charcot foot and history of ulcer comes into my office the course
of action is clear. Provide custom diabetic orthotics, proper fitting
footwear with shoe modification to help provide stability and
reduce the risk of ulceration. When a patient first comes into my
office following a total knee replacement I know the protocol;
modalities for pain and swelling, restore strength and range of
motion of the knee, provide gait and mobility training to restore
function. Unfortunately the problems that most patients have do
not reside in the extremes. Often there is not a clearly defined
cause and effect.
A majority of the patients I see have a problem with an insidious
onset without a primary cause. By the time a patient arrives at
my office they may have been treated by other clinicians before
and researched their symptoms online. Due to the fact that I am
a physical therapist and certified pedorthist, many patients have
researched both fields and read some literature about what each
discipline ascribes to with regards to patient care. During an initial
consultation I have been asked, “Aren’t the treatment rationales
of physical therapists and certified pedorthists opposing ones?
Physical therapists talk about increasing motion and flexibility
while certified pedorthists talk about artificially controlling motion
with modified shoes, orthotics and braces.”
This is a great question which, earlier in my career, I had a
difficult time answering. It was the genesis of future discussions
with other colleagues and the inspiration for the article I am
writing now. My abridged answer at that time was regardless of the
intervention I was providing, be it a pedorthic device or a physical

therapy treatment, my goals always returned to those two key
components that matter most to the patient; pain and function. I
stated that the quickest desirable outcome is often achieved when
both disciplines are utilized simultaneously.
This question made me step back and take a look at my own
treatment rationales and inspired me to talk to other physical
therapists about what they felt the role of a certified pedorthist was
in their treatment. After reviewing some of the research and getting
feedback from other clinicians several things became apparent.
The first being that a surprising percentage of physical therapists
don’t even know what a certified pedorthist is, let alone utilize
their services in the treatment of their patients.
Second, PT’s that do know what a certified pedorthist is often
have antiquated preconceptions of the devices we manufacture
and the services we provide. A majority of therapists I spoke with
would refer their patients to a pedorthist for structural deformities
which cannot be changed; such as LLD secondary to trauma,
Charcot foot deformities, club foot deformity. For more dynamic
problems such as hip and knee pain related to excessive pronation
the patient may be referred for pedorthic care but oftentimes after
they have completed a regime of physical therapy. I commend
those physical therapists that utilize pedorthic services but suggest
the timing of utilization should be more proactive to maximize our
physical therapy treatments.
When talking to other clinicians or giving a presentation on this
topic, my intuitive statement is that the certified pedorthist and
physical therapist should be working together, from evaluation
through discharge, to maximize patient functionality and speed
up the progress toward our long term goals. I will also state
that utilizing orthotics and shoes helps to correct pathological
movement and only enhances not hinders the treatment provided
by the physical therapist. Whenever I am at a podium making that
statement I always feel self-assured based on the successes I have
had in my own practice that this is an inherent truth, but is there
research to support this statement? Though continued research is
a must, some studies are beginning to support this anecdotal truth,
while other studies are beginning to indicate that some of the
interventions we are providing are working but not for the reasons
we may think.

Common Goals
As clinicians working with our patients, be it in a pedorthic or
physical therapy setting, we are constantly in search of an ideal
or balanced biomechanical alignment up the kinematic chain.
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Common Ground
Depending upon our specialized training and clinical biases, we
may look at a clinical problem from a different perspective. Take
patello-femoral pain syndrome, for example, which is the most
common overuse injury in physically active people. This past year,
experts on PFP came together in Belgium for a research retreat.
Significant points include the importance of hip strengthening in
the treatment of PFP specifically the relationship of hip weakness
and excessive internal femoral /tibial rotation. Other presented
research at the conference discussed the benefits of foot orthotic
treatment in PFP. It would only make sense to suggest that the
most successful outcome would be achieved by attacking this
problem from both a “ground up” and “core down” approach.

Muscle Activity
When I talk about pedorthics in general and the use of foot
orthotics in particular with other therapists the most common
reason for not utilizing this intervention is the fear of “weakening
the foot.” Much of the training I and many other physical
therapists received in school is based on the theory of stopping
or preventing pathological movement of the foot by designing a
subtalar neutral orthotic which maintains the foot in an “ideal”
biomechanical position. Based on this concept I can understand
why many therapists are reluctant to recommend foot orthotics to
their patients for fear of stopping the movement which we know is
essential for the foot during activity.

New Horizons
The pedorthic industry is traveling in new directions based on
new research, biomechanical theories and fabrication techniques.
More research continues to emerge taking us beyond the classic
rear foot, frontal plane orthotic and bracing designs. Sagittal plane
kinematics is proving to be a crucial component of hip and knee
function. A recent study documents a direct relationship between
limited first MTP dorsiflexion and ankle, knee and hip kinematic
changes. New treatment rationales such as Sagittal plane theory
combine foot orthoses with forefoot applications to help improve
MTP function in conjunction with manual joint manipulation to
increased sagittal plane motion specifically ankle dorsiflexion and
MTP extension during gait.

Assessment and Early Intervention is Key
With all the different pedorthic and therapeutic modalities at our
disposal it is imperative that our initial assessment have a common
goal based on our evaluative findings to include both palliative
and biomechanical interventions. This is also why pedorthic and
physical therapy evaluation should be performed concurrently and
not sequentially.

New research and theories are now coming to the forefront
of biomechanics, challenging the mechanisms by which foot
orthotics actually work. Recent articles have described orthotics
as more of a proprioceptive feedback tool. Our feet are highly
innervated structures which constantly have to respond to feedback
from the ground for us to maintain our COG over our feet during
locomotion.

One need not go any further than to look at a common problem
like PTTD. This is a debilitating disorder that unless attacked
from several levels can ultimately lead to significant debility. A
patient suffering from this problem is often dealing with multiple
problems up the kinetic chain including patello-femoral pain, hip
pathology, S.I. joint pain and dysfunction and compensatory gait
abnormalities.

In a recent study with 21 healthy runners utilizing various foot
orthotics, small but significant kinematic changes of typically
2 degrees were found but in most of the cases muscle activity
increased with the orthotics. New theories discuss “muscle
tuning,” a mechanism by which the muscles of the foot and ankle
activate to dampen impact forces during running.

In this situation having a treatment protocol that includes
functional orthoses, patella-femoral bracing and taping, joint
mobilization, core stability training and gait training is paramount.
By providing these interventions concurrently a more holistic
solution to a biomechanical problem is achieved.

Combined Disciplines for Greater Results?
As our fields continue to cross paths in the treatment of different
pathologies it is always important to continue to validate our
treatment with measurable outcomes. It would lend itself to
common sense that by combining two treatment rationales that
are known to be mildly successful individually we would achieve
more successful outcomes. As we go forward some research begins
to validate this train of thought. One study addressed the effect
of foot orthotics, stretching and resistive exercise in the treatment
of posterior tibial tendon dysfunction. This study looked at 36
adults with stage 1 and 2 tibialis posterior tendinopathy. The study
indicated that the group which achieved the highest outcomes
based on a foot functional index score received a treatment
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regime of foot orthotics, stretching and a resistive exercise program
consisting of eccentric training.
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Conclusion
As health care continues to evolve in this country all health care
providers will be obligated to validate their treatment rationales
and develop protocols which provide the greatest benefit to the
patient in the least possible amount of time. The ultimate goal
is restoring function and decreasing pain. As physical therapists
dealing with managed care we no longer have the luxury of long
term goals measured in months. We are finding ourselves in a
time when weekly gains and validation are mandated to justify
treatment. As patient out of pocket expenses and co-pays continue
to rise, the typical therapy frequency of three times per week is now
decreased to possibly one to two times per week. The utilization of
a certified pedorthist in the treatment of lower extremity pathology
allows us to get our patients moving sooner with increased comfort.

Comfort is not a typical physical therapy term but it is a pedorthic
term and a concept valued by our patients. A recent November
2011 O & P article discusses a study which looked at “comfort”
in a group of soldiers (n=107). Participants utilized comfort as the
primary criteria for picking an insert to be worn in their boots for
training. This group was monitored for a period of four months
compared to a control group without inserts. The results showed
that lower limb injuries were significantly lower in the insert group
based solely on comfort and not the soldier’s biomechanics. This
should come as little surprise to those of us who view the foot as
a proprioceptive, sensory organ which is continuously responding
to change body postures and terrains. One need only look at the
detrimental effects to the entire body when sensation is lost in the
foot to realize the inherent truth of that statement.
It’s an enlightening experience to listen to what prospective
patients have to say about their health and wellness. These are
vague terms which have different meanings to different people.
As is the case with most topics there is a common ground that the
majority of individuals agree upon. As clinicians be it a physical
therapist, certified pedorthist, chiropractor or physician we often
include the question in our initial evaluation of “what is your
treatment goal?” Inexorably our patient’s personal goals involve
two key components, pain and function. These two components

are often verbalized as a cause and effect. “I wish I could get rid of
my knee pain so I could train for a marathon,”; “every time I play
basketball my Achilles starts to kill me,”; “I wish my back would
stop hurting so I could play football with my 10 year old.”
These statements also point out another inherent truth. Ultimately,
the patient only cares about the goals they achieved, they do not
care how they got there. It is our responsibility as health care
providers to be able to provide the most comprehensive care to our
patients and offer any tools necessary to achieve those goals.
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Focus on Research
Use of Primary Corticosteroid
Injection in the Management of
Plantar Fasciopathy
Is It Time to Challenge Existing Practice?
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P

lantar fasciopathy (PF) is characterized by
degeneration of the fascia at the calcaneal
enthesis. It is a common cause of foot pain,
accounting for 90% of clinical presentations of
heel pathology. In 2009–2010, 9.3 million working
days were lost in England due to musculoskeletal disorders,
with 2.4 million of those attributable to lower-limb
disorders, averaging 16.3 lost working days per case. Numerous
studies have attempted to establish the short- and longterm clinical efficacy of corticosteroid injections in the
management of PF. Earlier studies have not informed clinical
practice. As the research base has developed, evidence has
emerged supporting clinical efficacy. With diverse opinions
surrounding the etiology and efficacy debate, there does
not seem to be a consensus of opinion on a common treatment
pathway. For example, in England, the National Institute
for Clinical Health and Excellence does not publish
strategic guidance for clinical practice. Herein, we review
and evaluate core literature that examines the clinical
efficacy of corticosteroid injection as a treatment for PF.
Outcome measures were wide ranging but largely yielded
results supportive of the short- and long-term benefits of
this modality. The analysis also looked to establish, where
possible, ‘‘proof of concept.’’ This article provides evidence
supporting the clinical efficacy of corticosteroid injections,
in particular those guided by imaging technology. The
evidence challenges existing orthodoxy, which marginalizes
this treatment as a secondary option. This challenge is
supported by recently revised guidelines published by the
American College of Foot and Ankle Surgeons advocating
corticosteroid injection as a primary treatment option. (J Am
Podiatr Med Assoc 103(5): 418-429, 2013)
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Focus on Research: Use of Primary Corticosteroid
Injection in the Management of Plantar Fasciopathy

The plantar fascia is a thickening of deep inelastic fascia that
courses along the plantar surface of the foot.1 It is anchored to
the medial calcaneal tuberosity.2 As the components progress
anteriorly, they diverge and extend forward in five longitudinal
bands.3 It functions as a shock absorber and acts as the primary
static and dynamic stabilizer of the medial longitudinal arch.4

formation of prostaglandins.20

Plantar fasciopathy (PF), it is suggested, is a critical public health
issue because it is the most common presenting cause of heel
pain in outpatient clinics.5,6 It is estimated to affect 15% of all
adults during their lifetime,7 83% of whom are 25 to 65 years old,8
with the highest prevalence at ages 40 to 60 years.9 The current
literature is inconsistent regarding the association between sex and
the condition.10,11 The most recent, and possibly largest, study to
harvest epidemiologic data was conducted by Scher et al,12 finding
the incidence rate for women and men to be 18.0 and 9.2 per
1000 person-years, respectively.

