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Background: Plantar fasciitis is one of the most com-
mon foot complaints. It is often treated with foot ortho-
ses; however, studies of the effects of orthoses are gen-
erally of poor quality, and to our knowledge, no trials
have investigated long-term effectiveness. The aim of this
trial was to evaluate the short- and long-term effective-
ness of foot orthoses in the treatment of plantar fasciitis.

Methods: A pragmatic, participant-blinded, random-
ized trial was conducted from April 1999 to July 2001.
The duration of follow-up for each participant was 12
months. One hundred and thirty-five participants with
plantar fasciitis from the local community were re-
cruited to a university-based clinic and were randomly
allocated to receive a sham orthosis (soft, thin foam), a
prefabricated orthosis (firm foam), or a customized or-
thosis (semirigid plastic).

Results: After 3 months of treatment, estimates of effects
on pain and function favored the prefabricated and cus-
tomized orthoses over the sham orthoses, although only
the effects on function were statistically significant. Com-

pared with sham orthoses, the mean pain score (scale,
0-100) was 8.7 points better for the prefabricated ortho-
ses (95% confidence interval, −0.1 to 17.6; P=.05) and 7.4
points better for the customized orthoses (95% confi-
dence interval, −1.4 to 16.2; P=.10). Compared with sham
orthoses, the mean function score (scale, 0-100) was 8.4
points better for the prefabricated orthoses (95% confi-
dence interval, 1.0-15.8; P=.03) and 7.5 points better for
the customized orthoses (95% confidence interval, 0.3-
14.7; P=.04). There were no significant effects on pri-
mary outcomes at the 12-month review.

Conclusions:Footorthosesproducesmall short-termben-
efits in function and may also produce small reductions
in pain for people with plantar fasciitis, but they do not
have long-term beneficial effects compared with a sham
device. The customized and prefabricated orthoses used
in this trial have similar effectiveness in the treatment of
plantar fasciitis.
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T HE PLANTAR FASCIA, OR

plantar aponeurosis, is a
tough, fibrous, connective
tissue structure that spans
the plantar surface of the

foot from the inferior heel to the toes.1 Pain
emanating from this structure is most of-
ten referred to as plantar fasciitis.2

Plantar fasciitis is one of the most com-
mon foot complaints. One recent Ameri-
can study3 estimated that there are approxi-
mately 1 million patient visits per year to
office-based physicians and hospital de-
partments for treatment of plantar fasci-
itis. The disorder is particularly prevalent
in runners and people who are over-
weight4-9 and it is also prevalent in people
with inflammatory arthritis.10-13 Plantar
fasciitis makes up approximately 25% of all
foot injuries in runners14 and up to 8% of
all injuries to people participating in sport-
ing activities.15-17

Foot orthoses are commonly used in the
conservative treatment of plantar fasciitis.
It is thought that foot orthoses reduce the
symptoms of plantar fasciitis by reducing
strain in the fascia during standing and am-
bulation.18,19 Cadaveric research shows that
orthoses reduce foot pronation, collapse of
the longitudinal arch, and associated elon-
gation of the foot.20,21 There are many dif-
ferent types of orthotic devices, although
one of the primary distinctions is between
relatively inexpensive prefabricated ortho-
ses and more expensive customized ortho-
ses. A handful of randomized controlled
trials22-25 have evaluated the effects of foot
orthoses from a patient’s perspective. How-
ever, systematic reviews of these trials have
concluded that the evidence for the effec-
tiveness of foot orthoses in the treatment
of plantar fasciitis is poor and that further
investigation with rigorous randomized
clinical trials is needed.26-28
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Published randomized trials of orthoses for plantar fasci-
itis suffer from a number of methodological weaknesses.
To our knowledge, none compared the effects of orthoses
with a no-treatment or sham group, and none assessed long-
term outcomes (the longest follow-up was 3 months). Two
of the 4 trials were underpowered, none assessed function
(disability), 3 had losses to follow-up of at least 15%, and
only 1 explicitly analyzed by intention to treat.28 To ad-
dress these weaknesses, we conducted a randomized trial
that evaluated the short- and long-term effectiveness of foot
orthoses in the treatment of plantar fasciitis.

