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#1 Gel for Custom Orthotics.
Whenever extra cushioning/relief of
sensitive areas or soft-tissue supplement
is needed, think PQ.
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Congenital Disorders
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Viscoelastic Polymer Gel
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• Contains no cellular constructions so there is no collapse
in load-bearing areas
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Rob Sobel, C. Ped.,
PFA President
president@pedorthics.org

Experienced Leadership …
Growing with One Foot in
the Past and One Foot in
the Future
Sometimes I feel like a time traveler. The whole time-space continuum concept goes
right out the window. Right now I am writing this President's message a month before
becoming President of PFA and two months before this hits your mailbox, because we
need to ensure it gets edited along with all the other articles our membership enjoys
reading every other month in Current Pedorthics. Those of us elected to leadership roles
in PFA are always standing with one foot in the past and one foot in the future, drawing
on the experiences and successes of the past and coming up with new ways to keep us
moving into the future.
How did we get here? How do we get from where we are to where we are going? Where
are we going? There are many ways we arrive at a destination; sometimes intentionally,
sometimes by accident. More often than not it is a combination of careful planning
and unforeseen obstacles. Through those obstacles and adversity strong alliances and
friendships are formed and that is good for the family, country, or organization (PFA
in this case). We have had our share of adversity and challenges over the years. As
we move forward with a vision of expanding pedorthics as an industry and PFA as the
organization representing pedorthists, we invite you to become a part of the movement.
How did we get here? We got here because committed people over the last fifty-plus
years have volunteered their time, money, and efforts to ensure this organization's
sustainability. Some of the concepts and projects did not come to fruition, and
some did. Though our numbers have diminished in recent years, the commitment,
dedication, and passion of those who remain has emboldened us not only to carry on,
but to plan for future expansion. The “how we get from where we are to where we are
going” is not something that can always be done under one person's administration.
It is my hope that future leaders will see the virtue of our endeavors and see them to
completion if they cannot be completed in the next two years, as we are continuing our
predecessors’ efforts.
How do we get from where we are to where we are going? There are a host of things we
will need to do. Under Jay Zaffater's presidency we started making meaningful strides
towards putting PFA in a better financial position, and that will absolutely continue
under mine. We will continue to reach out to other organizations as we have with
APMA (American Podiatric Medical Association). PFA will take opportunities to partner
with and engage other organizations to help promote our area of healthcare expertise,
which for too long has been underutilized. With a renewed sense of cooperation and
coordination, we will expand the brand that is pedorthics. It is no surprise to us how
well pedorthics works with wound care, physical therapy, orthopedics, podiatry, etc. By
building these relationships and recognition, the pedorthic brand will grow and instigate
more demand. We will speak at associates’ conferences, invite them to our webinars

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.

6

Pedorthic Footcare Association www.pedorthics.org

and workshops, and meet with them and introduce them to
pedorthics. PFA will also take a bigger part in making itself
known to the students in pedorthic training programs, as they
will be the future of PFA, and ideally every pedorthist should be
a PFA member. My vision for this organization is for PFA and
the number of pedorthists to grow and flourish, as right now
the number of credentialed pedorthists is woefully insufficient
for the population. At the AOPA conference in September a
headhunter told me she had multiple openings for pedorthists
that she was trying to fill. That is demand.
These plans, agendas, and coordinated efforts do not happen
overnight. They are introduced sometimes by the membership,
board members, and the management company that helps us
run PFA's day-to-day operations. These plans are discussed, voted
on and implemented, and presented to our partners in these
endeavors who then go through the same process with their
organizations. In a society where we are used to getting what we
want with the click of a mouse, it is difficult to wrap one's mind

around how long some of these things can take, especially if
negotiations are a part of the process.
Where are we going? We are going to a place where you can say
you are a pedorthist, and people know what that means. Where
you are respected for what you can do, you are recognized as a
part of the healthcare team, and you can live on the salary you
earn. We are going to a place where PFA and pedorthists can
make things happen from a position of strength. The landscape
in healthcare is changing, and we understand that and are
planning for the changes we can see and will attempt to plan
for those that are unforeseen. Your PFA Board of Directors and
volunteers on the various committees are an amazing group of
diverse people with whom I am truly honored to serve. Without
their efforts and sacrifice, the things we do and will do together
for the PFA membership would be impossible. Great things are
coming our way! Be a part of it, be as active in this organization
as you can, and be a part of the revitalization of PEDORTHICS.
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PFANEWS

News and Happenings from the Pedorthic Footcare Association

PFA’s 56th Annual Symposium
& Exhibition to be Held in
Conjunction with the American
Podiatric Medical Association's
(APMA) 2015 Annual Scientific
Meeting in In Orlando
The American Podiatric Medical Association (APMA) and the
Pedorthic Footcare Association (PFA) are pleased to announce
a new agreement that will enhance your annual symposium
and exhibition experience. In 2015, PFA will hold its Annual
Symposium in conjunction with the APMA Annual Scientific
Meeting, July 23-26 in Orlando, FL. APMA's Annual Scientific
Meeting (The National) is the nation's premier foot and ankle
meeting, attracting podiatric physicians, assistants, and other healthcare professionals from across the country and around the world. As
you already know, the PFA Symposium is the largest event in the
world solely dedicated to the practice of pedorthics.
Co-locating these two conferences together maximizes the learning
and networking opportunities available to our symposium attendees.
In addition to the traditional pedorthic education track, attendees
will have access to all podiatric education sessions allowing
pedorthists to engage in more in-depth lower extremity learning.
This longer more extensive program will also allow attendees
to earn more CEUs. Along with the expanded educational
opportunities, this enhanced conference will offer a terrific
opportunity to educate the podiatric community as to why working
with a pedorthist should be an essential part of their on-going
patient care and recovery plan during treatment. Attendees can
look forward to the additional opportunities in socializing and
networking with the podiatric community, the largest referral source
for patients for pedorthists, along with offering attendees a great way
to build their practices and businesses.
For more information, watch for our email blasts, our website and
Current Pedorthics magazine for more information and details as
they develop.

Brian Lagana, PFA’s Executive
Director Steps Down
After serving as PFA's Executive Director for over 11 years,
Brian Lagana has left our association to join the American
Trucking Association (ATA) as Executive Director of ATA's Safety
Management Council and Supply Chain Security & Logistics
Council. Brian's departure may come as a surprise to some. He
was deeply loyal to PFA for many years, and feels that he has left
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PFA with a strong future, ready for us to take some important next
steps, (more on this soon!). PFA's volunteer leadership is currently
working with our management company, Association Management
Group, to determine PFA's future staffing. In the interim, current
staff, AMG management and PFA's Board have our management
needs well in hand and everything is moving smoothly forward.

PFA’S Graphic Design Team
Wins Two National Media
Marketing Awards
PFA is pleased to announce that our design team, Communications
Marketing Group (CMG), has been awarded two design awards for
their work on PFA’s 55th Exhibition conference website and their
educational brochure series on footwear, foot care and pedorthics.
PFA’s 55th Annual Symposium and Exhibition website “Come
Discover the Magic in Orlando!” has won the 2014 WebAward
for Outstanding Achievement in Web Development in NonProfit Standards from the Web Marketing Association. Created
in 1997, the Web Marketing Association’s annual WebAward
Competition has been setting the standard of excellence for
website development, and since 2007 has been the premier award
recognition program for Web developers and marketers worldwide.
Graphic Design USA magazine awarded PFA’s eight-part
educational and marketing brochure series focusing on health
topics that can be conservatively addressed through pedorthic foot
care with their American Health and Wellness Design Award.
This competition encompasses the big picture of healthcare: from
traditional medical industries such as doctors and nurses, hospitals
and homecare, pharmaceuticals and insurance, as well as newly
energized preventive and holistic areas such as fitness and exercise,
meditation and spiritual, natural and organic lifestyles. This series
will be featured in the upcoming issue of the magazine.
The PFA Board of Directors is thrilled to have the hard work of its
marketing and design team recognized on such a national level,
and will continue providing educational content to consumers
and allied health professionals. With these tools and information
available, PFA is able to provide to the public knowledge
showcasing the effectiveness and efficiency of professional and
credentialed providers of lower extremity pedorthic modalities and
increase the awareness of and demand for services through our
marketing resources.
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Off the shelf
Neale's Disorders of the Foot Clinical Companion
Written By Paul Frowen, Maureen O’Donnell, Donald Lorimer & Gordon Burrow

© 2010 by Churchill Livingstone/Published by Churchill Livingstone
An Affiliate of Elsevier’s, Philadelphia, PA
Reviewed By: Rob Sobel, C. Ped.

value to pedorthists.

Neale's Disorders of the Foot Clinical
Companion appears to be for podiatrists what
Contemporary Pedorthics is to pedorthists. As I
am not a podiatrist, it would be inappropriate
for me to make that statement without the
disclaimer. Due to the deadline I was unable
to get any input from some of my local
podiatrists as to their level of value on this
particular book. We, however, are pedorthists
and since this book will be available through
the PFA bookstore we will concentrate on its

This book is in its eighth edition, and it is not hard to see why.
The authors have packed in an amazing amount of information
in a fairly short book. These British authors have included
everything one could hope to have in a quick reference book.
There are references to ailments (both congenital and acquired),
biomechanics, footwear, and orthoses and other treatment
modalities, most of which are part of our knowledge base and
scope of practice. It also includes things such as surgery, surgical
complications, radiology, pain management, and infection control.
Although we will not be doing surgery in our practices, the

information contained in this book may be helpful in our day to
day practice as patients may share x-rays, MRI reports, etc. Not
to mention the post-surgical patient coming in for footwear, be it
custom or OTC, or other pedorthic intervention. The infection
control is something we should also be mindful of, as we need to
ensure we do not contribute to an at-risk patient's difficulties in
healing.
The pros of this book certainly outweigh the cons. Certainly there
is information contained within the front and back covers that will
not be beneficial to the pedorthist. However, there are many pieces
of information that will absolutely be of benefit to the working
pedorthist. One of the things that really struck me about this book
was the comprehensive scope of this book. It even contains medical
emergencies that one might encounter in one's practice such as
cardiac arrest and vasovagal syncope (simplified version- someone
passing out), things that we should be aware of but rarely have
happen in a shoe store or pedorthic facility. There are few photos
and drawings, but the explanations are vivid and concise. The
index is also accurate and able to put the practitioner on the right
track. There is no fluff here, it is exactly what it claims to be, a
comprehensive quick reference. If your personal library is missing
this type of book, consider adding this one to your collection.

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

Original Member Price:

$48.95

Sale Member Price: $41.60

Original Non-Member Price: $57.95 Sale Non-Member Price:

$41.60

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 December 31, 2014!
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PFA 2015 CALL FOR
SPEAKERS ANNOUNCED
If you haven’t heard the news, the PFA is pleased to
announce we are holding our 56th Annual Symposium
and Exhibition in conjunction with the American Podiatric
Medical Association’s (APMA) Annual Scientific Meeting
‘The National’, July 23-26, 2015 at the Orlando World
Center Marriott in Orlando, Florida.
We want you to share your knowledge and expertise with
both pedorthic and podiatric professionals. This year’s
combined conferences will offer enhanced conference
programming resulting in our ability to expand educational
content for both pedorthic and podiatric specialists. PFA’s

Commission on Pedorthic Education (COPE) is now
seeking presentations in the following areas: diabetes, sports
medicine, general pedorthics, geriatrics, pediatrics, business
practice and more.
To download a ‘Call for Speakers Form,’ visit PFA’s
website at www.pedorthics.org and click on the Call for
Speaker Presentations Abstracts Banner o to download
the guidelines and submission forms. The deadline for
submissions is December 15, 2014, and individuals having their
presentations selected for the 56th Annual Symposium and
Exhibition will be notified by January 16, 2015.

Part 5

It is All About the Foot:
Biomechanics of the
Geriatric Foot in Equinus

14
14

Pedorthic Footcare
Pedorthic
FootcareAssociation
Association www.pedorthics.org
www.pedorthics.org
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By Dean Mason, MA, OST, L. Ped., LO

In this fifth installment of our educational refresher series reacquainting you on
the basic and advanced anatomy and physiology of the foot, we focus on the
biomechanics of the foot.
As our population ages, the body changes. Tasks that were once effortless now
take more time and planning to complete, and some can become downright
dangerous. Such is the case of rear-foot equinus in the elderly population. This
example will be looked at from a biomechanics standpoint and will describe
what the condition is, how to recognize it, and how to effectively manage it
using pedorthics.
There are many forms of equinus deformities. The most well known is Talipes
Equinovarus (TEV), Clubfoot. Once a scourge when it comes to management,
many TEV cases are easily managed using serial casting, a Denis-Browne
splint, and good foot orthoses. Occasionally the resistive variety requires surgical
intervention. Recently, Current Pedorthics did a series of articles on this very
subject.
Geriatric equinus deformities are a completely different lot from others we
come in contact with. These are not caused by problems during gestation, but
by living a long life where the body begins to wear abnormally. It is one of those
"comes with the calendar" maladies and is fairly common in the over-60 set. It
is very often not diagnosed, and can be very dangerous as it can often result in
falls.