Clinical Context

The etiology of PF is poorly understood. Multiple risk factors
have been advocated, but none are supported by evidence-based
research.13 Conventional thinking suggests an inflammatory
response to repetitive trauma,7 causing micro tears in the plantar
fascia, resulting in pain and inflammation.5 Lemont et al,14
however, challenge this thinking, suggesting that the process is
more degenerative. Rees et al15 link new concepts in vascular and
neural change processes. In contrast, Cook and Purdam16 suggest
that the disorder may proceed through a spectrum of pathologic
change. The breadth of evidence across the arguments is not
conclusive. This is a fundamental and arguably critical issue. A
quantum leap in clarity of understanding of histologic change is
required to fully understand the inflammatory and degenerative
nature of this pathologic condition and when and why that
demarcation occurs.

If the argument that supports a more degenerative disorder
is accepted, then corticosteroids have been shown to inhibit
fibroblast proliferation and expression of ground substance
proteins, both commonly reported features of tendinopathy.17

This article provides a strategic overview and analysis of
the available research base and juxtaposes clinical themes
emphasising contemporary research findings, which, it is
suggested, challenge the foundations of current clinical thinking.
The research base has varied in scientific integrity, with earlier
studies not informing clinical practice owing to evidential
shortfalls. However, as the research base has developed, a
spectrum of studies provides an evidence base to support the
clinical efficacy of this modality.
Unquestionably, PF is one of the most common causes of foot
pain.5,21 It is estimated to affect 15% of all adults during their
lifetime.7 It is common in the athletic community, accounting
for approximately 25% of all foot injuries related to running.10
Plantar fasciopathy results in pain and disability. It can take up to
18
months to resolve.22
In 2011, the UK Health and Safety Commission published data
that revealed that in 2009–2010, 9.3 million working days were
lost in England due to musculoskeletal disorders, with 2.4 million
of those attributable to lower-limb disorders. This equates to an
average of 16.3 lost working days per case.23 Although the data
are not specific to working days lost due to PF, the data linked
to research outlining the prevalence of this pathology has an
inextricable association that is suggestive of the socioeconomic

Clinical diagnosis of PF can be confirmed through patient
history, examination, and imaging. The plantar fascia is normally
4 mm thick (Fig. 1) and beyond that is suggestive of the condition,
which can be easily confirmed by magnetic resonance imaging
or ultrasound imaging.7
Corticosteroid injections for PF are a common treatment
choice among clinicians.17 Mechanism of action is still not
implicit.18 Hayes et al19 suggest that damaged tissue provokes
an inflammatory response that results in local edema, swelling,
pain, and limited motion. Corticosteroids blockade this response
by limiting capillary dilatation and permeability of vascular
structures, thus reducing pain, permitting earlier motion, and
advancing healing. This blockade is crucial as the inflammatory
response, although dynamic in its early stages, becomes
counterproductive. Extravascular pressure exerted by edema may
retard blood flow and impede healing, often leading to debris
coagulation, preventing normal function from returning.20
New research suggests that corticosteroids inhibit the release
of arachidonic acid from phospholipids, thereby reducing the

38

Pedorthic Footcare Association www.pedorthics.org

Figure 1. Ultrasound image of normal plantar fascia.

effect on the National Health Service, patient health, and
commerce in the UK.24 Undoubtedly, this will be replicated in
other countries.
This evidence accentuates the critical importance of clinical
familiarity with risk factors, diagnosis, and, crucially, appropriate
and effective treatment.8 Evidence suggests that corticosteroid
injections are used by many clinicians when conservative
measures fail.25,26
The etiology of PF is poorly understood.27 However, the main
etiology is considered multifactorial.28 Many authors offer differing
etiologic and pathohistologic theories.5,14-16,29,30 It is not, therefore,
surprising that in the absence of conclusive scientific evidence to
support either the etiology or the pathohistology of the disease,
there does not seem to be a consensus of opinion on a common
treatment pathway, as exemplified by the UK’s National Institute
for Clinical Health and Excellence, which does not publish any
overarching clinical guidance or pathways in relation to the
management of PF.
This analysis pulls together streams of existing research,
comparing, contrasting, and evaluating various modes of
corticosteroid injection treatment with a view to establishing
clinical efficacy. It identifies significant research deficiencies,
a premise supported by McMillan et al,17 who highlighted a
marked absence of current high-quality research.

Methods
The following methodological strategies were applied to source
this analysis: 1) only literature published in the English language
after 1994 was reviewed; 2) literature from primary quantitative
research sources was considered; 3) the following electronic
journals and databases were searched: Cochrane library (John
Wiley & Sons), Biomed, ScienceDirect, SwetsWise, Cinahl,
JAPMA, Medline, Amed, Embase, The Foot, Podiatry Now,
BMJ, Clinics in Podiatric Medicine and Surgery, Foot and Ankle
International, and The Journal of Rheumatology; and 4) search
terms were used to scope and identify relevant research and
were entered into databases individually or combined to locate
articles as follows: plantar fascia, plantar aponeurosis, plantar
fasciitis, plantar fasciosis, plantar fasciopathy, epidemiology,
etiology, function, anatomy, steroid, corticosteroid, injection, risk
factors, pharmacology, inflammatory, ultrasound, MRI [magnetic
resonance imaging], palpation, peppering, heel pain, diagnostic
tool, dry needling, pharmacodynamics, and joint injection.

months showed patient-reported reduction in pain. However,
28% of patients still reported having heel pain at the end of the
trial. The major areas of weakness in this trial were the methods
and the substantial loss of patients at follow-up: 4% at 1 month,
25% at 3 months, and 48% at 6 months (51 patients). At 6 months,
questionnaires were used as opposed to clinical assessment to
evaluate outcome.
A more widespread review (Cochrane database) of research
examining interventions for heel pain was conducted by Crawford
and Thomson.32 Nineteen randomized controlled trials involving
1,626 patients were reviewed. Five trials focused on injection
therapy. The most significant study, by Lynch et al,33 was a
three-arm trial involving 103 patients, of which 35 received
corticosteroid injection (0.5 mL of dexamethasone and 1 mL of
0.5% bupivacaine hydrochloride) repeated at weeks 2 and 4. The
remaining patients underwent accommodative or mechanical
therapy. This study had several weaknesses, the key one being
its methods. Patients were assessed over a 12-week period; those
who had shown no symptomatic improvement at week 6 were
discharged, deemed as treatment having failed. Overall, at the
conclusion of the study, 18 patients were lost and 25 had refused
treatment.
The results established that 45% of the remaining patients (14
of 31) who had received corticosteroid injection had progressed
to a visual analog scale (VAS) pain score of 0 to 2 by 12 weeks
compared with 23% for the accommodative group and 64% for
the mechanical group. The results are indicative of the shortterm benefits of pain reduction linked to corticosteroid injection.
The review did not produce evidence on which to base clinical
practice.
The next research landmark was established by Genc et al,34

Palpation-Guided Corticosteroid Injection
In a double-blinded randomized controlled trial involving 106
patients, Crawford et al31 compared four different single-injection
deliveries for heel pain, two of which involved corticosteroid (25
mg of prednisolone acetate). Patient outcomes at 1, 3, and 6

Figure 2. Palpation-guided corticosteroid injection
via the medial approach.
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Table 1. Ultrasound and VAS Findings in the Study by Genc et al34
Plantar Fasciitis Group
Ultrasound Finding

Before Injection

First Month

Sixth Month

Control Group

6.3±6 1.3

4.6±0.5

4.0±0.6

3.5±0.3

6.1±0.9

4.4±0.6

3.8±0.9

3.5±0.3

34 (72)

16 (34)

3 (6)

0

8.7±0.9

3.8±2.4

1.5±1.5

NA

Fascia thickness (mean±SD [mm])
Right (n=23)
Left (n=24)
Hypoechogenicity (No. [%]) (n=47)
VAS score (mean±SEM) (n=47)
Abbreviation: N/A, not applicable; VAS, visual analog scale.

whose study was the first to attempt to assess the long-term effects
of palpation-guided corticosteroid injection. In this study, 30
patients (27 females and 3 males) with PF were selected, 17 with
bilateral and 13 with unilateral presentation. Pain intensity was
classified using a VAS. Diagnosis was corroborated by ultrasound
imaging. Palpation-guided corticosteroid injections (20 mg of
methylprednisolone mixed with 0.5 mL of prilocaine) (Fig. 2)
were given to 47 heels of 30 patients. Postinjection follow-up was
at 1 and 6 months. Table 1 illustrates the results.
Genc et al34 concluded that the study results yielded highly
significant reductions in fascial thickness, hypoechogenicity, and
VAS values. They go further and assert that the long-term efficacy
of palpation-guided corticosteroid injection had, therefore, been
established. In contrast to other studies, the authors brought
together three clinical markers on which to base outcome.
Undoubtedly, this added weight to clinical findings and advanced
the debate in terms of efficacy. This study seems methodologically
strong, the only weaknesses being the small study sample and
short follow-up duration, adding a cautionary marker to findings.
Mulherin and Price35 introduced further corroborative findings.
Forty-five patients (27 females) with PF were recruited. Patients
were randomly placed into one of three groups: group 1
consisted of 14 patients who received an injection of 80 mg of
methylprednisolone with 1 mL of lidocaine, 1%, delivered via the
heel pad; group 2 consisted of 12 patients who received a tibial
nerve block of 2 mL of lidocaine, 1%; and group 3 consisted of
19 patients who received an injection of both corticosteroid and
local anesthetic.
Measurement of outcome was based primarily on VAS score at
baseline (preinjection delivery) and at 1, 6, and 26 weeks. All of
the groups experienced a sustained improvement in VAS score
between baseline and 1, 6, and 26 weeks. Group 1 reported
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significantly lower VAS pain scores than the other two groups at
all three review markers. Again, the study yielded encouraging
results. However, the study did have drawbacks. Again, small
numbers and short review markers underpowered the research
conclusions.
More recent research published by Yucel et al36 supports the
stream of existing studies. In this study, 33 patients were injected
with 0.5 mL of betamethasone and 0.5 mL of prilocaine at
the point of maximum tenderness using the medial approach
technique. The VAS score was assessed at the start of the study
(mean score, 5.1) and at 3-month follow-up (mean score, 1.1). In
total, 27 of 33 patients (82%) had a VAS score reduction of at least
50% from baseline.
Uden et al,37 in a systematic review, selected six randomized
controlled trials focusing on treatment options for PF. Two
of these studies involved palpation-guided corticosteroid
injection.38,39 Porter and Shadbolt38 selected 132 patients over a
5-year period for corticosteroid injection therapy, extracorporeal
shockwave therapy, or physical therapy. Injections of 1 mL of
betamethasone and 2 mL of lidocaine were given using the
medial approach technique. Patients were assessed before
injection and then 3 and 12 months after treatment. On each
occasion, patients were asked to score pain after rising or sitting
down (whichever was worse) using the 10-point VAS. A pressure
algometer was used to measure the tenderness threshold. The
results demonstrated significant reductions in mean pain and
tenderness threshold values (Table 2). In contrast to previous
studies, this randomized controlled trial seems to demonstrate
longer-term improvement of symptoms.
Lee and Ahmad39 further reinforce research findings. This
study was conducted over a 6-month period, with 30 patients
receiving autologous blood injection and 31 corticosteroid

Table 2. Mean VAS and TT Scores in the Study by Porter and Shadbolt38 (n=64)
Before Treatment

3 Months After Treatment

12 Months After Treatment

VAS

TT

VAS

TT

VAS

TT

5.47

5.3

1.48

9.42

0.84

9.6

Abbreviations: TT, tenderness threshold; VAS, visual analog scale.

injection. Corticosteroid injections were delivered using the
medial approach technique. Repeated injections were offered
at 6-week intervals if pain was not resolved, until the patient
reported reduction in pain. Assessments were conducted at
6 weeks, 3 months, and 6 months. The VAS and tenderness
threshold values were used (Table 3). The limitations of this study
include self-reported pain scores that, although clinically relevant,
are subjective in nature. Longer follow-up would have further
substantiated findings and added further scientific credibility.
Both of these more recent studies are suggestive of positive longerterm benefits of corticosteroid injection. In contrast, however, it
could be argued that existing studies using this technique have
not fully established the long-term benefits of corticosteroid
injection or, indeed, whether they are palliative or aimed at
progressive restoration of tissue health.

