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OBJECTIVE

ONE
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When you complete this objective 
you will be able to identify, gather and 

synthesize critical information from 

a patient assessment to guide the 

design, implementation and continuous 

adaptation of a treatment plan to treat 

a pathology while considering other 

patient needs.
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When you complete this objective 
you will be able to identify and gather 

critical information required to design 

an effective Pedorthic treatment plan.

When you complete this objective 
you will be able to design a Pedorthic 

treatment plan that effectively 

addresses the patient’s primary concern, 

considering other pertinent information 

gathered in the assessment.

The College Of Pedorthics Of Canada
The College of Pedorthics of Canada is a national self- 

regulatory body whose primary purpose is to protect the 

Canadian public who receive foot-related services from 

Canadian Certified Pedorthists.

We ensure that certified members are accountable 

to the highest standards of practice through our 

certification of members and facilities, the monitoring 

of continued competency and the enforcement of 

ethical conduct.
info@cpedcs.caEMAIL

LEARNING OBJECTIVES

1. Develop key critical thinking skills for evolving your 

Pedorthic practice using both anecdotal and empirical 

sources of evidence.

2. Identify and gather critical information required to 

design an effective pedorthic treatment plan.

3. Design a pedorthic treatment plan that effectively 

addresses the patient’s primary concern, incorporating 

any pertinent information gathered in the assessment.

4. Develop a plan to implement the elements of your 

Pedorthic treatment plan to systematically meet the 

evolving needs of your patient.

5. Evaluate the effectiveness of your Pedorthic treat-

ment plan and adapt your course of treatment with 

respect to the changing needs of your patient and the 

interactions with other treatments, comorbidities and 

environmental factors over time.

2 Study Guide Workbook 5

WORKBOOK 5

mailto:info%40cpedcs.ca?subject=


OBJECTIVE

FOUR

36-41
page

OBJECTIVE

FIVE

42-59
page

EXERCISE  

ANSWER KEY

60-69
page

What is the purpose of this  
learning material?

RATIONALE

This workbook will help learners to work through various 

concepts, theories and constructs that are fundamental 

to applying critical thinking and problem solving skills in 

Pedorthic practice. You can use this workbook as a basic 

structure to discuss with your mentor and ask questions 

when out in the workplace apprenticeship or practicum. 

Work through the various exercises and case studies to help 

prepare you for the apprenticeship exam.

When you complete this objective 
you will be able to develop a plan 

to implement the elements of 

your Pedorthic treatment plan to 

systematically meet the evolving needs 

of your patient.

 

When you complete this objective you 
will be able to evaluate the effectiveness 

of your Pedorthic treatment plan and 

adapt your course of treatment with 

respect to the changing needs of your 

patient and the interactions with 

other treatments, comorbidities and 

environmental factors over time.

Workbook excersise answer key.

 

When you complete this module 
you will be able to...

LEARNING OUTCOMES

Identify, gather and synthesize critical information from a 

patient assessment to guide the design, implementation 

and continuous adaptation of a treatment plan to treat a 

pathology while considering other patient needs.
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INTRODUCTION
CASE STUDY THREE
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This workbook is intended to provide a basic framework for 

learners to use in the development of pedorthic treatment plans 

and protocols. A pedorthic treatment plan is the foundational 

structure for both the pedorthist and the patient.

Having a clear plan not only assists the pedorthist in the implementation of their treatment(s), but 

also provides the patient with clarity and direction. The framework in this workbook will guide learners 

through processes for gathering information, formulating treatment plans and executing elements of 

pedorthic treatment. After completing this workbook, learners will be able to design, implement and 

evaluate a Pedorthic treatment plan to meet the unique needs of a patient.
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Evidence-based Practice
OBJECTIVE ONE

When you complete this objective you will be able to… 

Develop key critical thinking skills for evolving your pedorthic 

practice using both anecdotal and empirical sources of evidence.

LEARNING MATERIAL

Your pedorthic practice will be an ever-evolving, constantly changing element of your career. It is 

imperative to develop critical thinking skills so that you are able to effectively evaluate new information 

as it becomes available and make an informed decision on how, when and why to use it within your 

practice.