Pathology
The term "Equinovarus" refers to a horse's hoof while in stance phase of gait.
Equus is the Latin word for horse. When a horse is standing, the rear hooves are
not in complete contact with the ground, especially at the posterior aspect.
One can observe an elevation of the hoof and a gap between the hoof and the
ground. This is due to the fact that the knee of the rear leg of a horse faces
posteriorly. The human knee faces anteriorly. The cause for geriatric equinus
deformity is a tight or shortened Achilles' tendon. The aging process, and other
factors such as muscular deficiencies, causes an actual or virtual shortening of
this important tendon.
Most of the symptoms of this condition manifest when rising to stand from a
seated position. While seated, the forefoot remains in contact with the ground.
As we begin to rise, weight is borne on the bones and connective tissue of the
forefoot. The toes will tend to spread in order to bear weight as we rise. When
the upright state is reached, the calcaneus attempts to make contact with the
ground. This is achieved through stretching of the Achilles' tendon. This will
allow the rear-foot to invert in preparation for propulsion. The mid-tarsal joint
then locks and off you go.
With the equinus foot, the Achilles' tendon either cannot or will not stretch
to allow contact with the ground. As the person rises, the body expects this
ground contact, and when it is not achieved, the person tends to begin leaning
farther and farther backward. It can often lead to falling backward and more
than a few fractured body parts.

CEP
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 5):
Biomechanics of the Geriatric Foot in
Equinus” 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.

What is amazing is that this is rarely diagnosed during a podiatric or physical
examination. Most likely, the physician is not looking for it and it evades them.
Pedorthists often encounter this condition and have to call it to the attention
of the doctor. The good thing is that the condition is easily treated with a total
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It is All About the Foot Part 5: Biomechanics of the
Geriatric Foot in Equinus
contact foot orthosis and the appropriate posting to bring the foot
into harmony with the ground.

Examination Protocol
During the standard pedorthic examination, observe the patient
while walking. The condition is best observed from the posterior
point of view. Minor pistoning (up and down motion) may be
observed by watching the topline of the shoe and looking for
deviations from normal. While obtaining their history, ask if the
patient has a sensation of falling backward when they are getting
out of a chair or bed. This should be a dead giveaway that you are
working with an equinus problem.
With the patient standing, take a good look at the posterior
calcaneal region. Check to see if there is daylight between the
plantar aspect of the calcaneus and the floor. At times, the inferior
border can be seen moving as the calcaneus is attempting to make
contact with the ground. Another test is to place your fingers under
the calcaneus and see if there is space.
Test the Achilles' tendon for rigidity. This should be fairly obvious
by palpation. If the person has normal dorsiflexion of the foot with

leg extended and with a bent knee, chances are that there is no
deformity. If the tendon is tight or rigid, suspect this deformity.
The foam box and positive model will tell the tale.

Pedorthic Management
The standard, subtalar joint neutral non-weight bearing foam cast
will confirm your suspicions. Align the foot on the impression
foam as normal. Begin taking the impression starting with the
posterior aspect of the foot, working your way distally until the
forefoot impression is made. You may find that it is more difficult
to get a deep impression of the rear-foot. This is normal in this
condition.
Once the impressions are made, observe them. The forefoot
should be plantar-flexed on the rear-foot. Remember, you are
taking an impression in the Open Kinetic Chain (OKC) nonweight bearing. Once the mold is poured and set, unmold it and
place it plantar side down on the workbench. With this deformity,
the casts will show inversion, that is, they will tip to the lateral side
and the space between the calcaneus and the table will be quite
evident. Voila-proof positive of the equinus deformity.
Continued on page 37
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Government
Affairs in Review
By Dean Mason, MA, OST, L. Ped., LO

W

hen one thinks of government affairs (GA), the first thought that comes
to mind is Medicare’s Therapeutic Shoes for Persons with Diabetics
benefit (TSD). This is a program, conceived and shepherded through the
legislative process by the Pedorthic Footcare Association in the 1980s,
makes a positive impact on those with complications of diabetes. Based
in Medicare, GA is intimately involved. However, GA is more than just riding herd with
Medicare. There are fifty states that legislate health care and insurance coverage
policy. GA is also involved in areas above and beyond therapeutic shoes.

Eleven states have licensing laws for Pedorthics. Some
are excellent, and some are not. GA is involved whenever
legislation impacts the credentialed pedorthists’ ability to
practice. PFA has a model license law that is fair and equitable
to the three branches of O and P (Orthotics, Prosthetics
and Pedorthics.) In the past year, the Commonwealth of
Pennsylvania adopted a practice act for O and P. PFA Past
President and emeritus GA Committee Chair Randy Stevens
worked with the Pennsylvania legislature to ensure that
pedorthists were equitably protected. Randy has been intimately
involved with GA for most of his career on the Federal level as
well. GA involvement is on a strict volunteer basis. Randy has
dedicated a good amount of his free time working for all of us.
PFA is represented in Regions B and C on the regional
Medicare Councils. Medicare Councils meet quarterly
with the Medical Directors and staffs of the respective DME
MAC. This is a voluntary participation body where issues
specific to DMEPOS are discussed with the Jurisdiction's state
and national DMEPOS organizations on issues pertinent to
their businesses. The group represents providers of oxygen,
therapeutic shoes and other lower extremity modalities,
respiratory therapy, enteral nutrition, testing supplies, urologics,
mobility, etc.

As the representative for Jurisdiction B, I can assure you that the
problems that O and P has with Medicare pale in comparison
with providers of these other specialties. The AFO height
issue was happily resolved within a few days with the input of
Jurisdiction C representative and committee member John
Shero. Symposium key note speaker Dr. Stacey Brennan
(Jurisdiction B Medical Director) was secured through our
participation in Medicare Council. There are four members
on the Jurisdiction B council from the O and P industry.
On the national level, certain aspects of the Affordable
Care Act (ACA) are still up in the air constitutionally, but
implementation continues. No one can really be certain of
what healthcare will look like when all is said and done with the
ACA. The employer mandate is due to be implemented later
this year, and the crystal ball is silent on what will come from it.
Lawsuits continue to make their way through the court system
regarding ACA. Should it fail, no one knows what will replace
the health insurance system or how long it will take. Should it
prevail, no one can predict what will happen. Stay tuned for
further developments.
My own State of Ohio has been in the midst of controversy
in this past year. Two issues topped the charts in the Buckeye
State. The first is the licensing issue for shoe fitters. The
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pharmacy lobby wants to allow shoe fitters to practice without
licensing. The initial certification through ABC would suffice
to allow them to practice.
PFA became involved in this issue from a notification by the
Ohio Executive Director of the OP and P Board. We have a
good working relationship with the Ohio Board. PFA Board

Member emeritus Tammy Daulton was appointed by the
governor to the Ohio Board representing Pedorthics. The
exemption from licensure bill passed the Ohio House under
the radar. PFA testified to the Senate Commerce committee
in both oral and written form. The legislative session ended in
late May. The final testimony and vote on the Senate Bill has
not been scheduled as of this writing. The
bill will then proceed to the full Senate.
Ohio also implemented a new program for
persons dually eligible under Medicare and
Medicaid known as ‘MyCare Ohio.’ It is
part of the expanded Medicaid provisions
of the ACA. There are now four states that
are involved in this program: Massachusetts,
Washington, Ohio and most recently,
California. The states have relegated their
traditional Medicaid programs to selected
HMO based insurance companies that
process Medicare/Medicaid claims as a single
unit. There are several regions established,
each with up to three insurance companies
serving the region. Of course, you had to be
credentialed with the insurer. If you weren't
credentialed, you had to get credentialed,
each taking up to ninety days to accomplish.
As Medicaid providers, we are entitled to be
credentialed with the MCO companies. In
these cases, no longer can you send claims
directly to Medicare - you have to send to the
plan insurer.
Through our association with the State
Board, we have access to a liaison from the
governor's office for Health Transformation.
Our concerns were communicated to this
liaison regarding the credentialing and
payment snafu. The new program is suffering
from startup problems; however, with some
planning and coordination with the providers,
many of these issues may have been avoided.
GA has been involved with issues as they arise
across the nation. It takes a lot of monitoring
to have our finger on what goes on around
the U.S. Members are encouraged to report
to PFA when issues arise in your state. We
can't guarantee positive outcomes in all cases,
but we will address the issues. GA works with
you and for you. Please join us at our town
hall-style annual membership meeting at the
Symposium.
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Focus on Research

The plantar fascia as a source of
pain—biomechanics, presentation
and treatment
Simon J. Bartold

T

hat plantar fasciitis is one of the most common causes of heel
pain is beyond dispute. It is also by far the most common sports
injury presenting to the office of the sports podiatrist (Bartold, 2001, Sports Medicine for Specific Ages and Abilities.
Churchill Livingstone, Edinburgh, p. 425) and accounts for
approximately 15% of all foot related complaints (Lutter, 1997,
Med. J Allina. 6(2) http:// www.allina.com). The term plantar
fasciitis itself has been responsible for considerable confusion, since the condition usually presents as a combination of
clinical entities, rather than the discrete diagnosis of plantar fasciitis. For this reason, it may be preferable to consider the condition a syndrome, and alter the nomenclature to plantar heel pain syndrome (PHPS).
Despite its wide distribution in the sporting and general
communities, there remains widespread debate on its aetiology
and dissatisfaction with a lack of reliable treatment outcomes.
This paper describes the unique anatomical and biomechanical
features of plantar fasciitis which may in part explain its resistance
to treatment. The history and physical examination are described
along with potential differential diagnoses. Because plantar fasciitis
is multi-faceted in nature, treatment may be directed at the
wrong focus, resulting in poor outcomes and prognosis. The most
common conservative management techniques are described, and a
new, reliable method of taping is proposed.

What is plantar fasciitis?
Plantar fasciitis was first described by Wood in 1812, and he
attributed it to tuberculosis (Leach et al., 1996). Since then,
plantar fasciitis is known by many pseudonyms, including; jogger’s
heel, heel spur syndrome, plantar fascial insertitis, calcaneal
enthesopathy, subcalcaneal bursitis, subcalcaneal pain, stone bruise,
calcaneal periostitis, neuritis and calcaneodynia (DeMaio et al.,
1993). It is important to recognize that plantar fasciitis has a much
reported association with the specific enthesopathies occurring in
diffuse connective tissue disease, especially rheumatoid arthritis,
and the spondyloarthropathies, Fankylosing spondylitis and psoriatic
arthritis. The inciting inflammation may therefore be local or
systemic, and that inflammation may stem from the plantar fascia
proper or may be secondary to inflammation in surrounding tissues.
For this reason, this author believes it is useful to consider plantar
fasciitis as a syndrome that may comprise one or more conditions,
including the specific diagnosis of plantar fasciitis. This is similar to
the concept of chondromalacia patella and its role in anterior knee
pain. Previously the specific diagnosis of chondromalacia patella
has been used to describe all anterior knee pain. This practise has
now fallen out of favour, with the more generic descriptive terms of
patellofemoral syndrome or patellofemoral arthralgia in common
use.

Distribution
Plantar fasciitis has been reported across a wide sample of the
community. In the non-athletic population, it is most frequently
seen in the weight bearing occupations, especially factory workers,
storemen and nurses. Lutter (1997) reports that 65% of the nonsports demographic are over weight, with unilateral involvement
most common in 70% of the cases. Most of the literature is in
agreement that plantar fasciitis occurs most commonly after the
fifth decade, and has been attributed to atrophy of the fat pad
(Sherreff, 1987). However, a recent study by Tsai et al. (2000)
investigated ultrasound profiles of the heel fat pad in plantar
fasciitis patients. They concluded that the heel pad thickness
was not altered in the control group compared to subjects with
plantar fasciitis. It is perhaps more feasible that other mechanical
properties of the heel pad, for example relative compressibility or
shock absorbency, or changes to the plantar aponeurosis origin as
a result of altered connective tissue characteristics with age, may
contribute to the increased prevalence of plantar fasciitis with age.
It is important to note that plantar fasciitis may however occur at
any age.
There is conflicting data in the literature in relation to gender
distribution of plantar fasciitis. Lutter (1997) reports a female to
male predominance of 3:1; however, several authors have reported
the reverse, with males more commonly affected than females
(Fury, 1975; Lapidus and Guidotti, 1965; McBryde, 1984). It
seems likely that changes in social dynamics, with more women
employed in industry and weight bearing jobs, and especially the
increased participation of women in sport, may be responsible for
an increase in plantar fasciitis reporting in females.
The second major distribution of plantar fasciitis is in the athletic
population, with the same rate of reporting approximately 10% of
all running athletes as the general population. Basketball, tennis,
football and dance have all noted high frequencies of plantar
fasciitis, however long distance running is the activity most often
associated with this condition. There appears to be little correlation
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between mileage and plantar fasciitis, with cases reported from both
high and low mileage runners. Given the accepted preponderance
for plantar fasciitis to occur in older individuals, middle-aged
distance runners represent the most common demographic for this
condition.