Image-Guided Corticosteroid Injection
Ultrasound as an imaging technology is commonly used in
a clinical context to aid diagnosis, monitor soft-tissue status,
increase anatomical accuracy of needle guidance, and monitor
postintervention progress.40
Two major studies support this perspective. The systematic review
and meta-analysis by Irving et al41 highlighted the significance
of imaging linking PF with other pathologic abnormalities.
This study was further reinforced by the systematic review and
meta-analysis by McMillan et al42 that highlighted the critical

importance of diagnostic imaging establishing fascial thickness
and echogenicity.
This analysis stimulates an argument in a podiatric medicine
context that suggests that diagnostic imaging should be more
routinely used, not only as a diagnostic aid but also when
delivering and monitoring treatment pathways.
Having established the importance of ultrasound imaging, a
plethora of research exists on its use as a primary diagnostic
indicator. However, there is a lacuna of published research that
focuses on its use coupled with the clinical efficacy of treatment,
such as corticosteroid injection.
Tsai et al43 sought to establish the critical link that compared the
efficacy of palpation-guided with ultrasound-guided corticosteroid
injection and longer- term benefits. A total of 25 patients
diagnosed as having unilateral PF (Fig. 3) were selected for the
study. It is significant in this study that the patients selected for
inclusion had all received a range of conservative treatments for at
least 2 months without displaying any significant improvement in
symptoms. Patients were randomly allocated to one of two groups:
one treated with palpation-guided injection (n ¼ 13) and the other
with sonographically guided injection (n ¼ 12). All of the patients
underwent pain intensity and ultrasound assessment before the
trial and 2 weeks, 2 months, and 1 year after injection. Patients
received an injection of 1 mL (7 mg) of dexamethasone mixed
with 0.5 mL of lidocaine, 1%. Mode of delivery for ultrasoundguided injection was achieved by insertion through the posterior

Table 3. VAS and TT Values in the Study by Lee and Ahmad39
Baseline

6 Weeks

3 Months

6 Months

Group

VAS

TT

VAS

TT

VAS

TT

VAS

TT

Blood

7.3±1.8

3.1±1.2

4.6±2.3

4.1±1.8

4.3±2.7

5.5±2.7

3.6±2.6

6.5±2.9

Corticosteroid

6.9±1.7

3.7±2.0

2.9±2.8

6.4±3.5

2.3±2.6

7.9±3.2

2.4±3.0

8.6±3.1

Note: Data are given as mean 6 SD.
Abbreviations: TT, tenderness threshold; VAS, visual analog scale.
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injection, yielding better anatomical accuracy and clinical
efficacy.

Figure 3. Ultrasound image of inflamed plantar fascia.
heel into the hypoechoic plantar fascia. Palpation-guided injection
was delivered 2 to 3 cm anteriomedial to the most tender point
in the inferior heel near to the calcaneal tuberosity and moved
toward the most tender point. A significant research outcome of
this study was the data yielded at the 1-year review. Tables 4 and 5
outline the findings.
The reoccurrence rate of PF between the two groups was recorded
as 28% (7 of 25). The range of reoccurrence was 3 to 10 months
(mean, 5.9 months) after injection. The rate was significantly
lower in the ultrasound group (1 of 12) compared with the
palpation group (6 of 13). The method in this randomized
controlled trial seems robust. The only weakness was the small
number of patients included in the study.
Overall, the evidence supports the efficacy of corticosteroid
injections. Both modes of delivery demonstrated short-term
clinical improvement. Crucially, the evidence from this trial
strongly supports the view that ultrasound-guided injection is
much more effective at improving symptoms in the short- and
long-term.
Kane et al44 published a case series study involving the
treatment of four patients with PF who had been unresponsive to
palpation-guided corticosteroid injection. All were given further
corticosteroid injection under ultrasound guidance, which
resulted in four of five patients achieving complete symptom
relief, which continued for a mean duration of 24 months (range,
13–46 months).
This study is a micro case series and, therefore, is of limited
value when considering research-based evidence. However, it
does further support the concept of imaging as a diagnostic tool.
Perhaps more importantly, it further corroborates image-guided
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In contrast, the double-blinded randomized controlled trial by
McMillan et al17 included 82 participants with a clinical and
ultrasound diagnosis of PF. Patients were randomly divided into
one of two groups. The first group received an ultrasound-guided
injection into the fascia of 1 mL of 4 mg/mL dexamethasone,
and the second group received an ultrasound-guided injection
into the fascia of 1 mL of normal saline (a placebo). Mode of
delivery was the medial approach under tibial nerve block.
Outcomes measured were pain score comparison and fascia
thickness measured by ultrasound at 4, 8, and 12 weeks. The
study concluded that a single ultrasound-guided dexamethasone
injection is an effective short-term treatment for PF. Interestingly,
significant pain relief did not extend beyond 4 weeks. However, a
reduction in fascial swelling was noted soon after treatment and
continued for the duration of the trial.
This randomized controlled trial design seems scientifically
vigorous. However, the trial duration could have been longer. The
patient sex profile and choice of corticosteroid were not typical
of other studies. The current research gap centers on the longterm efficacy of this modality. An extended study would have
potentially made a more significant scientific contribution and
elevated the long-term efficacy debate. These factors dilute the
study.
Again, the short-term benefits of this modality are further
emphasised by Ball et al45 in a randomized controlled trial
involving 65 patients divided into three groups: 22 patients
receiving ultrasound-guided corticosteroid injection, 21 palpationguided corticosteroid injection, and 22 ultrasound-guided
placebo. Follow-up was at 6 and 12 weeks. The study outcomes
revealed statistically significant reductions in VAS pain score,
heel tenderness, and facial thickness. There was little difference
between outcomes for ultrasound-guided and unguided injection.
In contrast, the study by Keating et al46 involved 50 patients
being injected with local anesthetic and corticosteroids into the
proximal plantar fascia. The procedure was conducted under
general anesthesia with image-guided needle placement. Followup was at 6 months using an 11-point VAS score. The mean pain
score decreased by 5.4 points. Although this study is relatively
small and relies on questionnaire-based follow-up it does add to the
growing weight of evidence supporting clinical efficacy.
The study by Saber et al47 involving 60 patients examined the
therapeutic effect of ultrasound-guided corticosteroid injection
versus shockwave therapy. Patient follow-up was at a mean of 20
weeks. Injection results demonstrated significant reductions in
fascial thickness and pain score. The study provides an additional
layer of evidence to support clinical efficacy, albeit short-term.

Table 4. Sonographic Findings in the Study by Tsai et al43
After Injection
Finding

Before Injection

2 Weeks

2 months

1 Year

P Value

Palpation (n=13)

0.57±0.09

0.45±0.12

0.44±0.15

0.51±0.18

<.01

Sonography (n=12)

0.65±0.10

0.47±0.09

0.44±0.11

0.42±0.08

<.001

>.05

>.05

>.05

<.01

Palpation (n=13)

8

4

2

3

<.01

Sonography (n=12)

7

4

0

1

<.01

>.05

>.05

>.05

>.05

Thickness of PF (mean±SD [cm])

P value
Hypoechogenicity (No.)

P value
Abbreviation: PF, plantar fasciopathy.

Table 5. Comparison of VAS and TT Measurements in the Study by Tsai et al43
After Injection
Measurement

Before Injection

2 Weeks

2 months

1 Year

P Value

5.46 6 2.1

1.50 6 2.24

0.77 6 1.96

2.46 6 2.60

<.001

6.04 6 2.26

0.58 6 0.99

0.67 6 1.23

0.33 6 0.88

<.01

>.05

>.05

>.05

<.01

Palpation (n=13)

5.13 6 1.44

8.83 6 1.48

9.07 6 1.60

7.15 6 2.03

<.001

Sonography (n=12)

4.75 6 1.62

9.63 6 0.48

9.98 6 0.06

9.67 6 1.15

<.001

>.05

>.05

>.05

>.05

VAS (0–10)
Palpation (n=13)
Sonography (n=12)
P value
2

TT (kg/cm )

P value

Note: Data are given as mean 6 SD.
Abbreviations: TT, tenderness threshold; VAS, visual analog scale.

All of the studies examined in this analysis have so far outlined
injection delivery directly into the inflamed plantar fascia. A
more recent study moved away from this approach and injected
corticosteroid solution beneath the fascia with positive clinical
outcomes. Kayhan et al48 selected 31 patients with unilateral PF.
The study in broad terms used the same method as many previous
studies already outlined. The significant difference was in mode
of injection delivery:

• The needle was positioned in a caudocranial oblique manner.
• The needle was withdrawn to the edge of the fascia so that the
solutions dispersed around the edge.
• The corticosteroid and local anesthetic were injected separately
to minimize drug interactions or dilution of the corticosteroid
preparation.
The mean duration of symptoms was 9.6 months (range, 2–24
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months). Patients were previously unresponsive to conservative
treatments. Sonographic diagnosis was based on fascial thickness
greater than 4.5 mm. All of the patients were injected with
2 mL (20 mg/mL) of lidocaine, 1%, and 0.5 mL (20 mg) of
methylprednisolone. The needle was injected into the fascia
and then was withdrawn under sonographic guidance to the
edge. Solutions were delivered, and dispersion was confirmed.
Patients were advised to use ice treatment on the heel and not to
weightbear for 2 days.
Patients were monitored at a single 6-week follow-up visit. A
statistically significant decrease in mean fascial thickness was
recorded, from 5.44 mm before treatment to 4.07 mm after
treatment. In broad terms, the study has produced limited results
that support the concept around ultrasound-guided injections.
However, the study numbers were small and follow-up was
limited to one 6-week review. Research credibility would have
been established had the authors sought a more advanced study
model in the research hierarchy of evidence coupled with a robust
method. Therefore, the study has limitations, and caution should
be exercised when drawing conclusions.
A further study by Atkins et al49 sought to establish the short- and
long-term benefits of image-guided injection. Nineteen patients
with PF symptoms in excess of 12 months were selected. All of
the patients underwent general anesthesia with two injections
delivered via the plantar and medial approach. Postprocedural
follow-up was by questionnaire. The results demonstrated that
58% of patients had improvement of symptoms at 2 months and
79% at 16 months, and 53% completely resolved at 16 months.
The major shortfall of this study is the follow-up process, which
contaminates the integrity of the results.