METHODS

The study, a 3-armed, participant-blinded randomized trial, was
conducted from April 1999 to July 2001. Participants were al-
located to groups that received sham orthoses, prefabricated
orthoses, or customized orthoses. Ethics approval for the project
was obtained from the university’s ethics review committee. All
participants provided written informed consent prior to re-
cruitment.

PARTICIPANTS AND RANDOMIZATION

The trial was conducted at a university podiatry clinic, which
services a local community of approximately 200 000 people.
Recruitment was assisted by advertisements in local newspa-
pers. Consecutive patients who had a clinical diagnosis of plan-
tar fasciitis and who had experienced symptoms for at least 4
weeks were invited to participate. They were excluded if they
had a history of a major orthopedic or medical condition (eg,
inflammatory arthritis or diabetes) that may have influenced
the condition. One hundred and forty-seven patients with plan-
tar fasciitis were screened, of whom 136 were eligible to par-
ticipate. All 136 patients gave written informed consent to par-
ticipate in the trial.

Participants were allocated to 1 of 3 groups according to a
computer-generated random allocation sequence. The alloca-
tion sequence was concealed from potential participants and
from the investigator who recruited participants. After recruit-
ing a participant and completing baseline assessments, the in-
vestigator ascertained that participant’s allocation by contact-
ing the center holding the allocation sequence (either by
telephone or e-mail). Patients were considered to have en-
tered the trial at the moment their allocations were divulged
to the investigator.

CLINICAL PROTOCOL

Each participant was assessed using a standardized assessment
by the investigator, an experienced podiatrist (K.B.L.). Neutral
position plaster casts29 were taken by the investigator; these were
later used to fabricate the foot orthoses or size the prefabricated
orthoses. Participants were advised that they would receive soft,
medium, or hard orthoses molded specifically to their feet and
were given a further appointment 2 to 3 weeks later to issue the
orthoses. No other treatments (eg, anti-inflammatory drugs or cor-
ticosteroid injections) were allowed during the 12 months that
the participants were in the trial.

Following the initial appointment, participants were allo-
cated to 1 of 3 groups (hereafter sham, prefabricated, and cus-
tomized groups), and the orthoses were fabricated in the in-
tervening 2 to 3 weeks. The sham foot orthosis was fabricated
by molding 6-mm, soft (120 kg/m3) ethyl vinyl acetate foam
over an unmodified cast of the foot. This device was designed

to provide minimal structural support for the foot. The pre-
fabricated foot orthosis was a three-quarter–length (retail mold)
Formthotic (Foot Science International, Christchurch, New Zea-
land) dispensed using the manufacturer’s instructions. This de-
vice was made from a firm-density polyethylene foam that is
sufficiently thick to fill the arch area and prevent the orthosis
from flattening, thus providing support for the foot. The cus-
tomized foot orthosis was fabricated at a commercial orthotic
laboratory (The Orthotic Laboratory, Melbourne, Australia) us-
ing principles described by Hice.30 A plaster cast was posted to
the neutral calcaneal stance position, and a hard plastic shell
was vacuum molded over the cast. The shell was made from
semirigid polypropylene, and a firm foam heel post was ap-
plied inferior to the heel. This device is relatively rigid and is
designed to provide significant support for the foot and influ-
ence the position of the foot relative to the leg.

The prefabricated and customized orthoses were selected
based on a survey of podiatric physicians, representing those
that are commonly prescribed.31 All devices were made to look
as similar as possible (ie, in color and shape) given the mate-
rials used, and participants were blinded to which device they
had received. The allocated orthoses were dispensed 2 to 3 weeks
after the initial appointment, and then outcomes were mea-
sured at 3 and 12 months.

OUTCOME MEASURES

The primary outcomes, nominated a priori, were pain and func-
tion at 3 and 12 months. These were measured with the pain
and function domains of the Foot Health Status Question-
naire,32 which has previously been validated (content, crite-
rion, and construct validity) across a wide spectrum of patho-
logical conditions, including skin, nail, and musculoskeletal
disorders. It has a high test-retest reliability (intraclass corre-
lation coefficients range, 0.74-0.92) and a high degree of in-
ternal consistency (Cronbach � range, 0.85-0.88).32 It was se-
lected on the basis of a detailed comparison33 of its performance
with an alternative tool, the Foot Function Index.34 Secondary
outcomes are not reported here, but the data are available from
the first author (K.B.L.). To minimize the assessor’s influence
on participant responses, all outcomes were measured at the
beginning of each appointment prior to any interaction be-
tween the participant and the assessor.