Anatomy
The plantar fascia is perhaps more correctly called the plantar
aponeurosis, and lies superficial to the muscles of the plantar
surface of the foot. The plantar fascia has a thick and strong
central part which covers the central muscle of the 1st layer, flexor
digitorum brevis and is immediately deep to the superficial fascia
of the plantar surface. It is attached proximally to the calcaneus at
the anterior calcaneal tubercle, the site of the muscle attachments,
while distally it blends with the skin at the creases of the base of the
digits, and also sends five slips, one to each toe. Each of these split
into two, which pass deeply, one on each side of the flexor tendons
of that toe, and finally fuse with the deep transverse metatarsal
ligaments.
This anatomical arrangement is integral to the pathogenesis of
plantar fasciitis. Also of great importance anatomically are the
perifascial structures, most notably the subcalcaneal bursa and
medial tibial branch of the posterior tibial nerve. Both these
structures may be involved in what is seen as the general symptom
complex of plantar fasciitis, especially in the more chronic cases.
The calcaneal tuberosity comprises both a medial and lateral
tubercle. The larger medial tubercle provides the attachment for
the abductor hallucis, flexor digitorum brevis, and the plantar
fascia. The central portion of the plantar fascia is the thickest and
strongest. It narrows proximally at its origin and fans out to its distal
insertion into the phalanges. The foot has four layers: Superficial,
2nd, 3rd and 4th. The superficial layer contains the flexor
digitorum brevis, abductor hallucis, abductor digiti minimi and
the plantar fascia. Many of the foots’ vital neurovascular structures
are in close proximity to this layer. The medial and lateral plantar
nerves travel together under the abductor hallucis. The medial
plantar nerve travels beneath the abductor hallucis distally, where
is emerges to give off its digital branches. The lateral plantar nerve
emerges from the abductor hallucis and courses obliquely through
the central compartment. It lies between the flexor digitorum
brevis and quadratus muscle.

Biomechanics of the plantar fascia
The unique anatomical features of the plantar fascia have been
described, and it is these features that allow the plantar fascia to
link the major tarsal bones with the ligaments of the forefoot. In
this way, the plantar fascia acts as a mechanical truss (Kwong et al.,
1988) or a platform that passively stabilizes the foot (Cooper, 1997)
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maintaining the integrity of the medial longitudinal arch. Kogler et
al. (1996) made the interesting observation that although the foot
manifests an arciform appearance, it is not a true arch structurally,
that is, it cannot maintain its arched shape solely as a result of its
own geometry. Rather, the foot arch is heavily reliant on adjacent
soft tissues to maintain its arched position. The plantar fascia plays
a major role in this regard, primarily as a result of its anatomical
position, great mechanical strength and biomechanical properties.
Rupture and partial or complete surgical sectioning of the
plantar fascia, may lead to progressive pes planus with associated
complications (Sharkey et al., 1998). This is, however dependent
upon site of rupture or surgical release. Changes in arch
confirmation after partial sectioning may be very small, however
Sharkey et al. (1998) report that any change from normal may be
enough to precipitate a cascade of events eventually leading to
symptomatic pes planus.
The passive support role of the plantar fascia is therefore
established. The dynamic role of the plantar fascia, particularly
its ability to assist in the propulsive phase of gait, is cr itical to
normal foot function. The function of the plantar fascia during
gait is augmented by the dynamic actions of several other extrinsic
muscles of the foot. Tibialis posterior is particularly important in
this regard, with the anatomic location and activity profile of the
tibialis posterior muscles suggesting that it helps maintain the
medial longitudinal arch during locomotion. The actions of flexor
digitorum longus (FDL) and flexor hallucis longus (FHL) are also
critical to arch stability and may assist the actions of the plantar
aponeurosis in the later stages of the stance phase of gait. The
plantar fascia however remains the most important arch stabilizing
structure. It elongates with increasing loads, and stores this elastic
energy, acting as a shock absorber (Wright and Rennels, 1964). It
has a limited ability to elongate however, and plantar fascial tissue
stiffens with increasing tension (Perry, 1983). These mechanical
properties, linked with the manner of its insertion into the medial
calcaneus, means the plantar fascia has a vital role in resupination
of the foot during the propulsive period of the stance phase of gait
(Bartold, 2001). This is achieved through the so called ‘‘windlass
mechanism," as first described by Hicks (1954). During this action,
the plantar fascia tightens when the metatarsophalangeal joints are
extended passively. This pulls on the medial insertion of the plantar
fascia at the calcaneus, shortening the truss and raising the height
of the arch.

History
Plantar fasciitis presents in a most characteristic manner, and the
diagnosis clinically is often made within the first few minutes of
history taking.

Typically plantar fasciit is is:
• Insidious. The onset is gradual and worsens over a period
of time, often weeks or even months. Eventually the pain
degenerates to a stage where the patient is compelled to seek
treatment. Plantar fasciitis is invariably preceded by some
traumatic incident. Interestingly, if the history is complete
enough, the examining practitioner will often elicit the
report of injuries at the general region of the plantar fascia at
the time the pain first started. An example of this would be
catching the heel on the edge of a footpath whilst crossing
the road. At the time this does not cause pain, but at a
microscopic level it may be enough to cause separation of
the cross linking structure of the collagen fibres of the plantar
fascia and precipitate symptomatic, chronic condition.
• Painful in the morning on rising from rest. The patient will
report pain, severe on first weight bearing in the morning
or on rising after a prolonged period of rest (e.g. after a
long car journey). This pain will inevitably improve after a
short period of walking. Likewise, the pain is worse at the
commencement of sporting activity and improves after a
period of ‘‘warm up." The pain is, however, likely to worsen
after cessation of sport. The basis of this pain after rest is
presumed to be due to the accumulation of inflammatory
by-products which impinge on the nerve endings when
compressed during weight bearing (Bartold, 1997). This pain
is absolutely characteristic of plantar fasciitis and is one of the
most reliable and characteristic features diagnostically.
• Localized over the medial slip of the origin of the fascia. A
pain localized over the medial slip of the origin of the fascia.

Box 1: Practice points
Heel spurs
• Bony spurs are frequently associated with plantar fasciitis,
but are generally not associated with the cause of pain.
• There are no clear studies to show the association of heel
spurs and plantar fasciitis.
• Heel spurs are frequently present in the asymptomatic
population (10–30%).
• Fat pad atrophy may be a consequence of subdermal
infiltration of cortico-steroid. In this instance, heel spurs
may be symptomatic.
• Heel spurs may fracture secondary to direct heel trauma.
• Heel spurs have been noted in greater proportions in the
obese population, lending weight to the theory they are
associated with traction as the enthesis.
• Heel spurs may be associated with systemic disease.

Plantar fasciitis is usually a very well localized condition and
this assists greatly in making the diagnosis. It is relatively
uncommon for pain to be spread over a more diffuse area,
but there may be poorly defined pain in the mid-substance of
the fascia or even spreading up the medial and lateral aspects
of the calcaneus (see Box 1).

Physical examination
• Local tenderness. Pain will usually be localized over a small
area near the origin of the fascia at the proximal insertion
into the medial tubercle of the calcaneus. The pain response
to palpation over this small area involves considerable
apprehension, evasive action may be taken by the patient to
avoid further investigation!
• Commonly there will be pain over the midline of the plantar
surface of the calcaneus, which may be either diffuse or
localized in nature. This pain may characteristically be seen
in patients with weight bearing occupations (nurses, storemen
etc.) and probably represents some inflammation of the
subcalcaneal bursa.
• There is often diffuse tenderness up the medial or lateral
aspect of the calcaneus, which is typical of the more severe
inflammatory processes. This needs to be differentiated from
calcaneal stress fracture or referred pain from the subtalar
joint.
• Positive windlass manoeuvre, i.e. pain with passive
dorsiflexion of the hallux, thereby loading the plantar fascia.
This positive windlass test is often quoted in the texts, but
in reality is seen in only a tiny percentage of cases, and
then only the most severe. A positive windlass response may
indicate rupture of a significant proportion of the fascia. In
this instance, significant gapping in the plantar fascia may be
palpated.
• No swelling. Swelling with plantar fasciitis is relatively rare
and usually reserved to the most severe cases or an acute
fascial injury. The presence of swelling, however, can be an
important diagnostic clue and may indicate other injuries
such as fracture, muscle injury or rupture to the fascia.
• Nodular change to the fascia is a very common finding
and represents fascial granulomata formed as the result of
repeated fascial injury which has healed with scarring. These
granulomata can become quite large (the size of a golf ball
is not uncommon), and therefore very uncomfortable during
weight-bearing. If these lesions cannot be accommodated
with the appropriate orthotic device, surgical intervention is
appropriate.
• Pain with passive talocrural joint dorsiflexion. Because of the
intimate anatomical relationship between the plantar fascia
and the triceps surae, dorsiflexion of the ankle joint will
commonly elicit pain. Stretching of a tight posterior group is
mandatory in the rehabilitation of plantar fasciitis.
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Differential diagnoses
As with any sporting injury, making an accurate diagnosis is of
the utmost importance. This is particularly highlighted when one
considers that some of the more serious systemic diseases and
tumours can present as simple overuse injuries such as plantar
fasciitis. The practitioner must therefore always take the most
complete history and listen to the patient for the clues that may
indicate a more sinister diagnosis. The following are some of the
diagnoses that may result in heel pain:
•
•
•
•
•
•
•
•
•
•

Complete rupture of the plantar fascia.
Subcalcaneal bursitis.
Medial calcaneal nerve entrapment.
Tarsal tunnel syndrome.
Rupture fat pad Sever’s disease.
Calcaneal stress fracture.
Seronegative arthropathy, e.g. ankylosing spondylitis.
Reiter’s Syndrome.
Psoriatic arthritis.
Diffuse connective tissue disease especially rheumatoid
arthritis but including:
• Behcet’s Syndrome.
• Systemic Lupus Erythematosus.
• Necrotizing vasculitis and other vasculopathies.
• Sj.ogren’s Syndrome.
• Tumour.

Management
Plantar fasciitis remains one of the most frustrating sports injuries
despite the high number of conservative and surgical options
available for treatment. The tendency towards chronicity of this
disease process, frustrates athletes and physicians alike. This
notwithstanding, Lutter (1997) reports that 85% of patients
with symptomatic plantar fasciitis will respond to conservative
management, with surgery indicated for the remaining 15%.
However this reports concludes that plantar fasciitis is a
degenerative, not inflammatory, process which contradicts the bulk
of the literature and the pathology and imaging studies.

Conservative treatment
The immediate treatment for plantar fasciitis is as with all overuse
injuries, i.e. activity modification or rest, ice, compression and
medication to reduce inflammation and control pain (Bartold,
2001). The specific management revolves around a sequentially
phased regime;
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• Activity modification and stretching. This is arguably the
single most important component of treatment for plantar
fasciitis. Training techniques need to be carefully reviewed,
and potential contributing factors, for example hill running,
running on non-supportive surfaces for example sand,
stair climb ing, bounding, sudden increase in training or
sudden changes to training routine, should be addressed.
Stretching remains the simple cornerstone of treatment for
plantar fasciitis. A report by Pfeffer (1997) to the American
Orthopaedic Foot and Ankle Society, supports this comment.
In this prospective randomized blinded study of 256 patients
with isolated heel pain syndrome, 72% improved over the
8 week study period with stretching alone. This number
increased to 88% with the addition of a simple, off-the-shelf,
heel insert.
Specific stretching should be to the gastrocnemius/ soleus
complex, the hamstrings and the plantar fascia itself. DeMaio et
al. (1993) recommends specific stretching to these muscle groups
before consideration of night splints or a short leg walking cast.
Non-ballistic stretching of the gastrocnemius/ soleus complex or
stretching. Stretching of the plantar fascia itself may be achieved
by rolling the foot over an ice filled bottle. Stretching continues
indefinitely and is prescribed for 10 minutes three times per day.
Concomitant strengthening of the foot intrinsic muscles, and
tibialis posterior in particular, is also recommended.Stretching the
plantar fascia and Achilles complex by passively dorsiflexing the
foot with a towel around the forefoot should be performed in the
morning before weight bearing.