Corticosteroid Injections Delivered
Using the Peppering Technique
Kiter et al50 first placed the concept (in a podiatric medicine
context) of the peppering technique on the research stage. Their
randomized controlled trial was the first to study and compare the
modality in treating plantar heel pain. Peppering is achieved by
inserting, injecting, withdrawing without emerging from the skin,
redirecting, and reinserting. The area is literally peppered with
small injections. The technique is believed to lead to the creation
of new channels through the degenerative tissue, in which
bleeding occurs and triggers healing. The mechanism of cure is
not fully understood or supported by evidence-based research.50
The study included 45 patients with heel pain. Patients were
allocated to one of three groups: 15 patients underwent peppering,
15 received an autologous blood injection, and 15 received a
corticosteroid injection. Clinical improvement was evaluated
primarily by VAS. Patients received three injections for peppering
and autologous blood and two for corticosteroid. Follow-up was 6
months.
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At the final 6-month assessment, all of the patients had
experienced improvement of symptoms. Improvements in
the VAS score were recorded as 68% for peppering, 68% for
autologous blood injection, and 65% for corticosteroid injection.
The authors concluded that peppering presented as an effective
alternative treatment to other injection modalities. This was a
small-scale study. The methods were weak in a variety of areas,
ranging from initial diagnostic techniques to methods of final
clinical evaluation. However, it did highlight the evolution of the
peppering technique in podiatric medicine.
The first major study to examine the clinical efficacy of
corticosteroid injection combined with peppering was conducted
by Kalaci et al.51 Their blinded prospective randomized
multicenter study compared four different modes of treatment.
The study has made a major contribution to evidence-based
practice by combining two significant clinical streams: peppering
and corticosteroid injection.
The study included 100 patients diagnosed as having PF. Patients
were equally divided into four groups: group A was treated with
a 2-mL local injection of autologous blood, group B was treated
with a 2-mL local injection of lidocaine with peppering, group
C was treated with a 2-mL local injection of triamcinolone, and
group D was treated with a 2-mL local injection of triamcinolone
with peppering. After treatment, all of the patients were seen at
3 weeks and 6 months. Clinical outcome was defined as the pain
rating 3 weeks and 6 months after injection compared with the
rating before injection. Assessment was based on clinical history
and a standard VAS from 0 to 10 (Table 6).
All of the groups experienced a lower VAS pain score after
injection at follow-up markers. Significantly, the corticosteroid
injection combined with peppering showed the lowest average
VAS score. The reductions were appreciably lower compared with
the other groups.
Indisputably, this trial supports previous studies that have made
the link between corticosteroid injection and their short-term
clinical benefits. Arguably, it has produced evidence for the first
time that the modality combined with a peppering technique has
yielded substantial evidence, albeit short-term, to inextricably link
the two techniques with enhanced clinical outcome.
Sconfienza et al52 go further in their randomized controlled trial
involving 75 patients. Three patient groups of 25 were selected
for ultrasound-guided corticosteroid injection with dry needling,
dry needling only, and conventional injection of corticosteroid.
Patients were assessed with a VAS pain score at baseline and 7,
14, 30, 90, 180, and 360 days after the procedure. Patients treated
with ultrasound- guided corticosteroid injection together with dry
needling had a faster and more permanent decrease in symptoms
compared with the other groups. At the 360-day review, the
average VAS score was 0. They argue that this modality yielded a

Table 6. VAS Scores in the Study by Kalaci et al51
VAS scores
Group

Baseline

3 Weeks

6 Weeks

A (autologous blood)

6.84 (2.27) [3–10]

4.32 (2.93) [0–100]

3.53 (3.06) [0–10]

B (local anesthetic injection with peppering)

6.72 (1.74) [4–10]

4.56 (2.45) [1–10]

3.40 (2.88) [0–10]

C (corticosteroid injection)

6.96 (2.71) [3–10]

3.04 (2.32) [0–7]

1.52 (2.14) [0–6]

D (corticosteroid injection with peppering)

7.24 (2.22) [4–10]

2.20 (2.45) [0–7]

0.96 (1.24) [0–3]

Abbreviation: VAS, visual analog scale.
Data given as mean (SD) [range].

significant short- and long-term positive outcome.
These trials act as a research springboard for further studies to
advance the evidence base to support this key concept and cement
the link with positive clinical outcomes, which will inform
clinical decision making.

Wider Research: Proof of Concept
To broaden and consolidate the theme, a wider perspective
beyond the podiatric medicine context adds depth to the debate.
Coombes et al53 conducted a systematic review examining
the efficacy of corticosteroid injections in the management of
a range of tendinopathies. Eighteen randomized controlled
trials were included with patients experiencing lateral and
medial epicondylalgia, rotator cuff, and Achilles and patella
tendinopathies.
In summary, this review found strong evidence to support the
short-term benefits of corticosteroid injection across a spectrum
of tendinopathies. The intermediate- and long-term benefits were
not established, favoring more conservative therapies.
The overall theme of these findings is supported by GaujouxViala et al.54 This meta-analysis of 20 randomized controlled trials
examined the efficacy of corticosteroid injections for shoulder and
elbow tendinitis. This meta-analysis indicated that evidence from
the trials suggested only short-term effectiveness of corticosteroid
injections. However, this modality targeted tendinitis. The plantar
fascia is a different structure.

Implications for Clinical Practice
Currently, there is no comprehensive clinical guidance published
in England in relation to the overall management of PF.
Clinical opinion and practice vary at the practitioner level, with
no strategic management framework based on evidence-based
medicine. This analysis suggests that the argument has been made

for the wider use of imaging technology from primary diagnosis to
injection delivery and postprocedure monitoring.
Taking a more ‘‘clinically global’’ perspective, these assertions
are supported by recent and revised clinical guidelines published
by the American College of Foot and Ankle Surgeons in 2010.
Thomas et al55 produced a clinical practice guideline based on
consensus of current clinical practice and a review of clinical
research. It advocates the use of corticosteroid injection as a
primary and secondary option in the management of PF. Figure 4
sets out the published clinical pathway for the treatment of plantar
heel pain.

Analysis and Conclusions
This analysis has pulled together streams of existing research,
comparing, contrasting, and evaluating various modes of
corticosteroid injection treatment with a view to establishing
clinical efficacy. It has underscored significant research
deficiencies, a premise supported by McMillan et al,17 who
highlight a marked absence of current high-quality research.
Initial primary research into the efficacy of corticosteroid injection
for PF focused on the delivery of palpation-guided injection.
Studies vary in terms of patient numbers, research duration,
presentation of results, and methodological limitations. Clearly,
the studies are suggestive of the short-term benefits of palpationguided corticosteroid injection.
The importance of imaging as a primary diagnostic indicator and
a method to monitor the efficacy of clinical interventions has
been established.40-42 These studies support the argument to use
imaging more routinely in a podiatric medicine clinical context.
There is also an expanding evidence base to support the efficacy
of image-guided corticosteroid injection17,43,45-48 that promotes the
link with short- and long-term clinical efficacy.
This analysis, overall, suggests that based on current research,
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Figure 4. American College of Foot and Ankle Surgeons revised clinical guidelines (2010). BMI indicates body

mass index; ESWT, extracorporeal shockwave therapy; OTC, over-the-counter.
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there is sufficient evidence supporting the short- and long-term
clinical efficacy of the use of corticosteroid injection in the
treatment of PF.

Strategic Implications – The Need for a
Clinical Pathway
Clinical practice guidelines should be adopted in a similar
approach to those developed in the United States.55 The evidence
base supports the change of thinking. The advancement of
corticosteroid injection as a primary treatment option will lead
to earlier and more consistent intervention and improve clinical
outcome.
The shift in practice has the potential to reduce the burden on
the UK economy in terms of lost time through sickness absence
and to create the opportunity to potentially save clinical time and
finances, allowing for these to be redirected to other frontline
medical services in the National Health Service. Again, a situation
capable of wider replication.

Implications for Future Research
This review has exposed a variety of areas where additional
research will better inform clinical practice. The following are the
major issues:
• Etiological factors relevant to PF need to be better
understood. More specific research is required to isolate the
common and dominant risk factors.
• A greater level of understanding is required in terms of the
pathohistologic basis of this condition. Detailed research is
required.
• The mechanism of action of corticosteroids is not fully
understood in their application to PF. Future research
should target which is the most effective agent to use,
when it should be used, and its frequency of use during
progression of the condition.
• More extensive studies need to be established to strengthen
the evidence base in relation to the long-term clinical
efficacy of this modality, particularly using image-guided
technology.
For full references please visit www.pedorthics.org.

Current Pedorthics

May/June

2014

47

Software Solutions
for Running an
Efficient Practice
By Graham Archer, C. Ped (C)

A

pril 3, 2010. That was the release date for the
first iPad, and on that date, Apple changed the
way we interact with the environment around
us. Today, many of us are doing our banking on
our phones or tablets. More and more retailers
are capturing our information and processing the sale with
a touch screen device. Restaurants are taking our orders
from tablets; medical offices are shifting to EMS's and
the list goes on from industry to industry. People are using
their mobile devices to receive and send emails, connect
through social media, take and share photos, play games, etc.
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What does this mean for pedorthics? If you look at all the
processes, this software can be used to help run your practice
or clinic daily more efficiently. You will see that they are many
time consuming tasks that can be very expensive in the long
run. On any single given day at work, you or your staff will be
scheduling/checking-in a patient; recording their information
in an appointment book or electronic calendar; phone patients
daily to remind them of their upcoming appointment; before
the treatment, ask them to fill out and complete numerous
forms required for updating personal information, insurance
and health surveys and even additional forms you may need to
complete their file. For example, insurance and health surveys
and additional forms like records of all assessment notes you take
during treatment can be uploaded to a POS system. All billing
information, medical certification forms would be easy to locate,
making scheduling patients for future visits even smoother.

functions and have the ability to expand as your work expands.
Not just perform a single function, but also have the ability to
expand as your work expands.

There is a lot of redundancy in these processes. Many of them
can be solved by using an electronic program designed just for
pedorthists to fit their needs. Switching to an electronic program
can create a more efficient work environment. However, if used
effectively, it will help you grow your clinic and increase your
business. If you are not familiar with using electronic systems
to run the back-end of your clinic or practice, you will discover
it can accommodate the information flow in these major
management areas:

Upgrades on downloadable software can be cumbersome and
time consuming while they are generally seamless on web
systems. Downloaded software can offer you the peace of mind
that your files are on site. If this is an important factor, then also
consider a web based program that allows the downloading of
files into a format that can be stored as a back up on a computer.

•
•
•
•
•
•
•

Patient intake/scheduling
Clinical assessment
Form creation and editing
Billing
Inventory
Communicating to referrers
Customer relations and ongoing communication

It is important that you spend some time evaluating your clinics
and practice needs before researching out software that has the
features that work for you. Your software should serve multiple

Software programs available can come in a couple of different
forms for application. There are those software programs that
can be downloaded directly onto a computer and web programs
that can be accessed and downloaded directly from a website
from the internet. Both capabilities have their pros and cons.
Each aspect should be evaluated before purchasing. Web based
programs allow you the flexibility to access your files from
multiple computers or tablets and increase the flexibility to have
multiple users on the system at the same time. Downloaded
software is only as secure as the computer that it is on. A
computer crash or loss can mean the loss of very valuable and
sensitive files and company information.