STATISTICAL ANALYSIS

Primary outcome data were analyzed according to a pre-
planned protocol. Separate analyses were conducted on 3-month
and 12-month outcomes. To maximize precision of estimates,
analysis of covariance was conducted using a linear regression
approach.35,36 We prespecified that the baseline measure (either
pain or function at baseline) would be used as the only covar-
iate in each analysis. For the analysis of pain we adjusted for
pain at baseline. For the analysis of function we adjusted for
function at baseline. Data were analyzed by intention to treat.
The primary aim was to estimate the magnitude of effects, but
we also conducted hypothesis tests. We used the Kruskal-
Wallis test to determine if there were differences between groups
in the number of days between review appointments. Hypoth-
esis tests were considered significant if P�.05.

We determined the sample size of 136 before conducting
the trial. This sample size provides a 90% probability of de-
tecting an effect between any of the orthoses of 15 points on
the pain domain of the Foot Health Status Questionnaire. The
sample size calculation assumed an SD of 20 and a loss to fol-
low-up of 15%. We conservatively ignored the extra precision
provided by covariate analysis when estimating the sample size.
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RESULTS

Table 1 provides the baseline characteristics of partici-
pants. Participants in the 3 groups appeared to be gener-
ally well matched although the prefabricated group had
a mean weight that was approximately 10 kg heavier
than that of the other 2 groups. Correspondingly, the
body mass index (calculated as weight in kilograms
divided by the square of height in meters) of the prefab-
ricated group was also greater by 2.6 to 3.0 kg/m2. Par-
ticipants reported experiencing symptoms for a median
period of 12 months (range, 1-360 months); hence, the
sample consisted primarily of patients with relatively
chronic symptoms.

The progression of participants through the trial is pre-
sented in Figure 1. There were no differences in fol-
low-up times between the groups at either the 3-month
(P=.37) or 12-month (P=.83) reviews. For the 3-month
review, the number of days (median [interquartile range])
for the groups were sham, 92 (88-103); prefabricated, 90
(84-100); and customized, 91 (85-98). For the 12-
month review, the number of days (median [interquar-
tile range]) was 375 (371-383) for the sham group; 373
(369-387) for the prefabricated group; and 373 (371-
382) for the customized group.

One participant from the sham group withdrew ow-
ing to illness prior to receiving treatment and without
knowing which intervention she had been allocated. Be-

Table 1. Baseline Characteristics*

Variable

Type of Orthosis

Sham
(n = 45)†

Prefabricated
(n = 44)

Customized
(n = 46)

Age, y 48.5 (9.6) 47.3 (11.6) 49.2 (12.0)
Women, No. (%) 30 (67) 25 (57) 34 (74)
Height, cm 168.3 (8.6) 168.6 (9.4) 165.9 (7.5)
Weight, kg 83.5 (14.0) 93.5 (18.0) 83.2 (16.6)
BMI 29.6 (4.9) 32.9 (6.1) 30.3 (6.1)
Subjects with both feet affected, No. (%) 23 (51) 21 (48) 19 (41)
Self-reported time on feet per day, h 9 (3) 9 (3) 9 (3)
Median period of symptoms in months (range) 12 (1-240) 11 (2-360) 12 (2-360)
FHSQ score; range of 0-100 points

Foot pain 45.1 (20.6) 42.1 (20.0) 48.4 (20.9)
Foot function 68.2 (26.8) 56.1 (27.3) 62.2 (22.0)

Abbreviation: BMI, body mass index (calculated as weight in kilograms divided by the square of height in meters); FHSQ, Foot Health Status Questionnaire (0
corresponds to the worst foot health; 100, the best).

*Values are given as mean (SD) except where noted.
†One participant withdrew from the sham group owing to illness prior to receiving treatment and without knowing which intervention she had been allocated.

No baseline data were available for this participant.