Orthoses in the treatment of
plantar heel pain syndrome
The use of orthoses in the treatment of plantar fasciitis is based
on the principle of reducing tissue stress. Orthoses come in many
forms, and may include heel cuffs, viscous elastic heel pads,
accommodative inlays, prefabricated and custom made orthoses.
In many cases, the primary reason orthoses have been used in
the treatment of plantar fasciitis has been based on the assumed
association between excessive foot pronation and the development
of the condition. Many authors labelled excessive foot pronation as
a cause of plantar fasciitis, with Kwong et al. (1988) and Kosmahl
and Kosmahl (1987) stating that subtalar joint pronation everts the
calcaneus and lengthens the plantar fascia, thereby increasing the
intrafascial tension. In addition, pronation is presumed to cause
increased mobility of the foot, and thereby increase the level of
stress applied to the myofascial and related tissues to the plantar
fascia (Cornwall and McPoil, 1999).

Trigger point therapy
Myofascial pain
Myofascial pain syndrome (MPS) is quite common, but it can be
quite difficult to recognize and distinguish from underlying entities.
It is frequently confused with fibromyalgia, a syndrome comprising
16% of all rheumatology visits (Goldenberg, 1992). Fibromyalgia
is more frequent in females and tends to have a more widespread
presentation. Myofascial pain syndrome by contrast is a more
regional condition, affecting men and women equally, and has a
much better prognosis than fibromyalgia (Wolfe et al., 1990).

Myofascial pain syndrome
Myofascial pain syndrome (MPS) has been defined as ‘‘a muscular
pain disorder involving regional pain by trigger points (TrPs) within
the myofascial structures, local or distant from the origin of pain’’
(Travell and Simons, 1983). The reported prevalence of MPS
varies greatly ranging from between 5% and 93% of the population
(Auleciems, 1995; Fomby and Mellion, 1997; Simons, 2000). This
variance is due in part to non- uniform diagnostic criteria (Simons,
2000), lack of satisfactory laboratory or imaging tests (Simons, 2000)
and more simply, because of the sheer number and locations that
TrPs can exist throughout the body.
There is a large body of evidence in the literature of TrPs and
MPS in the upper body, with relatively little attention devoted to
the lower extremity. Given its reported prevalence, MPS remains
an important differential diagnosis to consider in patient’s with
persistent pain, especially those that have not responded to more
traditional treatment for the provisional diagnosis. Travell and
Simons (1983) define a TrP as ‘‘a hyper-irritable spot, usually
within a taut band of skeletal muscle in a muscle fascia. The spot is
painful on compression and can give rise to characteristic referred
pain, tenderness and autonomic phenomena." This definition
describes the cardinal sign of a trigger point, that is referred pain, in
other words the trigger point sending pain to some other site. This
is a reason conventional treatment of pain so often fails. TrPs can
be characterized as active, latent or satellite. With an active TrP
describing a source of on going pain that is familiar to the patient,
a latent TrP is produces unfamilar pain when compressed, and a
satellite TrP develops within the area of referred pain of another
active TrP (Starlanyl and Copeland, 1996). The pathophysiological
mechanism behind the formation of TrPs remains controversial.
Most authors accept the theory that implicates the interaction
of calcium with adenosine triphosphate (ATP). Following either
acute or chronic trauma, the sarcoplasmic reticulum in the muscle
cell is damaged leading to a release of calcium, which binds to
triponin and results in contraction of the muscle fibre. Because
the sarcoplasmic reticulum is damaged, it is suggested that the
re-uptake of calcium cannot be facilitated and the muscle fibre
remains contracted. High levels of calcium increase the energy
demands for ATP, and this may lead to localized hypoxia. The
disabled calcium deposited in the sarcoplasmic reticulum is

thought to perpetuate this cycle. The hypoxia may result in local
inflammatory response and the release of serotonin, histamine,
kinins and prostaglandins. These substances are pain mediators and
are believed to sensitize muscle nociceptors which converge with
other visceral and somatic inputs and are thought to lead to the
perception of local and referred pain (Rachlin, 1994; Schneider,
1995).
It is important to recognize that TrPs and MPS may contribute to
heel pain, mimicking plantar fasciitis. One of the most common
locations for a TrP is in either muscle belly of gastrocnemius, or in
the soleus. This may refer pain to the heel and result in symptoms
leading to the incorrect diagnosis of plantar fasciitis. The diagnosis
is further clouded by the fact that biomechanical abnormalities
can lead to an increase in stress on the musculoskeletal systems
and promote the formation and perpetuation of TrPs (Fomby and
Mellion, 1997). There is also an element of ‘chicken and egg’ in
relation to the formation of TrPs and biomechanical abnormality.
For example heel pain can radically alter a gait pattern, which may
result in the development of an abnormal muscle firing pattern
and the development of a TrP, in, for example the soleus muscle.
In this instance the diagnosis may on an on-going basis be assumed
to be plantar fasciitis and will be resistant to most forms of local
treatment since the pain is actually now originating from the soleal
TrP.
Physiotherapy is most useful in the treatment of heel pain
referred from a TrP and therapies may include the spray and
stretch technique which involves the use of a vapocoolant spray
as a distraction to block the reflex spasm and sensation of pain
(Auleciems, 1995). Cryotherapy via an ice pack over the area of
referred pain has also been shown to be effective in reducing pain.
One of the most important treatment modalities is deep cross fibre
friction or ischaemic compression which allow for a mechanical
reduction of the taut muscular or fascial bands associated with a
TrP. The use of heat and manipulation is effective on its own or in
combination with the spray and stretch technique. Miller (1994)
has also commented on the use of transcutaneous nerve stimulation
(TENS), phonopherisis, iontophoresis and cold laser. In relation
to plantar heel pain referred from TrPs, passive stretching of the
gastrocnemius/soleus complex is very important to allow for quicker
rehabilitation and also to limit the recurrence of MPS.
TrPs may also be treated via injection therapy and this is regarded
as the definitive treatment for recalcitrant cases of MPS which
represents some 20–30% of all cases (Kantu and Grodin, 1992).
Injection therapy may comprise the so-called dry needling
(acupuncture) or wet needling which involves infiltrating the area
with either saline or local anaesthetic. This latter technique helps to
disrupt the fibrous banding within the TrP and Hong et al. (1997)
has reported that this technique is associated with significantly
reduced post-injection soreness compared to acupuncture (see Box
2).
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Specific taping techniques are available for the treatment of plantar
fasciitis, and they represent one of the most reliable short-term
treatment options.
Taping for plantar fasciitis
Specific taping techniques are available for the treatment of plantar
fasciitis, and they represent one of the most reliable short-term
treatment options. The technique described in this text has been
developed by the author and it is most useful in the management
of the acute phase of plantar fasciitis. This method is also used as
a tool, to guide the short to medium term treatment regime, and
specifically to confirm or otherwise deny a mechanical role in
the generation of symptoms. This taping method can be used to
predict the success of potentially costly orthotic therapy, and is an
important indicator to specific goals of orthotic therapy.
The rationale of this specific taping technique is based on its ability
to,
• Reinforce the plantar fascia both statically and dynamically.
• Facilitate the action of peroneus longus which stabilizes the
1st ray.
• Provide compression over the site of pain.
• Plantar flex the forefoot on the rearfoot, thereby increasing
the calcaneal inclination angle (CIA).
• Invert the calcaneus beyond vertical.

Box 2: Practice points
Plantar heel pain syndrome
• Early, aggressive, non-surgical treatment offers the
best chance of a good outcome in PHPS.
• It is critical to rule out systemic disease of nerve
entrapment.
• Patients with idiopathic heel pain should be screened
for sero-negative and seropositive arthritides and
sarcoidosis.
• The foot is second only to the knee as the site of
presence of rheumatoid arthritis.
• Men under 40 presenting with bilateral heel pain
should be evaluated for Reiter’s syndrome and
ankylosing spondylitis.

• Reduce motion through the midfoot, and in particular
through the midtarsal joint.
This taping technique is designed specifically to address the
factors present that may increase tension in the plantar fascia.
It is particularly aimed at the mobile or pronating foot, which
is presumed to be a contributing factor. This technique is
contraindicated in a cavus or supinated foot type. When applied
correctly it is a most effective treatment method.

Method
This method uses rigid 1.5 and 2.0 inch taping. It is important to
ascertain previous plaster allergy reactions to zinc oxide tape since
underwrap cannot be used with this technique.
The method of application of tape is critical, especially with
direction of tape application. The technique will fail if the tape
is applied from medial to lateral where it should be applied from
lateral to medial.
The first strip is applied using 1.5 in tape and extends from the
base of the 5th metatarsal head along the lateral border of the foot
behind the calcaneus but on its posterior surface and finishes at
the base of the 1st metatarsal head, see Fig. 8. The tape must be
applied from lateral to medial as this helps to apply a supinatory
moment to the calcaneus. At the same time the 1st ray should be
held in the plantar flexed attitude so that the taping will finish
somewhat dorsally over the 1st metatarsal head. The second strip
of 1.5 in tape starts dorsally over the 1st metatarsal head, medial to
the 2nd metatarsal head. Maintaining a plantarflexion pressure over
the 1st ray, the tape is pulled plantarly (to further plantarflex the
1st ray). The tape is then placed from medial to lateral and finishes
dorsally over the 5th metatarsal head. This has now induced an
everted position of the forefoot with a plantarflexed 1st ray. The
1st ray is unable to dorsiflex significantly and is stabilized and
facilitated by peroneus longus. In addition, due to its plantarflexed
attitude, the tension of the plantar fascia has now been reduced.
The third strip of tape runs from lateral to medial from below the
lateral malleolus, finishing distal to the medial malleolus. Once
again this strip inverts the calcaneus and care should be taken to
achieve this inversion whilst applying the tape. This strip is applied
very tightly and should cover the area of maximal discomfort
providing significant compression.
The next stage in this taping method is a series of five (or four in
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a smaller foot) 1.5 in tape strips running
longitudinally from the metatarsal heads
to the posterior surface of the calcaneus.
The first strip runs from the 1st metatarsal
head to the heel, the fifth strip from the 5th
metatarsal head to the heel. As they pass
over the posterior surface of the calcaneus,
the tape strip should overlap completely.
Once again these strips are applied with
considerable tension, plantarflexing the
forefoot on the rearfoot. It will be necessary
to plantarflex the forefoot on the rearfoot
to get the tape to conform to the arch.
This part of the taping method offers
considerable reinforcement of the injured
plantar fascia while enabling it to ‘‘rest’’
since nearly all the tension has now been
removed from the fascia.
The final stage of the taping uses 2 in
rigid tape. Strips are placed from medial
to lateral commencing as far distally as
possible and overlapping by one half
until about the midfoot. This process is
then continued right up to the posterior
heel, but wrapping from lateral to medial.
This once again maintains the heel in
an inverted position. The final strip of 2
in tape runs from the styloid process on
the lateral aspect of the foot, posterior to
the heel and finishes medially and distal
to the site of pain. Firm pressure is once
again applied to provide compression. To
conclude this is a tight strapping, and needs
to be so for success. All taping loses contact
with the skin fairly quickly and to achieve
its goal this taping needs to be firm.

Precautions and contractions
This is not an effective method with a rigid
forefoot valgus foot type or rigid plantar
flexed 1st ray foot type. Plantar fasciitis in
these foot types is often caused by repetitive
shock based trauma and making the foot
even more rigid will not help.
This taping method places the foot into
what could be considered an abnormal or
even pathological position. It is designed
to unload the plantar fascia by inducing
the forefoot plantarflexion on rearfoot
and inverting the calcaneus. It is for the
short-term management of acute plantar

fasciitis or as a trial for the potential
success of orthotic therapy. It should not be
considered for the long-term management
of the condition. It may safely be applied
in the acute phase for 3 to 4 day periods for
up to 2 weeks. The realistic patency of the
tape is 48–72 h. Used in this manner this
taping technique has been of great success
in short term management and shaping
long-term protocol. Because of its ability
to almost completely eliminate midfoot
motion, it is also very effective in the
treatment of forefoot varus based posterior
medial shin pain. The effectiveness of this
taping technique will be greatly improved
with a concomitant stretching programme
as described above, and also the routine use
of cryotherapy.