With the breadth of the internet, there are hundreds of thousands of sources of information readily 

available at the click of a button. Access to information is one thing, but knowing how to appraise and 

utilize information effectively is a learned skill.

Information quality is in no way monitored, standardized or evaluated in the public domain. It is the 

responsibility of the information consumer, you, to evaluate what you read, and decide its value.

This objective will provide you with a basic framework with which to critically appraise information and 

make the informed decision on how, when and why to use new information to change your pedorthic 

practice. This will assist you in forming key skills in developing an evidence-based approach to your 

practice and incorporating new information as it becomes available.
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Why is Evidence-based  
practice important?

What is Evidence-based  
practice?

Evidence-based practice as defined by Carnwell (2001) is “the 

systematic search for, and appraisal of the best evidence in 

order to make clinical decisions that might require changes 

in current practice, while taking into account the individual 

needs of the patient. Best evidence might be defined as that 

which is valid and relevant to the patient”. 

The intersection of these three key components will provide 

you with the information that is most relevant and valid to 

the patient case at hand. This may mean that not every case 

of the same pathology will be resolved by the exact same 

treatment plan. This highlights the importance of patient-

specific treatment plans and the relevance of involving the 

patient in the development of the treatment plan.

Evidence-based practice facilitates sound decision-making, 

minimizing risk to the patient and increasing confidence when 

interacting with other healthcare professionals. Evidence-

based practice ensures that patients receive the best care 

possible, from the most current evidence, considering their 

individual needs. Evidence-based practice can also expose 

gaps in the literature, leading to new research that will 

improve practice for all clinicians. 

Having sound clinical evidence to support your clinical 

decisions not only increases rapport with your patients, but 

also with the greater healthcare community in which you 

work.
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OBJECTIVE ONE

What is evidence?

Evidence can be as robust as studies that have been published in a peer-reviewed, professional academic journal, systematic 

reviews of research found in databases, narrative reviews of studies, case reports or retrospective reviews. Evidence, in any 

form is “Knowledge that is derived from a variety of sources that has been found to be credible” (Higgs & Jones, 2000).

In your pedorthic practice, you may need to research and gather evidence for a number of reasons. As each patient is unique, 

you may need to research and gather evidence for lesser known conditions, patients with co-morbid pathologies or patients 

with special circumstances. You may also need to incorporate new evidence into your practice as research evolves over time to 

produce new or innovative methods of treatment.

This infographic shows the various levels of evidence with respect to their increasing levels of internal validity. Internal validity 

indicates the likelihood of an alternate explanation for the outcome of a particular piece of evidence. Essentially, internal 

validity is a measure of the strength of the cause/effect relationship within the study. As we move higher on the pyramid, 

the internal validity increases, and the strength of the evidence also increases. At the top of the pyramid are Randomized 

Controlled Trials (RCTs) which are largely considered to be the gold standard in scientific evidence. At the bottom of the 

pyramid are expert opinions, which while still valid, are more subject to bias and may have lower internal validity.
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Critically appraising 
evidence

1
When critically appraising a piece of infor-

mation, you will come to one of three very 

basic conclusions upon consuming it: 

1. The information is irrelevant, or not 

useful -- disregard it entirely.

2. The information has merit, but may 

have some methodological flaws or 

other bias -- use with caution.

3. The information is new and relevant, 

adding value to your practice and/

or your patients -- assimilate the 

information into your practice.

ASSESS INFORMATION

Critical appraisal is much more than simply ranking 

a piece of evidence on the hierarchy. Just because a 

study was published, doesn’t inherently mean that it 

is correct, or that the study was conducted without 

bias. As information consumers, you must be able to 

critically appraise any piece of evidence, regardless of 

where it falls on the hierarchy, and establish its value 

in your practice.

2

3

Coming to one of these conclusions requires 

the use of critical thinking skills to fully 

evaluate the merit of the information. First, 

consider the level of evidence that you are 

appraising (refer to the hierarchy above). 

Bear in mind, that even those items that 

may fall lower on the hierarchy below may 

have merit in your practice. Research is an 

ever-evolving practice, and must endure a 

sometimes slow and steady climb through 

the refining levels of this hierarchy. 