Patients Screened at Initial Appointment147

Patients Randomized to Prefabricated Foot Orthoses44Patients Randomized to Sham Foot Orthoses46 Patients Randomized to Customized Foot Orthoses46

Patients at Baseline44Patients at Baseline 45
Participant Lost to Follow-up1

Patients at Baseline46

Patients at 12-Month Review45Patients at 12-Month Review43
Additional Participant Lost to Follow-up1

Patients at 12-Month Review43
Participant Lost to Follow-up1

Patients at 3-Month Review44Patients at 3-Month Review44
Additional Participant Lost to Follow-up1

Patients at 3-Month Review45
Participant Lost to Follow-up1

Patients Initially Randomized136

Patients Not Randomized11
Because of Pain Due to Conditions
Other Than Plantar Fasciitis

5

Current Use of Anti-inflammatories1
Symptoms so Mild as to Not
Register on Outcome Measures

1

Tibialis Posterior Tendon Injury1
Systemic Arthropathy1
Diabetes Mellitus1
Possible Neurological Disorder1

Figure 1. Participant flowchart.
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cause the baseline data were measured when the ortho-
ses were issued to participants, no data were available for
this participant. Four other participants were each un-
available for 1 of the 2 follow-up measures. Conse-
quently, loss to follow-up over the 12 months of the trial
was 2.9%. At 3 months, 7% of participants (4 in the sham,
3 in the prefabricated, and 2 in the customized group)
had broken protocol (eg, taken anti-inflammatory drugs,
received a corticosteroid injection, or used alternative or-
thoses or a night stretch splint). Of these participants, 2
in the sham group began using alternative orthoses. At
12 months, the percentage of participants who broke pro-
tocol had increased to 23% (12 in the sham, 11 in the
prefabricated, and 8 in the customized group). The num-
ber using alternative orthoses at this time point was 7 in
the sham group, 2 in the prefabricated group, and 1 in
the customized group.

All 3 groups experienced improvements in pain and
function at 3 and 12 months compared with baseline, but
differences between groups were small (Table 2,

Figure 2, and Figure 3). The prefabricated and cus-
tomized groups demonstrated benefits in the short term
(ie, at 3 months) compared with the sham, but not in the
long term (ie, at 12 months). The intention-to-treat analy-
sis at 3 months demonstrated that the prefabricated and
customized groups had greater improvements in pain than
the sham group: adjusted mean differences of 8.7 points
(95% confidence interval [CI], −0.1 to 17.6) for the pre-
fabricated group and 7.4 points (95% CI, −1.4 to 16.2)
for the customized group. These differences were not sta-
tistically significant, although the prefabricated device ap-
proached significance (P=.05 and .10, respectively). The
mean difference for pain between the prefabricated and
customized groups was negligible (adjusted mean dif-
ference of 1.3; 95% CI, −7.6 to 10.2).

Both the prefabricated and customized groups also had
better function than the sham group at 3 months: ad-
justed mean differences of 8.4 points (95% CI, 1.0-
15.8) for the prefabricated group and 7.5 points (95%
CI, 0.3-14.7) for the customized group. These differ-

Table 2. Mean (SD) Outcomes Scores At Baseline and 3-Month and 12-Month Follow-ups, and ANCOVA-Adjusted Estimates
of Mean (95% Confidence Interval) Differences Between Groups*

Outcome

Outcome Score ANCOVA-Adjusted Estimates of Effects†

Sham
Prefabri-

cated Customized
Prefabricated

vs Sham
Customized

vs Sham
Prefabricated
vs Customized

Pain
Baseline 45.1 (20.6) 42.1 (20.0) 48.4 (20.9)
3-Month Review 63.4 (21.5) 71.4 (23.2) 71.8 (20.6) 8.7 (−0.1 to 17.6) 7.4 (−1.4 to 16.2) 1.3 (−7.6 to 10.2)
3 Months − Baseline 18.3 (22.5) −29.3 (27.7) −23.4 (26.9)
12-Month Review 82.3 (18.0) 83.8 (18.0) 83.1 (21.4) 2.2 (−5.6 to 10.0) −0.1 (−7.8 to 7.7) 2.3 (−5.6 to 10.1)
12 Months − Baseline −37.2 (23.5) −41.7 (24.2) −34.7 (24.6)

Function
Baseline 68.2 (26.8) 56.1 (27.3) 62.2 (22.0)
3-Month Review 79.7 (22.3) 81.8 (22.8) 84.1 (19.9) 8.4 (1.0 to 15.8) 7.5 (0.3 to 14.7) 0.9 (−6.3 to 8.1)
3 Months − Baseline −11.5 (16.1) −25.7 (24.3) −21.9 (21.9)
12-Month Review 87.8 (20.6) 89.5 (19.0) 90.2 (17.8) 5.5 (−2.0 to 13.0) 4.3 (−3.0 to 11.6) 1.2 (−6.1 to 8.5)
12 Months − Baseline −19.6 (26.0) −33.4 (25.4) −30.0 (22.5)