Summary
Plantar fasciitis in its many forms remains
an enigmatic condition for the treating
sports physician. Confusion reigns to this
day, with disagreement on the aetiology,
histopathology investigation natural
history and treatment of this troublesome
condition. However, most researchers
and clinicians alike agree that athletes
with insertional plantar fascial pain can
achieve good results without resorting to
surgery. There is no agreement on one
treatment of choice for plantar fasciitis,
however, it appears that early, aggressive,
nonsurgical treatment within 12 months
of the onset of symptoms offer the best
change of a good outcome (Martin et
al., 1998). There appears to be a lower
change of a good prognosis, the longer
non-surgical management has been
unsuccessful. Despite this, most research
indicates that conservative management is
preferable to surgical intervention, and that
the indications for surgery in insertional
plantar fascial pain are therefore limited.
Education and encouragement are key
components to the management plan for
plantar heel pain syndrome, since pain
resolution can often be very slow.
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Using Pedorthics
in a Military
Setting
Phase 1 of a Project to Create and Test
Advanced Composite Insoles for the Reduction
of Stress Fractures in Military Footwear
By Dr. Steven King, DPM, C.Ped.
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ilitary service personnel are involved in highly demanding physical
activities during training and in the battlefield and are particularly
prone to pathologies of the lower limbs (Jacobs and Berson 1986; Ross
1993). Strategies to assist in task performance and reduce the risk of injury
include footwear interventions using inserts and orthotics. Shoe inserts
and orthotics are advocated for use for a wide range of purposes including aligning
the skeleton, improving damping of impact forces, providing guidance and control for
foot and leg movement, improving sensory feedback and comfort, and reducing injury
frequencies. The current area of application for inserts and orthotics is broad, ranging
from athletes who aim to prevent injuries and/or improve performance (Hume et al.,
2008), to clinical interventions designed to assist patients with diabetes (Kato et al., 1996;
Müller et al., 1997; Kästenbauer et al., 2004), correct flat-footedness (Leung et al., 1998),
compensate for osteoarthritic knees (Ogata et al., 1997) and treat or prevent rheumatoid
foot disease (Grifka, 1997; Shrader and Siegel, 1997).
Military boots serve the purpose of protecting the feet of the soldier
from the external environment. The boot, therefore, must meet a
number of criteria concerning material properties that provide blast
and fire protection. As a result, military boots are constructed with
an emphasis on protection rather than performance. Studies have
shown that the use of comfortable insoles in a military boot can
have a positive impact on the health of the soldier. However, these
interventions do not address the design of the military boot itself.
The insole system proposed by Kingetics, LLC provides a new
approach to the construction of a boot sole.

The Challenge
From November, 2011 to May, 2012, the first phase of a research
study was conducted to assist in developing footwear, inserts and
orthotic to help create a more biomechanical boot for active
Army warriors. Our study proposal features an existing prototype
orthotic, based on a patent held by Kingetics LLC. This orthotic
design incorporates the modern technology of composite materials,
including carbon fiber and Kevlar TM, with simple and wellknown technology (lever, fulcrum and spring). This orthotic is an
innovative solution that decreases the risk of stress fracture injuries
by reducing loading rates while increasing energy storage and
return. The orthotic is lightweight, puncture resistant, and provides
protection from injuries due to stress fractures and strains.
In Phase 1 of this study, our efforts addressed the orthotic’s
biomechanical and physical properties and the incorporation of the
orthotic into a synergistic military boot housing to produce a fully
tested, integrated, and developed orthotic that will reduce injuries
from stress fractures, punctures, and fatigue in our Army soldiers.
This prototype orthotic would reduce weight while increasing
protection against stress fracture and strain injuries, fatigue, and
puncture injuries. The orthotic was incorporated into synergistic
military boot housings, which protects from injury due to ground

impact shock, fatigue, and injuries due to punctures, and may save
the Army millions of health care dollars and months of lost training
time by protecting our Army soldiers from injury.

Goals, Objectives and Challenges
The primary goal of Phase I was to demonstrate the feasibility of
this novel approach to an insole device that would reduce injury
and enhance ambulatory performance using advanced composites.
The overall goal for this multi-phase SBIR project was to develop,
prototype, validate, field-test, and deploy the envisioned nextgeneration boot for use by the Army, other DOD components, and
key markets in the government and civilian sectors.
Our challenge was to find an innovative solution that would
decrease the risk of musculoskeletal overuse injuries and increase
ambulatory performance by reducing loading rates, while increasing
energy storage and energy return. Advanced lightweight composite
materials have proven effective in protecting vehicles and soldiers
as shielding and as personal body armor. These materials may
also prove extremely valuable if used via an innovative design in
orthotics for military footwear. These next-generation orthotics
can be engineered to provide significant foot protection while
enhancing ambulatory performance.
The primary objectives in this first phase of our project was to
demonstrate the feasibility that the Kingetics orthotic could be
produced by a commercial composites manufacturing process that
would provide a significant decrease in the risk of musculoskeletal
overuse injuries while reducing ambulatory energy consumption.
By using Kingetics’ patent-pending technology, the study set out to
create multiple concept designs for our orthotic using performance
estimations calculated from the material’s properties, lever/pivot
dimensions and locations, geometry and other factors of foot and
lower extremity biomechanics. After selecting two of our most
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promising design concepts along with producing multiple prototype
orthotics using a consistent and well controlled fabrication process,
this allowed us to determine our production feasibility consistent
with well controlled fabrication processes for performance
evaluation
Our concept designs allowed us to computer generate simulations
of a synergistic boot housing that when combined with the orthotic,
would hopefully provide an additional mechanical advantage and
a less than 10% decrease in the outersole and midsole weight of
current combat boots. By applying a puncture test (the ASTM
F2412-05) we hoped to demonstrate that the prototype orthotic
would outperform the standard puncture test (ASTM F2413-05)
required by U.S. Army. We also wanted to apply biomechanical
analysis to the orthotic design to demonstrate that one or more of
our designs would reduce injury risk by greater than 10%.
Our testing requirements also required a demonstration that a
significant reduction in oxygen consumption by a soldier based
on predictions from shoe weight would show calculated levels of
energy return from using the orthotic. By applying biomechanical
analysis to the acceptable physical comfort ratings, we could
demonstrate an increase of 10% compared to the traditional combat
boots now used. We also needed to demonstrate fire retardancy of
the orthotic by applying the UL 94 flammability test.
When developing and designing an orthotic that will decrease the
risk of musculoskeletal overuse injuries and increase ambulatory
performance by reducing loading rates, while increasing energy
storage and energy return, we also had to make an estimate of the
useful life expectancy of the orthotic based on material properties
documented by the manufacturer’s literature, along with estimating
manufacturing costs based on existing commercial processes.

The Orthosis
The governing mechanistic principles and basic design of the
Kingetics orthotic are illustrated in Figures 1 and 2. As the foot
approaches the ground at angle, the spring orthotic absorbs the
impact force of the ground F by bending (Figure 1). The tension
in the bent spring is stored as potential energy. As the heel is
raised, the orthotic pushes against the ground reactive force G and
the moment M helps to restore the foot to a horizontal position.
As with a cantilever beam, the force exerted on the proximal
end of the spring plate can be expressed as: F = (h3 w E d)/4L3
(Figure 1)
Where w and h are respectively the width and height of the spring
plate, L is the length of the spring plate from the dorsal heel
pivot to the proximal end, d is the deflection and E is the tensile
modulus. As the spring unloads, and the distal end contacts the
ground in readiness for the push-off phase of the gait cycle, loading
at point P (Figure 2) combines with normal reactive forces at G-1
and G-2, causing additional bending in the spring around the ball
of the foot. The potential force stored in the spring plate at this

32

Pedorthic Footcare Association www.pedorthics.org

phase of the cycle is given by: F = (h3 4 w E d)/L3 (Figure 2)
It is evident that by manipulating the dimensions of the spring
plate, the relative location of the pivots, and the material properties
of the plate, the performance of the spring can be varied over a
wide range. For example, a small decrease in the distance between
pivots results in large increase in the normal force exerted on the
heel. Kingetics LLC has produced an orthotic device that has
shown much promise in preliminary testing. It is noted that other
than the two designs selected for our Phase I testing, no other
systematic design variations have been made.

Results and Analysis
The tensile strength (the value E, in the above equations) of the
Kingetics orthotic (760 MPa) is quite high, thus providing excellent
performance and mechanical advantage. Additionally, the ultimate
tensile strength versus density ratio (571) is quite high, indicating
high performance levels and mechanical advantage, combined with
a favorable weight advantage.
A literature review using Biomechanigg Research, Inc. (BRI)
was conducted with the specific focus on the effects of footwear
modifications, inserts and orthotics on the frequency of overuse and
acute injury as well as pain relief, the metabolic cost of locomotion,
the mechanical energy requirements of locomotion and the
perceived comfort of footwear conditions. 106 journal papers and
books, covering aspects of health, military and sports research,
have been included in this review, covering the years 1946 – 2011.
These articles were summarized and the findings interpreted with
reference to our stated aims with the Kingetics, LLC insole system.
An initial evaluation of the orthotics was provided in our final
report, with reference to the various performance criteria used in
BRI’s review. Using this specific literature review and its analyses,
we were able to address our specific testing criteria for the prototype
orthotics.
Injury Criteria: Demonstrate that the orthotics can reduce injury
risk by >10%.
With repetitive strain injuries, researchers have reported reduced
injury frequencies of 10-13% with regards to overuse injuries of the
foot, 10-20% for plantar fasciitis, 5% for metatarsal stress fractures
and 4% for tibial stress syndrome due to insert/orthotic use. When
addressing pain, inserts/orthotics have shown to provide substantial
pain relief at the Achilles tendon, calf and lower back. Also with
acute injuries, no clear link was identified between footwear
construction and acute risk of injury.
Conclusion: BRI predicts that repetitive strain injuries and pain
could be reduced by
8%-12%. We speculate that the design of the Kingetics LLC system
could reduce the levers that often characterize military boots,
which are often correlated to high loading. High loading has been

associated to an increase in repetitive strain injury risk and pain.
BRI predicts no significant effect on acute injuries.
Energy Criteria: Demonstrate a significant decrease in oxygen
consumption.
When assessing weight effect, there is general agreement in the
literature that each 100g reduction in shoe mass results in a 0.7
to 1.0% reduction in metabolic cost during locomotion. With a
stiffness effect, reductions in energy expenditure of approximately
1% were observed
when individuals used stiffer soles and when they used the most
comfortable insoles while running. For the energy return effect, the
effectiveness of insoles/orthotics in returning energy
depends on the timing, frequency and location of the returned
energy. Internal investigations at BRI have shown energy returns of
up to 7%.
Conclusion: BRI predicts that the orthotic will significantly reduce
energy expenditure during walking by over 1%. This is based on
the following speculations: (1) A reduction in shoe weight by over
100 grams is feasible, and 2) The system has both a forefoot and
rearfoot factor which may affect energy positively. It is speculated
that the timing of the energy return can be addressed with this
device. Lastly, BRI predicts that the insert’s stiffness will not play a
role in reducing energy costs as this is more applicable for sprinting
and jumping movements.
Comfort Criteria: Increase subjective comfort ratings by 10% when
compared to traditional combat boot.
When measuring pressure, the most comfortable footwear
conditions were found to involve a more even distribution of
pressure across the plantar surface of the foot. The shape of the
current orthotic design in-use provides midfoot support, where
usually low values in pressure are found. Reducing both the risk
of injury and/or the loss of energy has been associated with higher
comfort ratings. In regards to multiple models of comfort, the
perception of comfort is largely dependent on subject specific
characteristics indicating that a range of footwear solutions may be
required for the purpose of achieving optimal comfort.
Conclusion: BRI predicts a 10% or greater subjective comfort
rating when compared to traditional military boots because of a
more even pressure distribution, a reduction in the risk of injury, a
reduction in the loss of energy, and the offering of multiple designs
(3 or more).
Fire Retardant Criteria: The purpose of this testing effort was
to document the flammability rating of the Kingetics orthotics,
for both the Sport and Safety models. The flammability testing
included both the horizontal and vertical burning tests. According
to UL 94, a rating of “HB” for the horizontal burning tests, and a
rating of “V-0” for the vertical testing are the best ratings possible

for the device tested.
Conclusion: The horizontal burn tests resulted in a rating of “HB”
for the Spring Plate and for both the Safety and Sport Heel Cradles.
The vertical burn tests resulted in a rating of “V-0” for the Spring
Plate and for both the Safety and Sport Heel Cradles.
Life Expectancy and Estimate Manufacturing Cost Criteria for the
Orthotic: In general, the composite materials used for this study
are known to perform tens of millions of cycles without showing
any signs of fatigue if used within the designed parameters. One of
the advantages of composite materials usage in the latest aerospace
structures is the fact that inspections of crack propagations are
performed less often, thus keeping the structure in service longer
and saving on costly inspections and repairs. Composites also show
very limited performance variations due to changes in climate.
Fatigue testing of composite materials can be conducted using a
variety of procedures, and feedback.
The design of the Kingetics orthotic device has incorporated ease
and consistency of manufacturing to the greatest extent possible
for our prototype. The prototype designs were manufactured in
a composite R&D facility using relatively low cost equipment
which is readily available. No specially constructed equipment was
required. Although the materials are not subject to a significant
decrease in cost at higher volumes, the time investment (labor
costs) can be greatly reduced as production capacity increases. .