Very new research is likely to fall on one of 

the lower levels on the hierarchy, simply 

because it is new, and the concept has 

not had the luxury of time to move up the 

hierarchy. Research on lower tiers on the 

hierarchy are often very useful in Pedorthic 

practice and should not be overlooked 

simply for their place on the hierarchy.

1. Was the study original?

2. Whom was the study about?

3. Was the study well designed?

4. Was systematic bias avoided?

5. Was the size and follow-up enough to 

relate the findings?

CONSIDERATIONS

QUESTIONS
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1. Was the study original?

First, determine if the study you are appraising is original. 

Determine if the same hypothesis has been tested before, 

and what the outcomes were. IF the study is original, 

and has in no way been previously studied, move on to 

Question 2.

If the study is not original, do not immediately disregard 

it as evidence. Although a hypothesis may have previously 

been investigated, that does not mean any additional 

studies are without merit. In fact, if a study has replicated 

the results of a previous study, it adds to the validity of the 

outcome, if no other sources of bias are present.

If a study was not original, but still has results that align 

with other studies, or otherwise adds something new and 

relevant, move onto Question 2.

OBJECTIVE ONE

Questions

2. Whom was the study about?

Determining what population was studied in a paper is 

essential in determining both its applicability to your 

practice and in identifying sampling bias.

First, look at who was recruited for this study. Examine 

the inclusion and exclusion criteria. Compare the sample 

population not only to your current patient case, but also 

to the general population.

Ideally, a sample population will be balanced as far as 

gender, age, pathology/disease and other relevant factors 

depending on the study. A sampling bias may occur when a 

study purposely or inadvertently targets the most desirable 

subjects for their research. 

Ask yourself if the sample population is balanced and 

relatively homogenous, particularly when comparing the 

intervention and control groups. The same number of 

male/female, having age-matched controls and excluding 

variable that could confound the results are some of the 

key items to critique.
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3. Was the study well designed?

4. Was systematic bias avoided?

This question can be as complex or as simple as you make 

it. Study design is multifactorial and complex, even in some 

of the simplest research. To keep your critical appraisal 

simple in this aspect, focus on the following three items:

Was the study design sensible?
Consider the most basic elements of the study; are the 

researchers comparing what they set out to compare? Is 

the control group receiving a truly different treatment than 

the intervention group (usual care vs intervention)? Ensure 

that the control group and the intervention group are not 

only similar at baseline, but that other mitigating factors 

are controlled within the study.

For example: if you are looking at a study on the effect of 

custom foot orthoses in patients with plantar fasciitis and 

there is no discussion on whether or not the subjects were 

instructed not to utilize other modalities during the study, 

that would be a design flaw.

Are the outcome measures valid and reliable?
Outcome measures are necessary for sound research, as 

they provide quantifiable data on what may or may not 

have occurred as a result of the intervention being studied. 

Outcome measures provide statistical data through analysis 

and reveal whether an intervention is superior or inferior to 

a control. Look at what outcome measures the researchers 

are using to measure their study’s success. Determine if 

the outcome measures are reliable and valid (repeatable 

and measuring what they are intended to be measuring) for 

what is being investigated. 

Common outcome measures include the WOMAC scale, 

FFI, mini FFI AOFAS, foot posture index and various pain 

scales. 

Systematic bias occurs when an element of the study was 

affected by human behaviour. This bias can occur during 

the sampling, investigation or in data collection. The best 

way to control for systematic bias is to use some form of 

blinding, randomized allocation and by controlling as many 

baseline characteristics as possible between the control 

and intervention groups.

If a study has robust and comprehensive inclusion and 

exclusion criteria, the control and intervention groups are 

likely as similar as possible at the start of the investigation. 

Watch for age, gender and pathology-specific confounding 

variables to ensure that they are considered and controlled 

for when possible.

Were the elements of the study well described?
A robust clinical trial or study will provide ample detail in 

every aspect of its design and execution. Everything from 

sample selection, to quality control of interventional devices 

to blinding and personal bias elimination. Knowing all the 

details about the sample subjects, the control variables, 

the intervention variables, baseline characteristics and 

inclusion and exclusion criteria are just the beginning of 

the study details. 

If a study is missing key information, or has not addressed a 

likely confounding factor, it may not be well designed. The 

authors may not have had the expertise or forethought to 

include all variables, and that may mean that there is an 

alternate explanation for their results.