Abbreviation: ANCOVA, analysis of covariance.
*The bold entries are the primary outcomes, which were nominated a priori.
†Between-group mean differences were adjusted for the baseline score of the outcome.
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Figure 2. Foot Health Status Questionnaire pain scores (mean [SE]) at
baseline, 3-month review, and 12-month review.
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Figure 3. Foot Health Status Questionnaire function scores (mean [SE]) at
baseline, 3-month review, and 12-month review.

(REPRINTED) ARCH INTERN MED/ VOL 166, JUNE 26, 2006 WWW.ARCHINTERNMED.COM
1308

©2006 American Medical Association. All rights reserved.
 , on July 1, 2006 www.archinternmed.comDownloaded from 

http://www.archinternmed.com


ences were statistically significant (P=.03 and .04, re-
spectively). The mean difference between the prefabri-
cated and customized groups for function was negligible
and not statistically significant (adjusted mean differ-
ence of 0.9; 95% CI, −6.3 to 8.1). Differences in pain and
function at 12 months were also negligible (Table 2).

COMMENT

Prefabricated orthoses and customized orthoses pro-
duced small short-term benefits. Both the prefabricated
and customized orthoses produced statistically signifi-
cant improvements in function (mean effects at 3 months
compared with sham orthoses of 8.4 points for prefab-
ricated orthoses and 7.5 points for customized ortho-
ses). Prefabricated and customized orthoses also seemed
to reduce pain compared with sham orthoses (effects of
8.7 points and 7.4 points, respectively), although these
differences were not statistically significant. Effects on
both pain and function were small, and it is not clear if
they are large enough to be clinically important.

To express these results in a more tangible way, we
dichotomized function data by considering that an im-
provement in function occurred when function in-
creased by more than one third of the baseline values.
The prefabricated foot orthosis produced 1 additional im-
proved outcome for every 6 people treated for 3 months,
and the customized foot orthosis produced 1 addi-
tional beneficial outcome for every 4 people treated for
3 months.

Some clinicians and patients with plantar fasciitis will
consider effects of this magnitude to be sufficient to jus-
tify the use of orthoses. In that case, it is necessary to de-
cide whether to use prefabricated or customized orthoses.
Data from this trial indicate that there is little difference
between the effects of the prefabricated and customized or-
thoses. Provision of prefabricated orthoses is usually con-
siderably less expensive than customized orthoses. (Typi-
cal costs of supply and fitting at the time of the study were
of the order of $45-$90 for prefabricated orthoses and $225-
$300 for customized orthoses.)

The results of this trial also need to be viewed in light
of 2 limitations. First, the participants had chronic symp-
toms; effects of orthoses may be different for patients who
have been experiencing plantar fasciitis for less time. How-
ever, other baseline characteristics of the participants are
similar to a typical patient with plantar fasciitis. Second,
the assessor was not blinded. This is a potential source
of bias. Nevertheless, outcome measures were self-
reported by participants who were blind to allocation,
and outcome data were obtained at the beginning of each
appointment prior to interaction with the assessor. We
believe these procedures provide little opportunity for
the assessor to bias measures of outcome.

Comparison of the baseline characteristics of the 3
groups revealed that the prefabricated group had a mean
weight that was approximately 10 kg heavier than the
other 2 groups. We did not adjust for this difference be-
cause we had prespecified that we would adjust only for
differences in baseline outcome measures, and post hoc
selection of covariates is known to introduce bias.37

Previous randomized trials evaluating foot orthoses
for plantar fasciitis22-25 suffer from a number of method-
ological weaknesses. Our trial improves on the pub-
lished trials in a number of ways: to our knowledge, it is
the first to compare real orthoses with a sham orthosis;
it followed up participants for 12 months; it was ad-
equately powered; it used validated health status mea-
sures and measured function as well as pain; it was ana-
lyzed by intention to treat; and it had losses to follow-up
of just 3%.