Let's now consider the use of the latest technology and
incorporating an electronic program into a pedorthic practice.
Today's tablet computers allow a pedorthist to manage and run
their clinic with a very small, light weight and portable device.
Using a single device, a pedorthist is not only able to do all their
scheduling, patient input, clinical notes and file creation, but
also to capture photos, videos, patient signatures and upload
this information directly to the patient’s file. They can also
take advantage of the multitude of apps that have already been
created to process videos, edit photos, create forms and perform
other tasks that are needed by a clinical pedorthist.
Combining today's technology and an electronic clinical
program, a pedorthist has never had so much power to efficiently
run and grow their business. The cost to make the change is
minimal. The time required to implement an electronic system

If you look at all the processes, this software can be used to help run
your practice or clinic daily more efficiently. You will see that they
are many time consuming tasks that can be very expensive in the
long run.
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Reimbursement&codingNews

Common Errors on
CMS-1500 (Version
02/12) Claim Form
The CMS-1500 claim form has been updated to accommodate
ICD-10 requirements. The revised version (02/12) has had
several modifications that if not
addressed may result in claim denials
or improper payment. Below are
common errors DMEMACs are seeing
on paper claims.

Helpful Hints to Improve
Claim Processing

limited to: descriptions after a diagnosis code, descriptions after
a procedure code, any stamped information such as “Corrected
Claim” in Item 24, addresses in the margins around the
claim form, circling information or using an arrow to indicate
important information.
Use the Correct Mailing Address – Using the address that
is appropriate for the claim will assist in timely processing.
Mailing the claim to the incorrect address can cause delays in

t
r
o
f
m
o
C
Finn

Use a Legible Font – Use a size 10 or
12 font in Courier New style, making
sure information is properly aligned on
the form.
Gomera

Remove all Staples – Remove all
staples, paper clips, or binder clips
from claims and attachments. These
items may prevent the scanner from
properly imaging the claim and
corresponding attachments as well as
slow down their processing.
Remove all Sticky Notes and Stickers
– Sticky notes and stickers are often
used to convey additional information
but often cover information needed for
the processing of the claim resulting
in additional processing time. Avoid
using sticky notes and stickers. Any
additional information about the claim
should be included on an attachment.
Don’t Highlight Information –
Although highlighting information
is intended to make elements on a
claim stand out, it has the reverse
affect. When scanned, this information
cannot be processed as it appears to be
blacked out. Do not use highlighters
on paper claims.
Refrain from Extraneous Information
– Extraneous information on the
claim adds additional time to the
processing of a claim. Extraneous
information can include but is not
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Finn Comfort footwear provides extraordinary
anatomical support and exhilarating natural comfort while
promoting good health and well-being. Meticulously
handcrafted in Germany and highly recommended by
leading foot health specialists worldwide.

info@finncomfort.com

Reimbursement&codingNews

processing or possible denials. If Part B,
DME, and/or Part A claims need to be
submitted, do not submit them in the
same envelope. Include only one type
of claim per envelope.
Additional information and tips can
be found on the Noridian website at
www.noridianmedicare.com/dme/news/
docs/2014/02_feb/common_errors_
on_0212_paper_claim_form.html for
Item visuals and completion details
about the following:
Item 17 – Name of Referring Provider
or Other Source
Item 21 – Diagnosis or Nature of
Illness or Injury
Item 24E – Diagnosis Pointer

Implementation
of FingerprintBased
Background
Checks
As part of the enhanced enrollment
screening provisions contained in the
Affordable Care Act, the Centers for
Medicare & Medicaid Services (CMS)
is implementing fingerprint-based
background checks. The fingerprintbased background checks will be
used to detect “bad actors” who are
attempting to enroll in the Medicare
program, and to remove those currently
enrolled. Once fully implemented, the
fingerprint-based background check
will be completed on all individuals
with a 5 percent or greater ownership
interest in a provider or supplier that
falls under the high risk category.
The high level of risk category will be
applied to providers and suppliers who
are newly enrolling Durable Medicare
Equipment, Prosthetics, Orthotics,
and Supplies (DMEPOS) suppliers or
Home Health Agencies (HHA). It will

also apply to providers and suppliers
who have been elevated to the high
risk category in accordance with
enrollment screening regulations.
The fingerprint-based background
check implementation will be phased
in beginning in 2014. Initially, not all
providers and suppliers in the “high”
level of risk category will be a part
of the fingerprint-based background
check requirement.
Applicable providers and suppliers will
receive notification of the fingerprint
requirements from their MAC. The
MAC will send a notification letter to
the applicable providers or suppliers
listing all 5% or greater owners who
are required to be fingerprinted. The
notification letter will be mailed to the
provider or supplier’s correspondence
address and the special payments
address on file with Medicare.
Generally, an individual will be
required to be fingerprinted only once,
but CMS reserves the right to request
additional fingerprints if needed.
The relevant individuals will have 30
days from the date of the notification
letter to be fingerprinted. If the
provider or supplier finds a discrepancy
in the ownership listing, the provider
or supplier should contact their MAC
immediately to report the discrepancy
and take appropriate action to update
the enrollment record to correctly
reflect the ownership information.
The notification letter will identify
contact information for the
Fingerprint-Based Background
Check Contractor (FBBC). The
relevant individual(s) are required
to contact the FBBC prior to being
fingerprinted to ensure the fingerprints
are accurately submitted to the Federal
Bureau of Investigation (FBI) and
results are properly returned to CMS.
Contact information for the FBBC
will be provided in the notification
letter received from the MAC. Once
contacted, the FBBC will provide
at least three fingerprint locations
convenient to the relevant individual’s

We do
Custom
AFO's
•Gauntlets•
•Richie Braces•
•Richie OTCs•

Call today to get started!
800-556-3668
Current
Pedorthics May/June 2014
klmlabs.com
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location. One of these locations will be a local, state, or federal
law enforcement facility.

CMS. CMS will assess the recommendation and make a final
determination.

The relevant individuals who are required to undergo the
fingerprint-based background check will pay the cost of having
their fingerprints taken, and the cost may vary depending on
location. Once an individual has submitted his/her fingerprints,
if that individual is subsequently required to undergo a
fingerprint-based background check in accordance with 42
CFR 24.518(c), CMS will, to the extent possible, rerun the
fingerprint-based background check rather than requiring
resubmission of fingerprints.

All fingerprint data will be stored according to:

Fingerprinting can be completed on the FD-258 form or
electronically at certain locations. CMS strongly encourages all
required applicants to provide electronic fingerprints, but CMS
will accept the FD-258 card instead. If the FD-258 form is
submitted, the FBBC will convert the paper form to electronic
submission to the FBI.
Once the fingerprint process is complete, the fingerprints will
be forwarded to the FBI for processing. Within 24 hours of
receipt, the FBI will compile the background history based
on the fingerprints and will share the results with the FBBC.
CMS, through the FBBC, will assess the law enforcement
data provided for the fingerprinted individuals. The FBBC will
review each record and provide a fitness recommendation to

• Federal requirements;
• FBI Security and Management Control Outsourcing
Standards for Channelers and Non-Channelers; and
• The FBI Criminal Justice Information Services (CJIS)
Security Policy.
The FBBC will maintain Federal Information Systems
Management Act (FISMA) certification and comply with
the FBI (CJIS) Security Policy. All data will be secured in
accordance with the Privacy Act of 1974 and the FBI CJIS
Security Policy.
CMS will rely on existing authority to deny enrollment
applications and revoke existing Medicare billing privileges if
an individual who maintains a 5% or greater direct or indirect
ownership interest in a provider or supplier has submitted
an enrollment application that contains false or misleading
information. Providers or suppliers will be notified by CMS
if the assessment of the fingerprint-based background check
results in the denial of its enrollment application or revocation
of its existing Medicare billing privileges.

The Helping Ensure Life- and Limb-Saving Access to
Podiatric Physicians (HELLPP) Act
On April 25, 2013 HR 1761, at the behest of the American
Podiatric Medical Association (APMA), and supported by the
Pedorthic Footcare Association (PFA) The Helping Ensure Lifeand Limb-Saving Access to Podiatric Physicians (HELLPP)
Act, was introduced in the U.S. House of Representatives by
Congressman Lee Terry (NE-2). Unlike previous DPM access
legislation that has focused solely on rectifying the exclusion of
podiatrists from Medicaid, the bi-partisan supported HELLPP
Act includes multiple comprehensive reforms that will help
pedorthists alleviate some of the burden associated with current
Medicare documentation requirements.
The HELLPP Act would accomplish three important goals:
• Clarify and improve coordination of care in Medicare's
Therapeutic Shoe Program for Patients with Diabetes (TSD)
—The current process and Medicare contractor requirements
for determining eligibility for Medicare’s Therapeutic Shoe
Program for Patients with Diabetes, and for furnishing this
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medically necessary benefit, are unnecessarily burdensome
and frequently bogged down, leading to frustration on the
part of the certifying physician, prescribing doctor, and the
pedorthist and other suppliers. These clarifications would
allow each member of the collaborative team—MD/DO,
DPM, and supplier—to work together more effectively and
seamlessly on behalf of diabetic patients, resulting in less
patient confusion, less provider frustration, and fewer office
visits for the Medicare system.
• Strengthen Medicaid program integrity—By closing a
loophole that allows tax-delinquent Medicaid providers to
still receive full Medicaid reimbursements, this provision will
save the Medicaid system money and more than offset any
additional federal budget costs associated with the inclusion
of podiatrists. Such a mechanism already exists in Medicare
and could potentially save billions of dollars for the public
health-care system.

GOVERNMENTAFFAIRS

• Recognize podiatrists as physicians under Medicaid—A
chief goal of APMA’s Vision 2015, recognizing podiatrists
as physicians, would finally bring Medicaid into line with
Medicare (and a majority of US health-care delivery systems)
and ensure Medicaid patients have access to care by the best
educated and trained providers of foot and ankle care.
The net result of implementing these changes would be drastic
improvements to patient access to quality foot and ankle care
and tremendous savings for the Medicaid system.
At press time, the legislation had 65 co-sponsors in the House.
A companion bill, S. 1318 was introduced in the Senate by Senator
Charles Schumer of New York and currently has seven co-sponsors:
Sen Cardin, Benjamin L. [MD]
Sen Grassley, Chuck [IA]
Sen Harkin, Tom [IA]
Sen Heinrich, Martin [NM]
Sen Merkley, Jeff [OR]

PFA strongly supports this legislation and needs your help in
advancing it. It is absolutely critical that you contact your Member
of Congress by letter and/or phone call to request that they sign on
as a co-sponsor to this important bill. If your Member has already
signed on, please contact their office – again by letter and/or phone
call - to thank them for their support and explain the positive
impact that it will have on your patients – and their constituents –
as well as your ability to continue to provide critical services under
the TSD. After you have made contact, please let PFA know of
your contact and their response via a quick e-mail message to
info@pedorthics.org. If the legislation remains unpassed when
the 113rd Congress adjourns later this year, the entire process will
need to begin again when the 114th Congress convenes in January
2015.
To reach your Congressional Representative by phone, dial the
House Switchboard at (202) 225-3121 and ask for your Member’s
office. To obtain your Member’s office mailing address at the
Capitol, visit the House website at http://house.gov/representatives/.
To reach your Senator, dial the Senate Switchboard at (202) 2243121, and ask for your Senator’s office. To obtain your Senator’s
office mailing address at the Capitol, visit the Senate website at
http://senate.gov/general/contact_information/senators_cfm.cfm
PFA will continue to keep you updated on this important bill as
it moves through the legislative process with updates in Current
Pedorthics magazine, the PFA website and PFAOnline.