If the study does not leave you with unanswered questions, 

or concerns about its design, it is likely designed well, and 

you can move onto question 4.
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4. Question 4 Continued

While not always possible in certain investigations, double 

blinded studies remove a large amount of bias in research. 

Blinding the participant to which treatment they are 

receiving (control vs intervention) significantly reduces 

the bias associated with any expected effect, reporting 

bias and/or other psychological factors associated with an 

expected outcome.

Blinding the assessors allows the researchers to avoid 

adding personal aspects of bias into the research. If 

the clinicians are blinded, they cannot consciously 

or unconsciously change or distort the outcomes. 

Confirmation and interpretation biases are largely avoided 

by clinician blinding. 

Randomization is one of the most important factors when 

looking for sources of bias. Randomizing the allocation 

of a study subject to either the control or intervention 

group ensures that the researchers are not placing “better 

suited” subjects into the control group (either purposely 

or inadvertently), thus skewing the results. Randomization 

helps to balance groups and confounding variables that 

may not have been accounted for.

OBJECTIVE ONE

Questions

5. Was the size and follow-up 
enough to relate the findings?

Sample size is another key factor when determining the 

impact of the results of a study. Sampling enough people 

to detect a true difference, if there is one and being 

reasonably sure that a difference does not exist if none is 

found is crucial if you are going to utilize a piece of evidence 

in your practice.

Small sample sizes that report no effect may simply be too 

small to be able to detect a change (false negative), or not 

large enough to detect an effect.

Duration of follow up is another important factor to 

consider. The follow up should be long enough to reflect a 

change in the outcome measure. If a study does not have 

an appropriate treatment and follow up time, an effect may 

not be measurable.

Once you have successfully analyzed each of these areas of 

appraisal, form an educated opinion of the evidence. Bear 

in mind that a single flaw or area of questionable design is 

not necessarily a reason to discard a study, but rather to 

consider the flaw in the big picture and its effect on the 

results.

If an article fares well in most areas, it is likely good quality 

and worth considering. 

If the study seems well balanced, and the sample 

population can be extrapolated to either your patient case 

or the population in general, move on to Question 3.
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Make an appointment with  
your mentor and be clear that  
it will take no more than 15-20  
minutes for this exercise.

ASK YOUR MENTOR

• Ask your mentor about their ideas on EBP and what kinds of 

evidence they use to guide their practice.  Discuss with you 

their anecdotal successes or shortcomings when treating the 

pathology you have chosen for exercise 1.1

• Use the anecdote learned from your mentor to guide 

your research.  Identify gaps, new information, alternative 

treatments or confirm the anecdote with empirical evidence.

Key steps in evidence-

based practice

Choose a pathology and search the academic literature, clinical 

practice guidelines or other reference material to learn more 

about how to treat a patient affected by this condition. Using the 

5 questions, appraise the evidence and consider the role of the 

evidence in your practice.

Exercise 1.1 – Appraise the research

Now that you have a better understanding of what 

evidence-based practice is, and how to determine the 

merit of evidence, here is a basic framework on how 

to implement evidence-based practice into your own 

practice:

1. Identify your problem or patient case with a 

clear, focused question.

2. Search the research for evidence that may help 

address the problem.

3. Critically evaluate the evidence.

4. Assess your current practices and compare them 

to what the evidence suggests.

5. Develop an implementation strategy to incorpo-

rate any new information (if necessary).

6. Evaluate the impact of the new practice -- did it 

work?



Gather critical information
OBJECTIVE TWO

When you complete this objective you will be able to… 

Identify and gather critical information required to design an 

effective Pedorthic treatment plan.

LEARNING MATERIAL

The patient assessment is considered one of the most important components of Pedorthic treatment. A 

complete, and comprehensive assessment is essential to the development of an effective treatment plan. 

A comprehensive assessment should include three essential elements or steps:

1. Complete a Patient History
2. Conduct a Physical Assessment
3. Discussion (with the patient)

Gleaning the most important information from a patient during history taking is imperative for 

understanding the patient case and subsequently designing a treatment plan that considers their 

individual needs. Using the information gathered in the patient history to guide your physical assessment 

allows the clinician to focus on the case-specific information to guide the development of their treatment 

plan. Finally, discussion with the patient serves as both a foundation for the patient-clinician relationship, 

and an introduction for the patient to be a part of their own treatment plan.