Conclusion
Since the conclusion and submission of our study for the first
phase 1 of this project, we are now awaiting additional funding
for the second phase of this study and continue to be develop and
advance on what we have learned. We are continuing to develop
a synergistic boot housing design with one of our subcontractors,
i-generator, and in a parallel and separately-funded effort to this
SBIR contract, Kingetics has entered into a working relationship
with Crary Shoes to create a boot prototype that is modeled from
the designs we provided to Kingetics by i-generator.
It is clear these orthoses and boots have the potential to offer great
pedorthic footcare biomechanics to our military service men and
women. The development of this footwear can also help and
eventually be applied to our many ‘domestic safety soldiers’ locally
in such professions as police, fire, and EMS. Other government
agencies such as FEMA, Homeland Security, the forestry service,
and other professions that require footwear that is protective gear
can benefit from this podiatric advancement in foot and lower
extremity protection.
As we continue to test, modify and create these new cutting edge
technologies we continue to expand treatments and care for those
individuals put on the frontlines of our defense. Such pursuits of
these healthy alternatives will hopefully eliminate the possible and
many foot related issues that come with the wear and tear they put
on their feet beyond the normal mobility of the average person.
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Understanding PFA’s
Value as a Practicing
Professional:
Part 6

PFA Member Benefits

A

By Margaret Hren, Current Pedorthics Staff Contributor

s a working professional, it does not matter if you are beginning your career
or a long time practicing pedorthist; it is no secret that there are many
external variables moving within the pedorthic profession that can make being
a pedorthist or a manufacturer a challenge. As a member of the Pedorthic
Footcare Association (PFA), your membership is one of the most important
tools you have access to in your professional tool box. Yet, many of our members do not
know about the professional benefits we offer with a PFA membership.

PFA understands what is complicating the pedorthic industry,
and wants to assist each of our members in achieving both career
and professional success on numerous levels by taking advantage
the member benefits we provide tailored to their individual and
professional needs. With our industry facing ongoing regulatory
challenges at both the federal and state levels; the reduction in real
reimbursement rates from Medicare and private insurance; new
coding requirements, billing techniques and increasing administrative
burdens in running a pedorthic practice; the need to develop quality
and appropriate continuing education to keep professionals and the
industry up-to-date with the cutting edge of practice, it is this razor
sharp focus our association committees’ volunteers have continued to
assist in providing our membership with the professional needs they
confront daily.
It is important that as a member of PFA, you know how to navigate
the issues and challenges pedorthic professionals are working with.
PFA continues to persist in being informed and involved, offering
our membership the ability to follow our industry’s continuing

advancement, improvement and strive in deeply rooting our practices
in the medical community as viable alternatives to surgery, medicines
and just how important proper footwear and foot care is.
With knowledge comes power, and PFA offers our members numerous
benefits to harness this professional power. We have created various
and exclusive benefits and services geared specifically for your
business needs and career development. From networking to learning
opportunities and legislative help, PFA has a plethora of programs and
tools available to support your professional and educational needs.

Business Services
Whether you are running your own practice or part of a health
organization, PFA can help you keep the costs of doing business down
through a number of programs we have created specifically for the
business entrepreneur:
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• A credit card processing program at competitive rates to
improve your cash flow and give your patients more payment
options;
• Professional low-cost insurance, including professional
liability/malpractice, product liability, property/casualty and
Medicare-required surety bonds;
• Pre-paid legal services plan;
• Competitive health, dental and travel insurance for
individuals, businesses and families;
• Discounted shipping programs;
• Discounted printing and copying program;
• Comprehensive pedorthic coding manual compiled by PFA
and updated regularly; and
• Our own Affinity Visa Platinum Credit Card.

Government and Legislative Support
On a regular basis, PFA tracks Medicare news and regulations,
issues relating to the Therapeutic Shoes for Diabetics benefit and
state licensure initiatives. It also makes sure our members know
quickly when government actions will affect their practices. Through
grassroots lobbying efforts, PFA offers members the chance to become
involved and effect change in their profession.
PFA maintains a regular presence on Capitol Hill and within various
federal regulatory agencies, keeping an on-going relationship with the
decision-makers impacting the profession. PFA monitors legislation
and regulations at the state level as well, and intervenes on an as
needed basis and/or when requested by the members of a particular
state.

Publications
Our bi-monthly publication Current Pedorthics magazine is the only
professional publication focusing specifically on pedorthic topics
facing pedorthic practitioners today. From highlighting industry news
and trends to in-depth articles on treatment, research and practice, the
magazine is read by several thousand people each issue.
PFA News Flash, our new informational digital e-mail announcement
format recently launched as a reboot of PFA’s monthly e-newsletter.
This new state-of-the-art communication tool announces events,
urgent industry news, educational opportunities, business
announcements and important legislative and regulatory updates
from the federal and state levels, and offers our members a way to
contribute personal announcements regarding their personal pedorthic
accomplishments and up-coming local programming available to
promote pedorthics to the public.
For educational tools and information, PFA offers a wide selection
of industry related and lower extremity related books available at
discounted member-only rates in the PFA On-line Bookstore and
Resource Center. Titles and topics range from business practice,
anatomy, physiology, treatments, working and using related allied
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health disciplines, alternative practices and diseases that affect the feet
and lower extremity modality.
PFA also has available for pedorthic education programs and
practitioners our two popular introductory textbooks, Introduction to
Pedorthics and Professional Shoe Fitting, for those learning the field
of pedorthics or are just looking for two great reference texts to keep
on your office bookshelf. Numerous pedorthic programs across the
country and overseas have been using these two publications since
1996 as the cornerstone to teaching pedorthic practices.

Marketing Materials
PFA offers numerous marketing resources that include brochures,
pamphlets, promotion guidelines, and videos packaged to assist
members and the pedorthic community with educating the public
on the use and practice of pedorthics. These resources, available at
a discount for members in the Resource Center, are excellent tools
for helping pedorthists strengthen their own practices, and creating
a referral system for new clients and patients seeking information on
their needs for pedorthics and who the pedorthic community is as
health care providers.

Coding Manual
Modern Coding for Foot and Ankle DMEPOS HCPCS Codes: An
Analysis, Explanation and Clarification is the first coding manual
designed by PFA to give practical and fair advice to today’s pedorthists
and other health care practitioners dispensing foot and ankle
DMEPOS devices.
Developed by PFA’s Coding Committee and updated regularly, it
provides thoughtful and consistent guidance for pedorthic and other
allied health care practitioners. Members of PFA receive significant
discounts on this tremendous resource to help you maximize your
billings.

Continuing Education Opportunities
Lifelong learning is essential in pedorthics, and as a member of PFA,
you are eligible to receive discounts on registration, travel and lodging
costs for both national and regional educational programs, in addition
to a range of live and on-demand e-learning opportunities. PFA offers
high-quality educational webinars throughout the year offering both
scientific and business Continuing Education Credits to help meet
your ongoing certification needs. Webinars are usually held once
a month at 7 p.m. Eastern Time on weeknights, Tuesday through
Thursday, and are typically worth 1.5 CEUs or more from ABC and
BOC depending on the topic. A calendar of our most current offerings
is available under the ‘Continuing Education’ navigation tab on PFA’s
website, and published bi-monthly in Current Pedorthics.

Networking
Billed as the largest educational event in the world solely dedicated
to the practice of pedorthics and the world’s largest pedorthic
networking and exhibit event, you can enhance your abilities and
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share ideas, advice, techniques and your professional experience
with fellow professionals at PFA’s Annual Symposium & Exhibition.
Held annually in a major city in the continental United States, this
conference allows member to seek out opportunities and contacts in
the pedorthic community. Whether it be for professional enrichment
or just to reconnect with other pedorthic friends and colleagues, PFA
wants all of its members to exchange ideas and shared interest on what
is working (or may not be working) in the conservative treatment of
lower extremity modalities.

Public Outreach
PFA continuously works to increase understanding and appreciation
for pedorthics among the public, physicians, allied health care
professionals, potential referral sources and orthotic and shoe
providers. No matter if it is in a public retail setting, a private practice
or the decision makers in both the federal and state legislative arenas
and other regulatory bodies, PFA offers knowledgeable information
through educational campaigns, exhibits at health conferences and
the media, focusing our attention on pedorthics and building alliances
with other groups that will to help integrate pedorthics into their
patient care efforts.

Ongoing Liaison with Pedorthics Suppliers
PFA maintains strong relationships with suppliers of pedorthic
products, so members can find the products and services you need —
quickly and affordably.

Leadership Opportunities
PFA provides its members with opportunities and tools to teach their
communities what pedorthics involves, to serve on task forces and
committees, and to become leaders in a growing field.
PFA will continue to search-out, evaluate, grow and strengthen those
opportunities and benefits we offer our membership. As it is said,
‘membership has its rewards,’ it is to your advantage to use these
resources at your fingertips to help promote and grow your pedorthics
practice. If you haven’t already taken advantage of the many benefits
and services PFA has to offer, now is the time to move forward and ask
PFA to assist you in becoming the best pedorthic practitioner you can
be.
Seriously, what is stopping you? To learn more details about the
benefits to being a member of PFA, call PFA’s membership team at
(703) 610-9035 or visit www.pedorthics.org.

CEP article continued from page 16
In (Photo 1), you can see that the patient has a cavus type foot.
Equinus deformities are equal opportunity. Any arch type can
have the deformity. The patient is seated and you can see how
the forefoot is plantarflexed on the rear-foot and the space under
the calcaneus is visible. (Photo 2 ) is the posterior view. Notice the
position of the completed casts in (Photo 3 & Photo 3a).
Molding a standard total contact foot orthosis with at least a ½
inch or greater posting is completed on the corrected cast. When
grinding, maintain the "first ray to the ground" positioning and
the correct posting angle will appear. Often, there will be a heel
elevation as part of the posting and in most cases, the high part of
the posting will be on the lateral side. The contour of the foot will
always determine where it wants to be in space. Follow it.

Outcomes
As part of my practice, I have been able to successfully manage
many varied types of this deformity. I will relay three quick cases:
Case #1: An elderly female diabetic with persistent callus sub-3.

Went the route of met pad on met pad, adjusting posting, even
did a visco polymer full orthosis. Nothing slowed down the callus
formation. One day I was examining her at her home and had
the front door open with the light pouring through. When I saw
it--the equinus deformity. Just out of the corner of my eye. Used
the method above, and, voila, she doesn't have to have that callus
pared on an accelerated basis.
Case #2: An elderly female diabetic with hallux amputation (Photo
4). History of falls, broken elbow twice. Stands up and leans
back, loses her balance, and bam, hits the floor. Application of
foot orthosis as above, in three years, no falls, and greatly reduced
callusing.
Case #3: An elderly female, visually impaired, non-diabetic.
Recent hip arthroplasty revision. Orthotics has allowed her to
walk as much as she wants, had difficulty prior to the orthotics,
and is much more comfortable and walks with greater stability.
The posting on the left side is more significant due to the hip
revision. So happy that she bought a second pair of orthotics and is
extremely happy that she can walk safely and comfortably again.
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Know Diabetes and Neuropathy to
Optimize Pedorthic Management
By Dr. Anthony Lazzarino, DPM

D

iabetes carries the risk of developing complications that are largely
irreversible. 1 Approximately 10% of the population has diabetes
mellitus. Between 2007-2010 diabetes was the seventh leading cause
of death in the United States, with an annual mortality rate of
22.4/100,000 of population. 1,12 Double the rate for non-diabetic adults.
Diabetes decreases life expectancy on average by 5-10 years for diabetics.
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For effective design solutions, in diabetic footwear it is important
to understand the major complications of diabetes. Peripheral
neuropathy and peripheral vascular disease. These two
complications are presently the leading causes of disability in the
United States.1
If left unchecked, diabetes is a relentless progressive disease, which
extensively attacks the nervous system. Every Pedorthist is aware
that diabetes seriously affects the feet. The feet are where the
disease is obvious. In the feet the damage to the nervous system
is initially sensory, presenting as numbness and often manifesting
without further complications. This condition affects 26-47% of all
patients with diabetes.2
Nerve disease and blood vessel diseases are interrelated. With
diabetes, there is profound damage to the small blood vessels
resulting in ischemia, a reduction in blood supply to tissues. This
causes a shortage of essential oxygen and nutrients needed to keep
tissue alive and healthy.4 Blood vessels depend on adequate nerve
function, and nerves depend on adequate blood flow. Whatever
our intentions, in the production of footwear it is essential that we
never compromise blood flow or nervous function. Any part of an
assistive device that is tight fitting, compressive or unyielding must
be addressed for the diabetic use.
Diabetic neuropathy adversely affects all peripheral nerves
including pain fibers, motor nerves and the autonomic nervous
system. No nerves, leads to less blood. Less blood and clearly less
nerves. Less of both and we affect all tissue, resulting in nearly
dead and easily injured, leading to dead tissue. Knowing this
relationship we have an understanding of what neurovascular
disease is, why there is neuropathy, why its effects are so
widespread and particularly the feet, the most affected region of
the body.4

with dysesthesia. Every Pedorthist must deal with these disorders
and should keep an ongoing record of the patient’s status to
provide responsive therapy.
Abnormal sensations present first in the toes on each foot. Closely
associated with forefoot compromise. This presentation is often
described as the “stocking” distribution of numbness, sensory loss
and nighttime pain. The pain can feel like burning, pins and
needles, the sensation of standing barefoot on marbles or gravel
or extreme pain, all of which are common sensory disorders and
worth noting. As a designer, what does this suggest? Toes need
special consideration. The toes are where the disease has made its
first disabling strike. Tissues are seriously compromised and are
highly susceptible to continued breakdown.
Neuropathy includes extensive motor nerve and autonomic
dysfunctions in combination with sensory disorders. A
common complication of neuropathy is loss of proprioception.
Proprioception is the sense of where a limb is in relation to
the body and the environment. This is affected early in the
development of diabetes. Affected diabetics cannot feel when they
are stepping on a foreign body, such as a splinter, or when they
are developing a callous from a bony deformity or from an illfitting shoe. These patients are at high risk for injury and limb loss.
Discourage barefoot activity.
A loss of neuromuscular function can result in contraction of the
digits, producing hammer toes.6,7 The difficulty of these patients
can progress to forefoot valgus, drop foot, multiple fractures of
the knee, ankle or foot, and to Charcot deformities. The loss of
normal muscular and motor function is progressive. Charcot
neuropathy progressive, we are dealing with potentially unstable
and intensifying disease.