Sen Shaheen, Jeanne [NH]
Sen Stabenow, Debbie [MI]

House Co-Sponsors for HELLPP Act
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Rep Bachmann, Michele [MN-6]
Rep Barrow, John [GA-12]
Rep Bishop, Sanford D., Jr. [GA-2]
Rep Blumenauer, Earl [OR-3]
Rep Bonamici, Suzanne [OR-1]
Rep Braley, Bruce L. [IA-1]
Rep Brooks, Susan W. [IN-5]
Rep Butterfield, G. K. [NC-1]
Rep Calvert, Ken [CA-42]
Rep Clay, Wm. Lacy [MO-1]
Rep Connolly, Gerald E. [VA-11]
Rep Crawford, Eric A. "Rick" [AR-1]
Rep Davis, Rodney [IL-13]
Rep DeFazio, Peter A. [OR-4]
Rep DeGette, Diana [CO-1]
Rep Dingell, John D. [MI-12]
Rep Enyart, William L. [IL-12]
Rep Frankel, Lois [FL-22]
Rep Franks, Trent [AZ-8]
Rep Garamendi, John [CA-3]
Rep Guthrie, Brett [KY-2]
Rep Hastings, Alcee L. [FL-20]

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Rep Heck, Joseph J. [NV-3]
Rep Johnson, Bill [OH-6]
Rep Kildee, Daniel T [MI-5]
Rep Kind, Ron [WI-3]
Rep King, Peter T. [NY-2]
Rep King, Steve [IA-4]
Rep Kuster, Ann M. [NH-2]
Rep Latham, Tom [IA-3]
Rep Loebsack, David [IA-2]
Rep Lofgren, Zoe [CA-19]
Rep Lujan Grisham, Michelle [NM-1]
Rep Matsui, Doris O. [CA-6]
Rep McCollum, Betty [MN-4]
Rep McNerney, Jerry [CA-9]
Rep Moore, Gwen [WI-4]
Rep Moran, James P. [VA-8]
Rep Negrete McLeod, Gloria [CA-35]
Rep Peters, Gary C. [MI-14]
Rep Petri, Thomas E. [WI-6]
Rep Pocan, Mark [WI-2]
Rep Ribble, Reid J. [WI-8]
Rep Roe, David P. [TN-1]

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Rep Rogers, Harold [KY-5]
Rep Ruppersberger, C. A. Dutch [MD-2]
Rep Rush, Bobby L. [IL-1]
Rep Sarbanes, John P. [MD-3]
Rep Schakowsky, Janice D. [IL-9]
Rep Schiff, Adam B. [CA-28]
Rep Schrader, Kurt [OR-5]
Rep Scott, David [GA-13]
Rep Shea-Porter, Carol [NH-1]
Rep Slaughter, Louise McIntosh [NY-25]
Rep Speier, Jackie [CA-14]
Rep Swalwell, Eric [CA-15]
Rep Titus, Dina [NV-1]
Rep Tonko, Paul [NY-20]
Rep Tsongas, Niki [MA-3]
Rep Vargas, Juan [CA-51]
Rep Walden, Greg [OR-2]
Rep Wenstrup, Brad R. [OH-2]
Rep Whitfield, Ed [KY-1]
Rep Wilson, Joe [SC-2]
Rep Wittman, Robert J. [VA-1]
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pedorthicEducation

Editor’s note: The listings provided in
the Pedorthic Education Calendar are
provided as an informational service.
Inclusion of a course in this listing
does not imply endorsement or support
by the Pedorthic Footcare Association.
Students and others considering
courses are alone responsible to
conduct due diligence when selecting
their education provider.

May 8-9

July 25-27

PFA's Diabetic Footwear Medicare
Billing Documentation Hands-on
Workshop

Custom Foot Orthoses Fabrication

Sponsored by Dr. Comfort
Mequon, WI
Contact PFA at (703) 610-9035, or visit www.
pedorthics.org for more information

May 13
Upon Request
Eneslow Pedorthic Institute
470 Park Avenue South @ 32nd Street, New York,
NY
1-on-1 Training & Tutoring Program, Individual
and Small Group Program, One Day Review for
Pre-Certification Exam.
Contact: Sarah Goldberg, (212) 477-2300 ext 211
or sarah@eneslow.com or visit www.eneslow.com/
epi

Courses
Robert M. Palmer M.D., Institute of
Biomechanics

Live Webinar: Back to Basics: Using
Shoe Modifications in Your Pedorthic
Practice,
7 PM -8:30 PM Eastern
Presented by Erick Janisse, CO, C. Ped.
Contact PFA at (703) 610-9035, or visit www.
pedorthics.org for more information

June 11-12
Diabetic Footwear Medicare Billing
Documentation Hands-on Workshop
PFA's Diabetic Footwear Medicare Billing
Documentation Hands-on Workshop
Nashville, TN

Contact Pam Haig, (765) 557-7216;
pam@pedorthicbiomechanics.org; www.
pedorthicbiomechanics.org

7 PM - 8 PM Eastern
Presented by Erick Janissee, CO, C. Ped.

5115 Oak Grove Rd., Evansville, Ind. SAFIO
Class and Wax and Sand Casting Class, held on an
as-needed basis. Contact Charlesat 800-331-8040,
extension 102.

Send your industry news to the
CURRENT PEDORTHICS editor
at editorial@pedorthics.org.
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August 29-31
Extreme Pedorthics: Managing
Difficult and Challenging Feet
Pedorthic Footcare Association and National
Pedorthic Services, Inc.
National Pedorthic Services, Inc., Milwaukee, WI
Contact PFA at (703) 610-9035, or visit www.
pedorthics.org for more information

September 2014

September 12-14
International Pedorthic Symposium
(IPS-14)
Pedorthic Association of Australia
Geelong, (Melbourne) Victoria, Australia
Visit www.pedorthics.org.au for more information

June 24
Live Webinar: Pedorthic Management
of Forefoot Deformities and
Conditions

Contact PFA at (703) 610-9035, or visit www.
pedorthics.org for more information

June 27-29
A Hands-on Approach to Footwear
Modifications
Pedorthic Footcare Association and National
Pedorthic Services, Inc.
National Pedorthic Services, Inc., Milwaukee, WI
Contact PFA at (703) 610-9035, or visit www.
pedorthics.org for more information

Do You Have Some News?

Contact PFA at (703) 610-9035, or visit www.
pedorthics.org for more information

JUNE 2014

Contact PFA at (703) 610-9035, or visit www.
pedorthics.org for more information

Riecken’s Orthotic Labs

Pedorthic Footcare Association and National
Pedorthic Services, Inc.
National Pedorthic Services, Inc., Milwaukee, WI

August 2014

1601 Main St., Elwood, IN
Courses providing pedorthic education for the
retail, clinical or biomechanical knowledge seeking
pedorthist. Also offering traveling courses to
your area. Course dates for Levels 1-3 in a variety
of locations in the United States, Hong Kong,
Mainland China and Korea are available.

Monthly

JUly 2014

MAY 2014

OCTOBER 2014

October 24-26
Pedorthic Footcare Association
55th Annual Symposium & Exhibition
Hilton Orlando Lake Buena Vista (located
within Walt Disney World)
Orlando, FL
Contact PFA at (703) 610-9035, or visit www.
pedorthics.org for more information

MarketPlace

HELPWANTED

Pedorthotist
Specialty retail shoe store in Annapolis, MD is
seeking a F/T manager to run our operation.
Health, 401K, store discount, competitive salary
with commission. Email resume and cover letter
to mokane@podiatrygroup.us.

Looking for a Certified Pedorthist for Vancouver, WA
and Gresham, OR
Retail environment, will work with insurance
patients, and also retail sales of orthotics
and shoes. Need to be enthusiastic, detail
oriented, and have a compassion for people.
Compensation based on experience. Send your
resume to Derek@archfitters.com.

Certified Pedorthist
or Orthotist
Long established full service Clinical/Retail
Pedorthic and Orthotic office in upstate NY.
Specializing in lower extremity Orthoses and
Pedorthics.
Management experience a plus.
Contact: dave@footperformance.com

PFA IS LOOKING
FOR A FEW GOOD
PROFESSIONALS
Did you know pedorthic and health care
practitioners, who submit an article or research
abstract/research paper, are eligible to earn one
or more CEU/CEP Credits towards keeping
their professional certification current when
accepted and published in our magazine?
The Pedorthic Footcare Association (PFA)
offers our members and other affiliated
healthcare professionals an additional way to
earn their mandatory Continuing Education
Units/Continuing Education Points. After
successful publication of your submitted article
or abstract/research paper, our staff or you
can report your publication to many of the
numerous professional health associations and
certification/accreditation organizations that
recognize publication as a means to earn your
certification credits.*
For more details, contact Margaret Hren,
Editor of Current Pedorthics magazine at (703)
610-0243 or by email at margaret@pedorthics.

Like us on

Follow us on

Follow us on

Follow us on
O and P

org .
*Credit value is determined by the certification/
accreditation organization, not PFA.
Current Pedorthics
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Products&services

This reference guide is intended solely to make it easier for individuals, facilities and companies to locate pedorthic products. Companies
listed in the guide are PFA vendor/manufacturer members. Companies may produce additional products beyond those listed, and most
companies are pleased to provide additional information on request. As a courtesy to our readers, Current Pedorthics has noted the year
the company joined PFA in parentheses after the company’s name. Inclusion in this list does not suggest or imply PFA endorsement
of companies or products. Vendor/Manufacturer members are encouraged to keep their listing up-to-date. To arrange changes in your
company’s listing, email info@pedorthics.org.
Bunion Bootie (2014)
Acor (1979)
Custom and comfort footwear, inserts and
materials. Originator of Tri-Lam and P-Cell.
Cleveland, OH
Phone: (800) 237-2267
Fax: (216) 662-4547
Email: email@acor.com
Website: www.acor.com

Aetrex Worldwide, Inc. (1973)

Amfit Inc. (1996)
Since 1977, Amfit has elevated custom
foot orthotics in the computer age. From
diabetic care to professional athletes and
beyond – Amfit 3D contact technology
offers innovative, user-friendly tools to
create the exact results you desire. From
small scale operations to large labs. Where
technology fits. Perfectly. Amfit is your
custom foot orthotic partner.
Vancouver, WA
Phone: (800) 356-3668
Fax: (360) 566-1380
Email: sales@amfit.com
Website: www.amfit.com

Aetrex Worldwide has been a supplier of
footcare products for 60 years. Aetrex’s
brands include Aetrex® and Apex Footwear,
Lynco® Orthotics, iStep® and raw materials.
Teaneck, NJ
Phone: (800) 526-2739
Fax: (201) 833-1485
Email: info@aetrex.com
Website: www.aetrex.com

Affinity Insurance Services,
Inc. (1998)
Affinity Insurance Services administers
the PFA product and malpractice
liability insurance program. Designed for
pedorthists, insurance protection can be
customized for each‑PFA member.
Chicago, IL
Phone: (800) 544-2672
Fax: (312) 922-9321

Akaishi (2013)
Akaishi strives to provide an unfailing
level of comfort and satisfaction to each
customer.
After years of research into the structure
of women’s feet and legs, AKAISHI has
discovered the key to long term foot care
and health. Through rigorous functional
testing, each line of Akaishi products is
able to afford wearers with unsurpassed
comfort and support. Following
overwhelming success in Japan, AKAISHI
aims to bring comfort and health to the
feet of women throughout the world.
Gardena, CA
E-mail: kurato.sato@akaishiusa.com
Website: www.akaishiusa.com

Bestsole, Inc. (2010)
We manufacture and distribute a glycerinefilled, therapeutic, massaging insole.
Our insoles will massage your feet and
increase circulation to your feet. They
are also excellent shock absorbers for
your feet, knees, hips and back. One
pair fits in all shoes. Our insoles are
machine washable. We offer a two-year
replacement warranty. Our insoles have
always been made in the USA. Visit our
website for additional products.