WORKBOOK 5
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OBJECTIVE TWO

A patient history provides you, the Pedorthist with valuable information required to make informed clinical decisions. 

Gathering pertinent information about the patient, their primary concern and any factors which may affect the outcomes of 

your potential treatment plan are imperative to the development of an effective treatment plan.

For any injury, disease, or pathology, a complete patient history will follow the same basic steps or structure:

1. Determine primary concern/chief complaint. 
2. Determine full history of the primary concern, including any previous or concurrent treatments, behaviours of the 

primary concern and effect on Activities of Daily Living (ADLs). Discuss any changes in the primary concern over time, 

including the effectiveness of any previous treatments.

3. Record pertinent details about the patient’s ADLs including occupation, activities, hobbies and other day-to-day activities.

4. Inquire about other comorbid conditions such as systemic diseases, history of lower limb injuries or other medical history 

that may relate to the current primary concern. Discuss family history of related pathologies, as indicated.

5. Discuss and visulally assess the patient’s current footwear, in all situations (home, work and activity).

• Assess footwear for appropriateness for purpose (i.e. are the shoes they are wearing suitable for the activity they are 

participating in?).

• Assess fit and condition of shoe, discuss replacement schedule with patient.

• Observe wear patterns, consider possible biomechanical issues to be on the lookout for in the next parts of the 

assessment.

Additional points  
to consider ...

Critical appraisal is much more than simply ranking 

a piece of evidence on the hierarchy. Just because 

a study was published, doesn’t inherently mean 

that it is correct, or that the study was conducted 

without bias. As information consumers, you must 

be able to critically appraise any piece of evidence, 

regardless of where it falls on the hierarchy, and 

establish its value in your practice.

Step 1: Patient History

WORKBOOK 5
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1
• Chronic issues, or problems related 

to chronic diseases often require 

multidisciplinary management. In 

chronic cases, be sure to identify other 

members of the patient’s care team 

and any current treatments they are 

undergoing.

• Acute injuries may utilize pedorthic 

treatment as a short-term tool in 

treating acute injuries. Be sure to 

consider the role of your treatment(s) 

in both the short and long-term 

management of acute injuries.

ACUTE VS. CHRONIC

2

3

Using open and closed-ended questions 

appropriately

• Closed-ended questions are those 

questions that can be answered by 

simple yes/no or other dichotomous 

answers. These questions are very 

useful when gathering specific 

information related to the patient’s 

case.

• Examples of closed ended questions 

are: “Have you seen you family doctor 

for this condition?” or “Have you been 

diagnosed with Diabetes?”

• Open ended questions are those 

questions that allow your patient to 

provide you with a thorough, more 

descriptive reply. These questions are 

1. Was the study original?

2. Whom was the study about?

3. Was the study well designed?

4. Was systematic bias avoided?

5. Was the size and follow-up enough to 

relate the findings?

OPEN QUESTIONS

LEADING QUESTIONS

useful for obtaining the details 

about the behaviour of symptoms, 

location and quality of pain, previous 

treatments and other intervening 

factors.

• Examples of open-ended questions 

are: “When does the pain bother you 

the most?” or “Has the pain been 

getting worse, better or staying the 
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Observe the patient in static standing posture as well as 

dynamically with a full gait assessment. Systematically 

assess each joint and consider the implications on the case 

at hand. Perform all observations from anterior, posterior 

and sagittal views.

OBJECTIVE TWO

Step 2: Conduct a Physical Assessment

Assess joint ranges of motion, perform orthopaedic tests 

and functional assessments of pertinent joints, muscles 

and structures.

The physical assessment component of a patient assessment is the most 

technical aspect of a comprehensive patient assessment. An accurate and 

comprehensive physical assessment is essential for investigating and identifying 

areas of deficit or pathomechanical function to be addressed in various elements 

of the treatment plan. 

While the focus of a physical assessment will vary depending on the pathology of the patient case, the two core 

components are:

WEIGHT BEARING ASSESSMENT NON-WEIGHT BEARING ASSESSMENT
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Step 3: Discussion with Patient

2
Outline treatment options that are available 

to address their primary concern and which 

elements you feel are appropriate for their 

treatment and how they will be modified 

over time (if applicable).