The outcomes of neuropathy include significant sensory
malfunctions. The general term for abnormal sensation is
Dysesthesia.5 With diabetes dyesthesia is common. Dysesthesia can
indicate a reduced level of sensation. Commonly numbness and
tingling in the extremities, or paresthesia. Think of sitting cross
legged as a child, but with constant delivery.

As a footwear designer what does this suggest to you? Consider how
often you should revisit with these patients? This status of these
patients can change rapidly. Your design solution of six months ago
may be a disaster today. As a Pedorthist everyone will benefit if you
monitor diabetic patients. You will most likely be the first to detect
the signs of impending danger. Be assured, few physicians are
trained to detect subtle changes in the foot that are obvious to you.

Dysesthesia also indicates a condition characterized by heightened
and exaggerated pain, sub categorized as hyperesthesia. In this
case, think of sitting cross legged as a child, but with an infinitely
worse and unrelenting sensation. As such, in accounting for
the complications of sensory neuropathy, constriction and focal
pressure are serious issues in your problem solving approach as a
Pedorthist.

Pedorthist are required to help manage progressive diabetic/
neuropathic disorders. Complex regional pain syndrome (CRPS)
can exist separately or in parcel with diabetes. CRPS has been
described under a number of different headings: reflex sympathetic
dystrophy (RSD) or "causalgia", reflex neurovascular dystrophy
(RND), Sudeck's atrophy, algoneurodystrophy, and amplified
musculoskeletal pain syndrome (AMPS).10

To complete the presentation of neuropathy we have to include:
muscle weakness, burning or electric pain and the constant
sensation of cold, all of which can present, in any combination

Complex Regional Pain Syndrome is multifaceted, with features
of extreme sensitivity, blood flow problems, swelling and
discoloration. Brain changes produce constant pain signals. It often
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Know Diabetes and Neuropathy to
Optimize Pedorthic Management

Diabetes presents with the most common neuropathic arthropathy
in the U.S., resulting in destruction of foot and ankle joints,
Charcot joints. Charcot joints occur in 1/600-700 diabetics.
Charcot arthropathy is a neuropathic degeneration of a weight
bearing joint or joints, and is progressive disease marked by bony
destruction, bone resorption, and eventual deformity. If the disease
process continues unchecked, it can result in joint deformity,
ulceration, infection, loss of function, and in the worst case
scenario, amputation or death. Again, early identification of joint
changes is the best way to limit morbidity.

© www.vkb-werbung.de

Charcot neuropathic joint disease12, is a wild card disease and not
limited to the foot. In those with foot deformity, approximately
60% are in the tarsometatarsal joints (medial joints affected more
than lateral), 30% have metatarsophalangeal joints involved and
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10% have ankle disease.13 This complex presentation suggests that
every segment of a shoes design must be carefully considered, to
avoid negative outcomes.
Pedorthic solutions, for a diabetic/neuropathic must be thorough.
These are physiologically disregulated individuals. Nothing
physically, with these people works as well as expected. Diabetics/
Neuropathic tissue, a break down easily, heals poorly, may be
incapable of sensing injury, and balance and strength is impaired.
In this progression injury leads to increased instability and
increased susceptibility to further injury. Diabetics have extreme
susceptibility to the forces of impact, shear, vectored compression
and shear, abrasion, puncture and rest compression/pressure.
Without optimal treatment diabetics cannot maintain a status quo.
The diabetic/neuropathic tendency is to become worse. At best, we
provide temporary solutions. We must integrate contingencies in
our design solutions to protect these patients from what has not yet
occurred. As well as addressing present need we plan ahead, for the
eventualities of the disease’s progression. A thorough understanding
of diabetes and neuropathy will enhance the effectiveness of
treatment modalities.
Noted resources for this article can be found
online at www.pedorthics.org.

Unbeatable ... If the adhesive is too cold or even frozen,
just put the can in a warm place and then shake it ...
The original top quality comes back – just like that !

initially affects an arm or a leg and can spread throughout the
body.8,9 If treatment is delayed, the disorder can quickly spread and
may become irreversible. The prognosis is not always good. Johns
Hopkins Hospital reports that 77% of sufferers have spreads from
the original site or flares in other parts of the body, is painful and
difficult to control. CRPS has the distinction of being described
as the most painful long term disease state, above such events as
amputation and childbirth11. Design thoughtfully.
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Diabetic Patient Foot Care
and the Questions You Will
Want to Ask
By Dr. Joseph Mozena, DPM
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A

requisite for practitioners of the diabetic foot is that many of those questions
that are of clinical importance should be discussed during treatment. Besides
the history taking of symptoms that include dermatological, musculoskeletal,
neurological and peripheral vascular systems, there are also questions
regarding diabetic risks and complications. An assessment of a patient’s foot
care practices are also an integral part of the comprehensive diabetic foot examination.

Evaluating at-risk diabetic foot patients should include
questions of their understanding of the implications of the
disease. This will include the loss of protective sensation, the
importance of daily inspections, the proper care of the foot,
skin and nails, and the selection of appropriate footwear.
The familiarization of using open ended questioning and
motivational interviewing techniques will benefit the
practitioner in elucidating areas of clinical concern.
The following questions though not specifically identified as
part of the comprehensive diabetic foot exam, may be utilized
to better deliver appropriate health care to your diabetic patient.
The following questions might help the practitioner and patient
understand the needs and requirements of the diabetic disease
complications better.

Q#1: Do you know how diabetes can affect
your feet? or Do you understand why I am
concerned about your feet?
When asking this question it should elicit from the patient,
their knowledge of the complications or what happens to the
feet of a person with diabetes. Follow up questions and Socratic
questioning guided toward the patient’s foot complications
may be additionally needed. A patient needs to be aware
that the high risk foot is an unhealthy foot and that diabetes
affects blood vessels, nerves, infections, skin, muscles, range of
motions, pressure points and possible amputations of the foot if
not properly cared for.
In laymen terms, the patient should know that large and small
blood vessels are affected by diabetes. Large vessels may harden
and narrow resulting in the foot not getting enough oxygen and
vital nutrients. Diabetics may heal slower. The immune system
is affected and the foot has a lesser ability to fight off infections;
also infections may be worse than in healthier individuals.
The patient should be able to state if their nervous system is
affected. And that the sensation of their feet and legs may go
numb which can lead to not feeling the pain of an injury.
Pain and sensations are very important as an alarm system for
injury in the human body. When pain is not noticed by the
patient, injuries may go unnoticed until further damage is
detected. Injury management to be delayed from unnoticed
damage. In some cases with numb feet, the patient may
incorrectly prefer too small shoes so they can feel them on
their feet as they use to feel them. Poorly fitted shoes may

be involved in as many as half of the problems that lead to
amputations.
Caregivers should be able to assess if a patient is aware that
their skin may dry out. Dry skin may form cracks. Calluses may
turn into ulcers and when ulcers are neglected, this may also
lead to infections which can lead to amputations.
Ulcers may be painless but need to be seen by the medical
team for treatment. Scar tissue after an ulcer breaks down is
more easily wounded. In addition, muscles may waste away
deforming the foot and crooked toes may ensue, causing
pressures on the tip, the top, the sides or the bottom of the toes.
Changes may cause increased pressures. Diabetes can cause
changes in gait, high arches and clawing of the toes.
Patients may have a loss of range of motion in joints or stiff
joints that can lead to increased pressures. For example, with a
loss of ankle range of motion there is increased forefoot loading.
Changes that cause abnormal gait patterns are also seen with
a loss of joint motion. The padding under the ball of the foot
may thin allowing pressure to increase on metatarsal bones.
Pressures can cause the skin to ulcerate, opening the skin to
infections. Amputations of the foot and leg are more common
among people with diabetes but appropriate foot care and
footwear make most amputations preventable.

Q#2: Do you do anything special to protect
your feet? Follow up question -- Do you know
how to check your feet every day?
Questions should elicit behaviors from a patient on how they
practice diabetic foot self-care and the importance of daily
inspections. A nonjudgmental assessment of diabetic foot selfcare practices is recommended. When the patient explains
their practices, be mindful that self-care practices that are not
appropriate should be addressed before simple and appropriate
patient education is entertained.
Patient education geared to the patient’s education level is
advised. Handouts with graphics should accompany verbal
interactive education and demonstrations. Education should
include how to identify the signs of infection. Demonstrations
should include daily foot and skin care, washing and drying
of feet, inspecting feet, nail cutting, and a discussion of
therapeutic footwear selection. Footwear education for
temperature extremes is helpful. Offering repetitive stories of
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Diabetic Patient Foot Care and the
Questions You Will Want to Ask

how foot self-care can help prevent unwanted complications
will help with communicating important needs for care.

Q#5: What is the most difficult aspect of the
diabetes disease for you at this time?

The patient should also be able to tell the practitioner what
kind of foot problems they have that need professional care.
The patient should be given the name and phone number
of whom to call for these types of questions or if they need to
report an issue about their feet that need professional attention.
Such government publications as “Tips on Good Foot Care:
From Feet Can Last a Lifetime,” “Take Charge of Your
Diabetes: Prevent Foot Problems,” and “Taking Care of Your
Feet,” are good publications to offer as educational tools to the
diabetic.

Asking this question elicits the patient’s agenda. Dealing
with their fears and questions in this way the practitioner can
treat the patient and not just the disease. Repetitions and
reinforcements help patients retain education. In diabetes a
motivational interview technique may be adopted. The premise
being that this patient-centered technique helps the patient
with their healthcare related messages that fit the patient’s
readiness to change their behavior.

The patient must realize that there are dangers inherent at
home. Walking barefoot at home is dangerous. Injuries at
night can be prevented by the use of night lights. High risk feet
should be inspected more than once a day. Changing shoes
during the day provides an opportunity to inspect their feet.
Using a mirror for visual inspections helps to see those hard
to view areas along with feeling the feet for abnormalities.
Inspection of footwear should be taught and demonstrated.
Diabetics need as many shoes as a non-diabetic with a
minimum of two pairs of serviceable shoes and inserts.

Q#3: Do you walk without shoes at home.
Follow up question -- When you wake up at
2:00 AM to go to the bathroom what do you
do?
It is important to elicit if a patient is knowledgeable and
compliant with instruction when it comes to wearing of shoes
at all times even when at home. Carpets are not protective nor
are socks alone. Patients may feel they are safe at home but that
is where most injuries happen. 2:00 AM in the morning is the
time to slip into slippers when walking to the bathroom.
People with diabetes need to be prepared for night time and
one way to prepare is to have slippers easily accessible. There
are only three times when shoes are not required footwear: in
bed, in the shower and at a medical office during assessments.
Note a water shoe in public showers is recommended.

Q#4: Who takes care of your nails?
This question elicits if trained personnel are taking care of their
nails. If the patient is at low risk and is trimming their own nails
then that patient should be assessed if they are knowledgeable
on the proper techniques of nail care. People with diabetes at
high risk should have someone on their medical team manage
and trim their nails. Pedicurists may be dangerous and not able
to recognize complications that require proper diagnosis and
proper treatment.

44

Pedorthic Footcare Association www.pedorthics.org

Q#6: Is there anything you do or have been
advised to do because of your diabetes that
you have difficulty with or are unable to do?
This question questions self-care practices and problems areas
that need to be discussed and explained. This is the time that
a practitioner can make a real difference in a patient’s life.
Sometimes two heads are better than one, and as an outside
observer, the practitioner may be able to help the patient find
their answers to perplexing problems.