Say good-bye to painful rigid splints, pads
that do not stay in place, and spacers that
are difficult to walk in. Bunion Bootie is
the complete bunion treatment package;
protective, supportive, comfortable, and
not to mention, discreet. Truly one-of-akind in the world of bunion treatments.
The newest in bunion treatment to help
manage your bunion pain and best of all it doesn’t involve surgery!
San Luis Obispo, CA
Phone: (877) 208-4540
Email: Lisa@BunionBootie.com
Website: www.BunionBootie.com

Boynton Beach, FL
Phone: (866) 301-3338
Fax: (561) 547-4684
Email: bestsole3@bellsouth.net
Website: www.massaginginsoles.com

Brooks Sports, Inc. (2001)
Apis Footwear Company
(2000)
Mt. Emry therapeutic line - accommodate,
never correct! We have the shoes to
accommodate charcot, edema, hammer
toes, bunions & RA. Whether for depth,
width or even for shape, select from our
variety of styles to fit that special foot of
your patient.
S. El Monte, CA
Phone: 626-448-8905
Fax: 626-448-8783
E-mail: sales@apisfootwear.com
Web site: www.bignwideshoes.com

Arizona AFO, Inc. (2003)
Arizona AFO manufacturers a line of
medical ankle braces for the treatment of
foot disorders. The Arizona AFO line is used
by physicians and practitioners as a way to
increase mobility, avoid pain, avoid surgery
and provide a better quality of life.
Mesa, AZ
Phone: (480) 222-1580
Fax: (480) 461-5187
Email: don@arizonaafo.com
Website: www.arizonaafo.com

Bintz Company, Inc. (1991)
Distributor of pre-molded orthotics, comfort
foot products, fitting aids and sheet
goods. Products from Birkenstock, Birko
Orthopadie, Pedag, Powerstep, Spenco,
Pedifix, Knit-Rite, Hapad, Rieckens PQ
and more.
Wheaton, IL
Phone: (800) 235-8458
Fax: (630) 653-5077
Email: bintz@bintzco.com
Website: www.bintzco.com

Birkenstock USA, LP (1990)
U.S. distributor of Birkenstock sandals,
shoes, clogs and arch supports, and also
representing Footprints shoes and Birko
Orthopadie arch supports.

Brooks Sports, Inc., is proud of our hardearned reputation for engineering footwear
that provides the perfect ride for every stride.
Brooks works to ensure that all of our footwear
products meet the biomechanical needs of
runners, enhance comfort, and aid in the
prevention of running-related injury. We’re
dedicated to reducing running injury risk and
have aligned ourselves with some of the top
researchers around the work to tackle this.
Bothell, WA
Phone: (800) 2-BROOKS
Fax: (425) 483-8181
Email: shoeguy@seattleshoe.com
Website: www.brooksrunning.com

C.N. Waterhouse Leather Co.,
Inc. (1998)
Manufacturer and distributor of fine
leathers, woolskins, suede pig-skins,
sheet goods and adhesives for use in
the pedorthic footwear and orthopedic
industries.
Hyannis, MA
Phone: (800) 322-1177
Fax: (508) 771-2300
E-mail: info@waterhouseleather.com
Website: www.waterhouseleather.com

Novato, CA
Phone: (800) 949-7301
Fax: (415) 884-3250
Email: kwiltz@birkenstockusa.com
Website: www.birkenstockusa.com

Dr. Comfort (2004)
Dr. Comfort manufactures, warehouses and
distributes the finest quality extra-depth
shoes for diabetics or patients who need
quality comfort shoes.
Mequon, WI
Phone: (800) 992-3580
Fax: (262) 242-9300
Email: info@drcomfort.com
Website: www.drcomfort.com
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Drew Shoe Corporation
(1968)
Men’s and women’s depth and comfort
footwear in over 150 sizes.
Lancaster, OH
Phone: (800) 837-3739
Fax: 740-654-4979
Email: customerservice@drewshoe.com
Website: www.drewshoe.com

Finn Comfort (1993)
Luxury comfort footwear. Men’s and
women’s walking shoes, sandals and boots
featuring removable/modifiable orthopedic
footbeds. Hand-crafted in Germany.
Thousand Oaks, CA
Phone: (805) 375-0038
Fax: (805) 375-0848
Email: info@kannercorp.net
Website: www.finncomfort.com

Foot Solutions (2012)
Feet are your foundation for life. At Foot
Solutions, we use the most advanced
technology combined with a full
understanding of biomechanics of feet
and gait, along with the highest quality
footwear on the planet to fit your unique
feet. Through our customized solutions,
we will improve your comfort and body
alignment and help you achieve better
health through your feet.
Marietta, GA
Phone: (888) FIT-FOOT
Fax: (770) 953-6270
Website: www.footsolutions.com

Goodhew, LLC (2012)

Justin Blair & Company (2001)

Goodhew, a leader in the ModernCraft
movement, spins fresh designs, natural
performance yarns, and the heritage of
American craftsmanship to create high
performance socks for the everyday world.
Goodhew: a sock for every walk in the
walk of life.

Manufacturer of Ralyn Shoe Care and
Backroom Supplies and NightCare Foot
Care. Distributor for Aetrex, Acor, Darco,
Herbal Concepts, Pedifix, Swede-O, Silipos
and Therafirm.

Chattanooga, TN
Phone: 423-643-0821
Fax: 423-643-0825
E-mail: eeckardt@goodhew.us.com
Web site: http://www.goodhew.us.com

Guard Industries, Inc. (1996)
Components for shoe care, foot comfort,
orthotics and prosthetics. Complete listing
of available products will be sent upon
request.
St. Louis, MO
Phone: (800) 535-3508
Fax: (314) 534-0035
Email: guard@il.net
Website: www.guardmfg.com

Haflinger/Highlander
(Gerda Hoehm) (1999)
Boiled wool slippers, latex arch support,
felt and leather clogs, cork molded footbed.
Highlander is Gerda Hoehm’s new highquality comfort line with a removable
footbed. Both Haflinger and Highlander are
made in Germany.
New York, NY
Phone: (212) 949-6767
Fax: (212) 949-8833
Email: haflingerny@worldnet.att.net

Hapad, Inc. (1988)
Frankford Leather Company,
Inc. (1997)
Frankford Leather Co., Inc., is your single
source supplier for your pedorthic shoe
repair and shoe store supply needs. In
stock, more than 8,000 products are
available for immediate shipment.
Representing major brands and lines
like Vibram, Soletech, Spenco, Powerstep,
Pedifix, Pedors, Orthofeet, Kiwi; shoe
care, adhesives, leather and more. Free
catalog available.
Bensalem, PA
Phone: (800) 245-5555
Fax: (215) 244-4411
Email: sales@frankfordleather.com
Website: www.frankfordleather.com

Gadean Footwear (2010)
Gadean Footwear is the largest orthopaedic
shoemaker in Australia. Gadean Footwear
provides retailers with washable slippers,
motion shoes, fashion shoes, depth shoes,
removable insole sandals and many more
products.
Malaga, Western Australia, Australia
Phone: 61-8-92486533
Fax: 61-8-92486711
Email: info@gadeanfootwear.com.au
Website: www.gadeanfootwear.com.au
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Hapad is a leading manufacturer of 100%
natural wool felt foot products and sports
replacement insoles used for conservative
management of common, painful foot
complaints. Correctly skived and adhesive
backed for a quick and easy fit, Hapad
products are an affordable alternative to
custom made devices or they can be used
to make custom modifications.
Bethel Park, PA
Phone: (800) 544-2723
Fax: (800) 232-9427
Email: info@hapad.com
Website: www.hapad.com

ING Source, Inc. (2013)
ING Source, Inc. is a consumer health
and medical device manufacturer selling
products world-wide. Our origins were
in design, development, sourcing and
marketing consulting. ING Source holds
several patents, and is the creator of the
innovative OrthoSleeve Branded products
of FS6 Compression Foot Sleeve; CS6
Compression Calf Sleeve; KS6 Patella
Knee Sleeve; ES6 Compression Elbow
Sleeve; and the DermaSox Foot Treatment
System. ING Source also offers OEM for
compression wear and orthopedic support
in sports, rehabilitation and Diabetic Foot
Care to numerous premium brands.
Hickory, NC
Phone: (877) 647-0386
Fax: (877) 635-1521
E-mail: dhiggins@ingsource.com
Website: www.ingsource.com

J.H. Cook & Sons, Inc. (2004)
Shoe modification components, foot
comfort products and shoe repair supplies.
Products from Aetrex, Spenco, Vibram and
Soletech.
Granite Quarry, NC
Phone: (704) 279-5568
Fax: (704) 279-5261
Email: jhcooka@windstream.net

Phone: (800) 566-0664
Fax: (773) 523-3639
Email: orders@justinblair.biz
Website: www.justinblairco.com

KLM Laboratories (2006)
An industry leader in the manufacture of
foot orthotics and insoles, specializing in
custom orthotics, pre-fabricated orthotics,
orthotic insoles and orthotic materials.
Valencia, CA
Phone: (800) 556-3668
Fax: (800) 556-3338
Email: cservice@klmlabs.com
Website: www.klmlabs.com

Klogs-USA (2007)
Sullivan, MO
Phone: (573) 468-5564
Fax: (573) 468-5560
Email: jennifer@latitudesinc.com

Lord Custom Molded Shoes,
Inc. (1994)
Jerry Miller I.D. Shoes, Inc.
(1977)
Jerry Miller Shoes extensive custom-molded
shoemaking experience has also been
applied to a new family of custom AFOs Buffalo Brace. Both shoes and braces
feature state-of-the-art CAD technology,
high quality glove leather, various color
options and a choice of closure methods.
Jerry Miller Shoes and Buffalo Brace. For all
walks of life!
Buffalo, NY	
Phone: (800) 435-0065
Fax: (716) 881-0349
Websites: www.jerrymillershoes.com and
www.buffalobrace.net

Honeywell Safety Products
(2013)
NEOS overshoes provide a tough barrier
between everyday footwear and the
harsh elements of nature. Wear over your
favorite, comfortable shoes or boots with
confidence that feet and footwear will
stay warm and dry. NEOS are extremely
lightweight and easy to get on and off.
With different heights, insulation and
traction to offer the right amount of
protection, NEOS has you covered.

JMS Plastics Supply (1992)

Smithfield, RI
Phone: (401) 757-2503
Fax: (401) 233-7641
E-mail: jennifer.stritzinger@honeywell.com
Website: www.overshoe.com

Neptune, NJ
Phone: (800) 342-2602
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Chicago, IL

JMS is your ONE source for all your
fabricating materials, insoles and diabetic
shoes. We carry JMS 500, polypropylene
and co-polymer in sheets and precut plates, along with J-Foam in many
durometers and colors.

Fax: (732) 918-1131
E-mail: sales@jmsplastics.com
Website: www.jmsplastics.com

Fashionable custom-molded shoes for
men, women, and children. Guaranteed fit
and service.
Bohemia, NY
Phone: (800) SHOES11
Fax: (516) 471-3090

mediUSA, LP (2013)
Our company slogan “medi. I feel better.”
reflects our view of ourselves as a partner
to everyone who operates in the medical
aids market
With our products and technologies, we
would like to make people’s lives easier,
better and more comfortable. We aim to
do this by meeting the different needs
of all our customers, every day and
throughout the world.
“I feel better” is therefore a promise that
becomes a reality with medi, because
we offer indication-specific and effective
product solutions to the highest standards,
which, with the help of our pioneering,
individual concepts and dense customer
service network, can be provided wherever
they are needed.
Whitsett, NC
Phone: (800) 633-6334
Fax: (888) 570-4554
E-mail: edw@mediusa.com
Web site: www.mediusa.com
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Mephisto (1998)

Renia GmbH (2001)

With worldwide headquarters in Sarrebourg,
France, MEPHISTO - the WORLD’S FINEST
FOOTWEAR, was founded more than 40
years ago by Martin Michaeli. Mephisto has
a loyal following and a strong international
reputation for comfort and quality. Its highquality handcrafted footwear styles include
sandals, boots, clogs, dress and classic
walkers, as well as the ergonomic brand,
Mobils. In recent years, the company also
introduced the more athletic inspired brand,
Allrounder by Mephisto and their latest
collection with superior toning technology,
Sano by Mephisto.