Four trials have now compared the effectiveness of pre-
fabricated and customized orthoses in treating plantar fas-
cia pain. Data from these trials have been pooled and are
shown in Figure 4. One trial22 provided participants in
the customized orthosis group with the extra short-
term treatment of taping their feet (ie, the other groups
did not receive taping). Inclusion or exclusion of the trial
makes little difference to the pooled estimate (Figure 4),
which is similar to the estimates from our study. Both
our study and the pooled estimates from the extant ran-
domized trials indicate that there is no substantive dif-
ference between prefabricated and customized orthoses
in their short-term effectiveness in treating pain in pa-
tients with plantar fasciitis.

In conclusion, this trial shows that commonly pre-
scribed customized and prefabricated orthoses produce
small short-term benefits for people with plantar fasci-
itis compared with a sham device. Long-term effects on
pain and function are negligible. The effects of prefab-
ricated and customized orthoses are similar.
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Figure 4. Estimates (means, shown as squares with area proportional to
sample size, and 95% confidence intervals [bars]) of short-term effects on
pain from 4 studies evaluating prefabricated and customized foot orthoses
for plantar fasciitis. Pooled estimates (random effects model), including and
excluding 1 study that included a cointervention, are shown as diamonds.
All studies evaluated pain at 3 months except for the study by Pfeffer et al,23

which evaluated at 2 months.

(REPRINTED) ARCH INTERN MED/ VOL 166, JUNE 26, 2006 WWW.ARCHINTERNMED.COM
1309

©2006 American Medical Association. All rights reserved.
 , on July 1, 2006 www.archinternmed.comDownloaded from 

http://www.archinternmed.com


Orthotic Laboratory, Foot Science International, and
Allied Health Industries donated orthoses and orthotic
materials.
Role of the Sponsors: The sponsors of the study were not
involved in the design or conduct of the study; collec-
tion, management, analysis, or interpretation of the data;
or preparation, review, or approval of the manuscript.

REFERENCES

1. Sarrafian SK. Anatomy of the Foot and Ankle. 2nd ed. Philadelphia, Pa: J B Lip-
pincott; 1993.

2. Kwong PK, Kay D, Voner RT, White MW. Plantar fasciitis: mechanics and pa-
thomechanics of treatment. Clin Sports Med. 1988;7:119-126.

3. Riddle DL, Schappert SM. Volume of ambulatory care visits and patterns of care
for patients diagnosis with plantar fasciitis: a national study of doctors. Foot Ankle
Int. 2004;25:303-310.

4. Warren BL, Jones CJ. Predicting plantar fasciitis in runners. Med Sci Sports Exerc.
1987;19:71-73.

5. Hill JJ, Cutting PJ. Heel pain and body weight. Foot Ankle. 1989;9:254-256.
6. Kibler WB, Goldberg C, Chandler TJ. Functional biomechanical deficits in run-

ning athletes with plantar fasciitis. Am J Sports Med. 1991;19:66-71.
7. Wolgin M, Cook C, Graham C, Mauldin D. Conservative treatment of plantar heel

pain: long-term follow-up. Foot Ankle. 1994;15:97-102.
8. Sadat-Ali M. Plantar fasciitis/calcaneal spur among security forces personnel.

Mil Med. 1998;163:56-57.
9. Riddle DL, Pulisic M, Pidcoe P, Johnson RE. Risk factors for plantar fasciitis: a

matched case-control study. J Bone Joint Surg Am. 2003;85-A:872-877.
10. Davis JB, Blair HC. Spurs of the calcaneus in Strumpell-Marie Disease. J Bone

Joint Surg Am. 1950;32:838-840.
11. Furey JG. Plantar fasciitis. J Bone Joint Surg Am. 1975;57:672-673.
12. Gerster JC. Plantar fasciitis and Achilles tendinitis among 150 cases of sero-

negative spondarthritis. Rheumatol Rehabil. 1980;19:218-222.
13. El Hassani S, Sawsen MF, Radouane N, Hajjaj-Hassouni N. Heel pain in rheumatol-

ogy outpatients: a review of 100 cases. Joint Bone Spine. 2002;69:234-235.
14. Clement DB, Taunton JE, Smart GW, McNicol KL. A survey of overuse running

injuries. Phys Sportsmed. 1981;9:47-58.
15. James SL, Bates BT, Osternig LR. Injuries to runners. Am J Sports Med. 1978;

6:40-50.
16. Lysholm J, Wiklander J. Injuries to runners. Am J Sports Med. 1987;15:168-171.
17. Agosta J. Epidemiology of a podiatric sports medicine clinic. Aust Podiatrist. 1994;

28:93-96.
18. Kogler GF, Solomonidis SE, Paul JP. Biomechanics of longitudinal arch support

mechanisms in foot orthoses and their effect on plantar aponeurosis strain. Clin
Biomech (Bristol, Avon). 1996;11:243-252.