OPEN QUESTIONS

3
Clarify the patient’s expectations and 

answer any questions they may have about 

the proposed treatment plan. Consider 

alternative strategies/interventions based 

on patient-specific barriers, abilities and 

other factors. Make appropriate referrals or 

complementary therapies/treatments.

DISCUSS1 REVIEW

Summarize your patient’s concerns with 

your observations. Use lay terms and 

show direct links between their condition/

symptoms, your observations and how your 

proposed treatment plan will address their 

concerns.

A summarizing conversation with your patient brings closure to the assessment and sets the stage for your clinician-patient 

relationship. It is during this part where you can communicate your findings with the patient, summarize treatment options 

and provide the opportunity to discuss questions. While the details of your treatment plan need not be discussed in extensive 

detail at this point, you should be able to provide the patient with an outline of the intended treatment plan.



In this section we will look at a possible framework for the types of 

questions or actions you may take within the various steps to help 

guide a patient assessment and form a treatment plan.

Step 1: Comprehensive history – What questions to ask?

• “What brings you in to see me today?”

• “When did this problem first begin? Did it 

come on suddenly or more gradual?”

• “Has the problem been getting worse, better 

or remaining the same recently?”

• “What have you already tried to manage the 

symptoms?”

• “Have you seen your doctor? Have they done 

any imaging or investigations?”

• “Have you seen any other professionals for 

this concern? How have they helped?

• “What would you rate your pain on a scale of 

1 to 10?”

• “Does any specific action or movement make 

it worse/better?”

• “What time of day does it bother you the 

most?”

• “Does the weather affect your symptoms?”

• “Does it stop you from being active? Does it 

affect your day-to-day activities?”

• “Do you feel better with or without footwear 

on? Do certain kinds of footwear increase/

decrease symptoms?”

• “What do you do for work? Does your pain 

bother you while at work?

• “Do you participate in any sports, activities 

or go to the gym? How is your pain affected 

by activity?”

• “Any other activities, like gardening or 

walking the dog?”

• “Do you have any other health concerns, 

chronic diseases or systemic disorders?”

• “Do you have any history of injuries, 

surgeries or other problems with your foot or 

lower limb?”

• “What shoes do you wear most often at 

home, for work and during activity?”

• “Other than what we have already discussed 

about your main concern, do you have any 

other foot or lower limb issues to discuss?”

WORKBOOK 5
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OBJECTIVE TWO

Sample Patient Assessment



Exercise 4.2

FOOTWEAR ASSESSMENT

• Observe the patient’s current footwear. Observe the 

patient walking in their current footwear, observing all 

phases of gait for comparison to barefoot gait during 

the full gait assessment.

• Inspect the patient’s footwear, inside and out. Remove 

the sock liner and inspect the interior of the shoe, 

observing the sock liner for wear patterns.

• Observe the upper, outsole and general condition of 

the shoe as a whole. Note any areas of excessive wear, 

observe signs of poorly fitting footwear.

STATIC/STANDING ASSESSMENT

• Whole body postural assessment -- perform a “head to 

toe” assessment of overall posture and joint position

• Lower limb joint position assessment -- assess each 

joint of the leg and foot for elements of dysfunction or 

postural significance.

• Foot posture/relevant structure observations -- analyze 

elements of the foot and lower limb that are relevant 

to the primary concern and observe the foot structure 

with respect to the primary concern.

Example: if your patient is presenting with symptoms of 

metatarsalgia, observe the weightbearing height of both 

the medial longitudinal arch and the distal transverse arch, 

considering the impact their position may have on the 

patient’s symptoms.

• Functional tests -- perform any functional tests that are 
relevant to the pathology(ies) you suspect.

Example: If your patient is presenting with medial ankle pain, you 
will want to observe and test the function of tibialis posterior 
with a double heel raise test and/or a subtalar joint mobility test.

Study Guide Workbook 5 21
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• Observe each of the 4 phases of gait -- observe the 

patient in initial contact, stance phase, propulsion, 

and swing.