Specially designed adhesives and
components for the shoe industry, shoe
repair trade, and O & P industry.

Franklin, TN
Phone: 800-775-7852
Fax: 615-771-5935
E-mail: info@mephistousa.com
Web site: http://www.mephisto.com/

PediFix, Inc. (2001)
Foot specialists since 1885, PediFix is
the only fourth generation, family-owned
business in the pedorthic industry. Choose
from more than 150 quality foot treatment
products, including a unique OTC line
guaranteed to generate cash sales,
keystone profits and doctor referrals, an
assortment of both traditional and exclusive
Visco-GEL foot pads and cushions, new
dermatology products, GelStep silicone
insoles and orthotics, Diabetic Solutions
Socks, PediPlast and more. 15 new
products are being introduced this year.
Contact PediFix today for a free color
catalog.

Miami Leather Company
(2001)
Wholesaler to the orthopedic, prosthetic,
retail shoe and shoe repair trades. Wide
variety of products.

Brewster, NY
Phone: (800) 424-5561
Fax: (845) 277-2851
Email: sales@pedifix.com
Website: www.pedifix.com

Miami, FL
Phone: (305) 266-8328
Fax: (305) 266-8728
Email: sales@miamileather.com
Website: www.miamileather.com

New Balance, headquartered in Boston, MA
supports a family of brands including New
Balance, Aravon, Dunham, PF Flyer, Warrior
and Brine. All brands specialize in sizes
and widths across a number of categories
including running, walking, training, kids,
comfort casual, lifestyle, team sports and
apparel.
Boston, MA
Phone: (617) 783-4000
Fax: (617) 783-7050
Website: www.newbalance.com

PartnerShip (2000)
The PFA Shipping Program, managed by
PartnerShip, features discounted shipping
rates with FedEx®, UPS Freight® and
YRC. PFA members can enroll in this free
member benefit and take advantage of
savings on every shipment – inbound,
outbound, business to business, business
to consumer, express, small package
ground, tradeshow and LTL freight - all with
no shipping minimums or requirements. For
more information or to enroll today please
visit www.partnership.com/57PFA, call 800599-2902 or email sales@partnership.com.
Cleveland, OH
Phone: (800) 599-2902
Fax: (800) 439-8913

Leading manufacturer in men’s and
women’s
comfort
walking
shoes.
Available in up to 5 widths, sizes 5-13 in
women’s, 7-17 in men’s. Propet features
a vast selection of Medicare A5500 coded
footwear with removable orthotics, secure
closure and maximum customization.
Kent, WA
Phone: (800) 877-6738
Fax: (800) 597-8668
Email: customerservice@propetusa.com
Website: www.propetusa.com

P.W. Minor, Inc. (1968)
P.W. Minor is the premium brand that
provides pedorthically superior, precisionfit footwear for discriminating consumers
unwilling to compromise style when
preventing or caring for their foot-health
needs. Delivering foot-health through
precision fit shoes is a brand mission that
remains as true and relevant today as it
was back in 1867.
Batavia, NY
Phone: 800-796-4667
Fax: 585-343-1514
E-mail: info@pwminor.com
Web site: http://www.pwminor.com/

Remington Products (2000)
Insoles and sheet packages, rigid arch
supports, viscoelastic heel cups, 3/4 and
full insoles.
Wadsworth, OH
Phone: (330) 335-1571
Fax: (330) 336-9462
Email: jwert@remprod.com
Website: www.remprod.com

Sole Supports is an innovative, medicalgrade foot orthotics manufacturer. We
make custom foot supports that follow your
doctor’s prescription in order to provide
both immediate pain relief and prevention
of any new pains or deformities. Medical
practitioners must first be certified to order
from us because we offer a completely
different type of support than the ones
for which they were trained in school and
because we must have the best possible
cast of your foot to make the best support.
Lyles, TN
Phone: 931-670-6111
Fax: 931-670-6008
E-mail: info@solesupports.com
Website: www.solesupports.com

SAS Shoemakers (1992)
Comfort walking shoes for women and men
in a wide range of widths and sizes.
San Antonio, TX
Phone: (210) 924-6561
Fax: (210) 921-7460
Email: barmwood@sas-shoes.net
Website: www.SASshoes.com

STS Company (1997)
Resin-impregnated tubular and fitted socks
made to take foot and ankle impressions
for custom shoes and foot/ankle orthotic
devices.

Propet USA, Inc. (2000)

New Balance (1990)

Cologne, Germany
Phone: 49-221-6307990
Fax: 49-221-63079950
Email: info@renia.com
Website: www.renia.com

Sole Supports, Inc. (2012)

Mill Valley, CA
Phone: (800) 787-9097
Fax: (415) 381-4610
Email: info@stssox.com
Website: www.stssox.com

Spenco Medical Corporation
(2013)
Spenco is an innovative healthcare
company whose mission is to help people
everywhere achieve more comfortably.
While Spenco’s core business revolves
around producing high quality insole and
footcare products, Spenco also provides
the most advanced sports medicine and
first aid products. Above all else, customer
service is Spenco’s focus and we are
100% committed to providing outstanding
service as we help you find the solutions
for all of your health and footcare needs.
Waco, TX
Phone: (800) 877-3626
E-Mail: jeffa@spenco.com
Website: www.spenco.com

Spira (2004)
El Paso, TX
Phone: (866) 838-8640
Fax: (915) 838-8641

Shoe Systems Plus, Inc.
(2003)
Complete line of orthotic and prosthetic
equipment including finishers/grinders,
vacuum pans, pumps, presses, industrial
sewing machines, fume busters and more.
Goshen, NY
Phone: (800) 354-6278
Fax: (845) 291-7097
Email: shoesystemsplus@hvc.rr.com
Website: www.shoesystemsplus.com

SoleTech, Inc. (1994)

SoleTech Inc., established in 1946, has
a full line of cushioning and fabrication
materials for the pedorthic footcare
industry. Soletech introduced its registered
brand Cloud EVA and Soleflex EVA in the
early 1980s and is now recognized as
the industry leader for materials for the
fabrication of custom foot orthotics and
AFOs and components for build-ups and
modifications to extra-depth and custom
footwear. In addition to its presence in
the orthopedic market, SoleTech is also a
leading supplier of footwear components
and materials to the shoe manufacturing
and shoe repair industries.

Sroufe Healthcare Products
LLC (2006)
Pre-fabricated orthotics and orthopedic
softgoods.
Ligonier, IN
Phone: (260) 894-4171
Fax: (260) 894-4092
Email: sales@sroufe.com
Website: www.sroufe.com

Streifeneder USA (1997)
Preformed insoles, diabetic shoes
and materials in different hardnesses,
especially for diabetics.
Tampa, FL
Phone: (800) 378-2480
Fax: (813) 246-5998
E-mail: euro@eurointl.com
Web site: http://www.eurointl.com

Claremont, NH
Phone: 603-542-8905
Toll Free: 877-625-9494
Fax: 603-542-8909
Email: tom@soletech.com
Website: www.soletech.com

Current Pedorthics

May/June

2014

59

Products&services

Tru-Mold Shoes, Inc. (1980)

Superfeet Worldwide LLP
(2003)
Ferndale, WA
Phone: (360) 384-1820
Fax: (360) 384-2724
Email: here@superfeet.com

TechMed 3D (2011)
TechMed 3D is an easy to use, accurate,
and portable solution for the digital
acquisition of images and measurements
of human body parts, giving orthotists,
prosthetists and pedorthists access to very
reliable and consistent measurements.
Levis, Quebec, Canada
Phone: (418) 836-8100
Fax: (418) 836-1589
Email: info@techmed3d.com
Website: http://www.techmed3d.com

Therafirm (A Division of
Knit-Rite, Inc.) (1999)
Quality medical-grade compression hosiery
and diabetic socks.

Tru-Mold Shoes offers a complete line
of contemporary, fully accommodating
custom-molded shoes, including the TheraMedic Shoe package – the most flexible,
highest value shoe package for Medicareeligible patients with diabetes.

Ellerbe, NC
Phone: (800) 562-2701
Fax: (910) 652-2438
Website: www.therafirm.com

Buffalo, NY
Phone: (800) 843-6653
Fax: (716) 881-0406
Email: info@trumold.com
Website: www.trumold.com

Tekscan, Inc. (1994)

Trufit Orthopedic Labs (2013)

Broad range of pressure assessment
and clinical/research evaluation tools for
use in orthotics, brace evaluations, joint
biomechanics, and gait analysis.

Orlando, FL
E-Mail: info@trufitusa.com
Website: www.trufitusa.com

Boston, MA
Phone: (617) 464-4500
Fax: (617) 464-4266
Email: marketing@tekscan.com
Website: www.tekscan.com

Vibram USA (1998)
Since 1937, Vibram has stayed true to its
heritage by building products focused on
quality and performance while keeping
the end user in mind. Each sole, heel or
rubber component is built with proprietary
compounds and endless quality control.
We are also proud to say that we produce
millions of soles each year in one of the
last rubber soling plants in the USA - the
Quabaug Corporation in North Brookfield,
MA.
Concord, MA
Phone: (978) 318-000, ext. 136
E-mail: jonathan.shaffer@vibramusa.com
Web site: www.vibram.us

Ziera Shoes N.Z., Ltd.
(Formerly Kumfs Shoes N.Z.,
Ltd.) (1998)
Ziera Shoes, formerly Kumfs Shoes, are
women’s shoes, sandals and boots that
are truly orthotic friendly. Ziera Shoes
come in a wide range of heeled fashion
and walking footwear. We have widths
in stock from M through XXW in sizes 34
through 45.

Thor-Lo, Inc. (2001)
Statesville, NC
Phone: (704) 872-6522
Fax: (704) 838-6323

Los Gatos, CA
Phone: 877-717-0588
Fax: 877-717-0589
Web site: http://www.zierashoes.com/
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IS NOT ALWAYS THE SINCEREST
FORM OF FLATTERY
Have you ever noticed that imposter brands never
get it right? Your patients and referral sources
certainly do.
When choosing an AFO, there is only one
Arizona Brace®. Strengthen your practice by
going with the only patented and clinically tested
brace shown to be 90% effective at treating PTTD.
The original Arizona AFO®
Find out more by going to www.ArizonaAFO.com

COUCH

E N G L A N D

Arizona AFO, Inc.

www.ArizonaAFO.com

Are you the circle or the square?
Technology is evolving faster than at any time in history and rapidly changing the way consumers shop.
Is your business keeping up with this challenge and capitalizing on the exciting opportunities it presents?
Aetrex’s 2014 iStep hardware and software platforms are by far the most advanced in-store
technology programs available for footwear retailers. By integrating wireless digital
foot scanning, cloud computing and interactive “app” based software, iStep delivers increased sales
and an authentic hi-tech shopping experience for your customers.
Visit aetrex.com or call 800-526-2739 for more information.
Ask about our new 4-Free Rental Programs.