19. Kogler GF, Veer FB, Solomonidis SE, Paul JP. The influence of medial and lateral
placement of orthotic wedges on loading of the plantar aponeurosis. J Bone Joint
Surg Am. 1999;81:1403-1413.

20. Kitaoka HB, Luo ZP, An K-N. Analysis of longitudinal arch supports in stabilizing
the arch of the foot. Clin Orthop Relat Res. 1997;341:250-256.

21. Kitaoka HB, Luo ZP, Kura H, An K-N. Effect of foot orthoses on 3-dimensional
kinematics of flatfoot: a cadaveric study. Arch Phys Med Rehabil. 2002;83:
876-879.

22. Lynch DM, Goforth WP, Martin JE, Odom RD, Preece CK, Kotter MW. Conser-
vative treatment of plantar fasciitis: a prospective study. J Am Podiatr Med Assoc.
1998;88:375-380.

23. Pfeffer G, Bacchetti P, Deland J, et al. Comparison of custom and prefabricated
orthoses in the initial treatment of proximal plantar fasciitis. Foot Ankle Int. 1999;
20:214-221.

24. Turlik MA, Donatelli TJ, Veremis MG. A comparison of shoe inserts in relieving
mechanical heel pain. Foot. 1999;9:84-87.

25. Martin JE, Hosch JC, Goforth WP, Murff RT, Lynch DM, Odom RD. Mechanical
treatment of plantar fasciitis: a prospective study. J Am Podiatr Med Assoc. 2001;
91:55-62.

26. Crawford F, Thomson C. Interventions for treating plantar heel pain. Cochrane
Database Syst Rev. 2003;3:CD000416. doi:10.1002/14651858.CD000416.

27. Buchbinder R. Plantar fasciitis. N Engl J Med. 2004;350:2159-2166.
28. Landorf KB, Keenan A-M, Herbert RD. Effectiveness of different types of foot or-

thoses for the treatment of plantar fasciitis. J Am Podiatr Med Assoc. 2004;
94:542-549.

29. Root ML, Weed JH, Orien WP. Neutral Position Casting Techniques. Los Ange-
les, Calif: Clinical Biomechanics Corp; 1971.

30. Hice GA. Orthotic treatment of feet having a high oblique midtarsal joint axis.
J Am Podiatry Assoc. 1984;74:577-582.

31. Landorf K, Keenan A-M, Rushworth RL. Foot orthosis prescription habits of Aus-
tralian and New Zealand podiatric physicians. J Am Podiatr Med Assoc. 2001;
91:174-183.

32. Bennett PJ, Patterson C, Wearing S, Baglioni T. Development and validation of a
questionnaire designed to measure foot-health status. J Am Podiatr Med Assoc.
1998;88:419-428.

33. Landorf KB, Keenan A-M. An evaluation of two foot-specific, health-related quality-
of-life measuring instruments. Foot Ankle Int. 2002;23:538-546.

34. Budiman-Mak E, Conrad KJ, Roach KE. The Foot Function Index: a measure of
foot pain and disability. J Clin Epidemiol. 1991;44:561-570.

35. Vickers AJ, Altman DG. Statistics notes: analysing controlled trials with baseline
and follow up measurements. BMJ. 2001;323:1123-1124.

36. Twisk J, Proper K. Evaluation of the results of a randomized controlled trial: how
to define changes between baseline and follow-up. J Clin Epidemiol. 2004;
57:223-228.

37. Raab GM, Day S, Sales J. How to select covariates to include in the analysis of a
clinical trial. Control Clin Trials. 2000;21:330-342.

(REPRINTED) ARCH INTERN MED/ VOL 166, JUNE 26, 2006 WWW.ARCHINTERNMED.COM
1310

©2006 American Medical Association. All rights reserved.
 , on July 1, 2006 www.archinternmed.comDownloaded from 

http://www.archinternmed.com