Q#7: Do you know what your hemoglobin A1c
is testing and what your test numbers mean?
Inquire how much they understand this blood test and
what levels their medical provider recommends to reduce
complications. Results from this test indicate how well blood
sugar is controlled by the treatment plan they are following.
The test is like a baseball player’s season batting average. Hb
stands for hemoglobin an oxygen-transporting protein in red
blood cells. HbA1c is a subtype of that protein that blood sugar
attaches to, known as glycosylated hemoglobin. The more
glucose in the blood the more it attaches to the hemoglobin
A1c. The glycated hemoglobin remains for the life of the
red blood cell about 3 to 4 months. This test can be used to
determine how well a patient’s treatment plan is working since
many diabetics try to achieve blood glucose levels as close to
normal as possible.
Testing A1c at least twice a year is recommended. A1c tests can
be used for diabetic screening and diagnosis. The hemoglobin
A1c test informs a person of their average levels of blood sugar
24/7 over the past few months. This is not the average on
their glucometer which is a different number. Typically the
recommended percentage of HbA1c is below 7% for diabetics.
Target goals are generally individualized to the patient. The
estimated blood glucose can be derived from this percentage.
An A1c of 7% generally represents an estimated average glucose
(eAG) of 154 mg/dl.

Diabetic patients require an annual comprehensive foot exam at a
minimum. Foot pain, redness, sores, and severe or unrelenting foot
pain needs evaluation.
Q#8: Are these shoes appropriate for these
feet for the intended activity? Do your shoes
fit you correctly?
Asking this question helps in evaluating the importance of
appropriate footwear selection. Although due to neuropathy a
patient may not be able to tell if their shoes fit correctly, this
question may elicit some valuable information. Style and fit of
shoes are supremely important to the diabetic. The proper shoe
is required for each activity. Shoes that are excessively worn are
inappropriate shoes, and as a general guideline, shoes that are
used on a regular basis lose their cushioning in about a year.
An athletic shoe’s cushioning wears out before the shoe looks
worn out and can be determined by noting creases or deep
wrinkling in the midsole. Casual dress, work or walking shoes
are worn out if the heels are worn about ¼” or more. Shoes
that have flat spots on the outsole are worn out. If the back of
the shoe is angled when the shoe is placed on a flat surface the
shoes are worn out.
Shoes that don’t fit properly such as too narrow or too short are
inappropriate shoes. If the patient has neuropathy, they may
prefer a too tight shoe so that they can feel the shoe on their
foot like they used to feel it. Note well that the widest part of
the foot should fit in the widest part of the shoe, and shoes
should be in good repair checking internal linings. Orthoses
that reduce pressures should be consistent with the needs of
the foot. A check for foreign bodies in the shoe is made at every
encounter for the diabetic foot.

Q#9: Do you get a full foot exam by a
podiatrist at least once each year?
Diabetic patients require an annual comprehensive foot
exam at a minimum. Foot pain, redness, sores, and severe or
unrelenting foot pain needs evaluation. Redness can be from
such causes as a shoe pinching, poor blood flow, inflammation
or infection thus needs to be evaluated and diagnosed by the
patient’s medical provider. Any break in the skin should be
reported to the medical team. The patient should have a name
of a medical team member and a number to call 24/7/365.
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Dr. Comfort Offers New
Athletic Shoe Line and
Donates Portion of Sales
Dr. Comfort, the worldwide leading manufacturer of
therapeutic footwear, is joining the American Diabetes
Association’s® Step Out: Walk to Stop Diabetes as a National
Team in 2014. The event is the Association’s signature
fundraising walk.
As a National Team, Dr. Comfort has committed to raising
$100,000 for the Association by the end of 2014. Dr. Comfort
employees, friends, family members, customers and vendors
are invited to join Dr. Comfort’s corporate team to participate
in any of the 110 Step Out events nationwide. Every mile
walked and dollar raised by Dr. Comfort participants supports
the Association’s research, information and advocacy efforts to
improve the lives of those affected by diabetes. Dr. Comfort will
also provide educational materials through the Association’s
Center for Information and Community Support and Living
with Type 2 Diabetes program.
In addition to participating in Step Out walks, Dr. Comfort
is currently donating $10 from every sale of a pair of shoes
from its Athletic Shoe line to the Association to support the
fight to Stop Diabetes. The shoes feature a virtually seamless
design and lightweight construction. Regularly priced at $175,
the shoes are selling now for $89 through Dec. 31, 2014. The
deal is valid on men’s styles Chris and Jason and women’s
styles Meghan and Katy. The shoes can be ordered through
Dr. Comfort in person or online at www.drcomfort.com/
ADAshoes with promo code ADASHOE.

ABC Launches CPM Exam
Preparation Videos
The American Board for Certification in Orthotics, Prosthetics
and Pedorthics, Inc. (ABC) is pleased to announce the launch
of two videos specifically for candidates of the ABC Clinical
Patient Management Exam. Each video gives prospective
candidates an overview of the ABC CPM exam experience,
helping them understand how the exam is structured and
what they’ll be expected to do. The videos show how our
experienced examiners perform live evaluations of candidate’s
patient management skills and ability to formulate a treatment
plan.
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“This inside look at the CPM exams is yet another example of
ABC’s commitment to assisting individuals in preparation for
their national board exams. We feel strongly that an in-person
evaluation of a candidate’s ability to interact with patients and
an assessment of their decision making skills is the only way to
ensure safe and effective patient care,” says Catherine A. Carter,
ABC Executive Director. The videos are available through the
ABC website and on YouTube.

Russell Hornfisher Joins
Orthotic Holdings, Inc. as
O&P Channel Manager
Orthotic Holdings, Inc. (OHI), the leading manufacturer in
North America of custom, lower extremity orthotic devices and
related products, has announced that Russell Hornfisher has
joined the OHI business development team as O&P Channel
Manager. Immediately prior to joining OHI, Mr. Hornfisher
was a fifteen-year veteran of Becker Orthopedic where he
served as Director of Sales & Marketing and also served as Vice
President for both Orthotics and Prosthetics Group of America
and U.S. Rehab.
Among the most respected and recognizable figures in the
O&P industry, Mr. Hornfisher spent eight years on the board of
the American Orthotic And Prosthetic Association (AOPA) and
for six years as Chairman of its National Assembly Committee.
A noted authority in virtually every facet of orthotics and
prosthetics, his expertise in business management and the
science of selling have also contributed to his enduring
popularity as a speaker and lecturer.
OHI CEO Ivan Sabel was unequivocal in his praise for Mr.
Hornfisher. “I’ve personally known Russ for nearly his entire
career in O&P and I can think of no one better qualified to
lead OHI’s efforts in this increasingly vital market,” said Mr.
Sabel. Added Jason Kraus, OHI’s President and COO, “Russ’s
many career achievements and the abiding respect he enjoys
from his colleagues in O&P are the result of exceptional
dedication, professionalism and a sincere concern for the end
user, for patients.” Mr. Kraus continued, “His appointment as
O&P Channel Manager for OHI is yet another strong signal
to the market that OHI understands the needs and concerns of
O&P professionals and that we’re passionate about serving those
needs.”
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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)
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

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

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.

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

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)
Akaishi (2013)

Bestsole, Inc. (2010)

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

Gardena, CA
E-mail: kurato.sato@akaishiusa.com
Website: www.akaishiusa.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.

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

Brooks Sports, Inc. (2001)
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 extradepth 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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* For the latest igli information,
visit the NEW igliusa.com!

igli carbon insole –
innovation. performance. function.

www.igliusa.com

CARBON
TECHNOLOGY

medi. I feel better.

Products&services

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.

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.
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.

Thousand Oaks, CA
Phone: (805) 375-0038
Fax: (805) 375-0848
Email: info@kannercorp.net
Website: www.finncomfort.com

St. Louis, MO
Phone: (800) 535-3508
Fax: (314) 534-0035
Email: guard@il.net
Website: www.guardmfg.com

Foot Solutions (2012)

Haflinger/Highlander
(Gerda Hoehm) (1999)

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

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

Boiled wool slippers, latex arch support,
felt and leather clogs, cork molded
footbed. Highlander is Gerda Hoehm’s new
high-quality 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

KLM Laboratories (2006)
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

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

Honeywell Safety Products
(2013)

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

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

Pedorthic Footcare Association www.pedorthics.org

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)
KLOGS®, headquartered in Sullivan, MO
is a part of the Latitudes, Inc., family of
Komfort brands. Utilizing proprietary
polyurethane components and slip-last
construction, KLOGS® offers premium
comfort footwear designed to fit the
anatomical features of the foot and provide
instant wearability while eliminating
a “break-in” period. With removable
footbeds to accommodate custom
orthotics, a broad range of sizes and
widths to ensure proper fit, slip-resistant
outsoles and replaceable footbeds,
KLOGS® is dedicated to providing “WOW”
Komfort in every step.
www.wowkomfort.com
Sullivan, MO
Phone: (573) 468-5564
Fax: (573) 468-5560
E-mail: Jennifer@latitudesinc.com

Lord Custom Molded Shoes,
Inc. (1994)

Hapad, Inc. (1988)

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.

Gadean Footwear (2010)
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Goodhew, LLC (2012)

JMS Plastics Supply (1992)
JMS is the first U.S. company to have
Silpure in our nylon top cover on our
Neolon. Silpure is an advanced antimicrobial protection that provides proven
anti-bacterial properties of silver. Available
in 1.5 mm and 3.0 mm sheets. Our
Neolon with Bamboo is also deodorizing
and anti-bacterial and comes in sheets 40”
x 48” or 48” x 80”. Our new J-fab line of
prefabs are thin, heat moldable and they
come in three styles and three colors.
Neptune, NJ
Phone: (800) 342-2602
Fax: (732) 918-1131
E-mail: sales@jmsplastics.com
Website: www.jmsplastics.com

Justin Blair & Company (2001)
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.
Chicago, IL
Phone: (800) 566-0664
Fax: (773) 523-3639
Email: orders@justinblair.biz
Website: www.justinblairco.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

Products&services

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

New Balance (1990)
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 800-599-2902 or email
sales@partnership.com.
Cleveland, OH
Phone: (800) 599-2902
Fax: (800) 439-8913

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

Sole Supports, Inc. (2012)

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

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

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: 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

Spenco Medical Corporation
(2013)

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

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.

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

Waco, TX
Phone: (800) 877-3626
E-Mail: jeffa@spenco.com
Website: www.spenco.com

STS Company (1997)

Propet USA, Inc. (2000)

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.

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.

Streifeneder USA (1997)
Preformed insoles, diabetic shoes
and materials in different hardnesses,
especially for diabetics.

Goshen, NY
Phone: (800) 354-6278
Fax: (845) 291-7097
Email: shoesystemsplus@hvc.rr.com
Website: www.shoesystemsplus.com

Tampa, FL
Phone: (800) 378-2480
Fax: (813) 246-5998
E-mail: euro@eurointl.com
Web site: http://www.eurointl.com

SoleTech, Inc. (1994)

Superfeet Worldwide LLP
(2003)

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

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
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Therafirm (A Division of
Knit-Rite, Inc.) (1999)
Quality medical-grade compression hosiery
and diabetic socks.
Ellerbe, NC
Phone: (800) 562-2701
Fax: (910) 652-2438
Website: www.therafirm.com

Tru-Mold Shoes, Inc. (1980)

Value Foam, Inc. (2014)

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

Value Foam Inc. is devoted to offering our
customers high quality, low cost materials
commonly used for orthotic and prosthetic
devices. Bring us your current invoice, we
will be happy to offer you the same type of
materials at 10 percent less. Our product
lines include high quality EVA, AccuZote
(a more economic substitute of plastazore)
and PPT/SBR materials at various density
and thickness.

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.

Trufit Biomechanics Labs is a full service
biomechanics and podiatric company. We
manufacture individually engineered CAD/
CAM corrective foot orthotics in the USA. We
operate multiple chiropractic and podiatric
patient-care facilities across Europe. In
addition to operating several patient clinics
in Europe, we continuously engage in highly
funded research and development projects in
conjunction with several European government
laboratories as joint ventures that have become
very successful in developing new patient care
evaluation techniques and innovative medical
corrective devices, grounded in science.Our
commitment to Research, Development and
Innovation is a foremost goal, and we only
employ medical, engineering, and computer
science professionals who share that vision.

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

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

Orlando, FL
Phone: 855-910-2525
Fax: 321-202-2819
E-mail: info@trufitusa.com
Website: www.trufitusa.com

52

Pedorthic Footcare Association www.pedorthics.org

South El Monte, CA
Phone: (800) 788-1358
Fax: (800) 788-1358
E-mail: mary@valuefoams.com
Web site: www.valuefoams.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.
Port Orchard, WA.
Phone: 877 717 0588
Fax: 877 717 0589
Email: craig.taylor@zierashoes.com.
Website: www.zierashoes.com

Products&services

FOR PROVIDERS OF COMMON, ADEQUATE CARE,
THE WORLD IS FILLED WITH COMMON, ADEQUATE SOLUTIONS.

FOR EVERYONE ELSE,

,
THERE S ARIZONA AFO.
YOUR PATIENTS WILL FEEL THE DIFFERENCE.

TM

The original Arizona Brace®

877.780.8382 | www.ArizonaAFO.com
A heritage of exceptional quality, innovation & service since 1990.
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