• Identify abnormalities or gait compensations -- 

consider how these observations may be affecting the 

behaviour of the patient’s symptoms

• Relate observations to primary concern

Example: If your patient demonstrates excessive and rapid 

overpronation of the subtalar joint, that observation can 

be linked to tibialis posterior tendonitis

• Consider how you may design an intervention 

to mitigate these abnormalities/compensations/

observations

• Compare observed gait elements with “normal”/

typical gait and contrast with known behaviours of 

primary concern and/or secondary disease process 

OBJECTIVE TWO

Step 2: Conduct a Physical Assessment

General observations

• Observe the patient in a non-weight bearing position 

for major joint deformities, deviations from normal/

healthy, skin condition, nail condition

• Perform a neurological assessment (when applicable)

• Perform a vascular assessment (when applicable)

Assess the relevant joint ranges of motion (ROMs) in the 

foot and lower limb

• Evaluate active and passive ROMs, note any differences 

and consider their relevance to the primary concern

Assess the strength and function of relevant muscles of the 

foot and lower leg

• Perform muscle strength and function testing in the 

following order:

• Passive -- with the patient relaxed, move the joint 

without muscular activation/assistance from the 

patient

• Active -- have the patient move the joint under their 

own muscular power

• Resisted -- have the patient move the joint, providing 

resistance to test strength and symptom behaviour

• Note differences between passive, active and resisted 

abilities

Perform any special testing relevant to the primary concern

Example: If the patient presents with what you suspect may 

be a neuroma, testing for a Mulder’s click and palpating the 

interdigital web spaces are indicated.

DYNAMIC/GAIT ASSESSMENT NON-WEIGHT BEARING ASSESSMENT
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Step 3: Discussion with Patient

2
• Outline treatment options that are 

available to address their primary 

concern and which elements you feel 

are appropriate for their treatment

Example: If your patient is presenting with 

Medial Tibial Stress Syndrome, discuss the 

role of footwear and activity modification 

in conjunction with custom foot orthoses 

as components of your proposed treatment 

plan

• Describe to the patient how the 

elements in your treatment plan will 

address their concerns and how they 

will be modified over time (if applicable)

DESCRIBE

3
• Clarify the patient’s expectations, goals 

and commitment to managing their 

condition/concern. 

• Outline the course of action with your 

patient, deciding on a plan that meets 

their needs. 

• Consider alternative strategies/

interventions based on patient-specific 

barriers, abilities and other factors 

• Make appropriate referrals or 

complementary therapies/treatments

DISCUSS THE FOLLOWING1 REVIEW

Summarize your patient’s concerns with 

your observations. Use lay terms and 

show direct links between their condition/

symptoms, your observations and how your 

proposed treatment plan will address their 

concerns.
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OBJECTIVE TWO

Exercise 2.1 - Patient Assessment Questions

Your line of questioning during a patient assessment will vary 

depending on the pathology your patient is presenting with. 

The table below contains 5 pathologies that you commonly seen in Pedorthic practice. Pair each 

pathology with three specific history questions that would provide you with information necessary to 

your treatment plan.  Discuss your answers with your mentor. An example has been provided in red to 

guide you through the exercise.

PATHOLOGY QUESTION 1 QUESTION 2 QUESTION 3

Plantar Fasciitis
Is your pain worse first thing in 
the morning, or at the end of 
your day?

Do you feel better while wearing 
footwear or barefoot?

How much of your day is 
spent standing, walking 
or otherwise on your 
feet?

Medial Tibial Stress 
Syndrome

Hallux abductovalgus

Metatarsalgia

Tibialis posterior  
tendinopathy

Osteoarthritis
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Consider the language used in your questions and how you might alter the 

wording to guide your patient towards providing you with the information 

you need. (Refer back to objective two, step one for information on leading 

questions and open-ended vs closed ended questions). 

CONSIDERATIONS
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OBJECTIVE TWO

Exercise 2.2 - Complete the table

Using the pathologies listed in exercise 2.1, pair each pathology 

with at least one orthopaedic test, structure palpation or functional 

test that serves a diagnostic purpose for the pathology. 

Hypothesize how various results of each test will guide your treatment plan or follow-up protocol. An 

example has been provided in red to guide you through the exercise. Discuss your answers with your 

mentor.

PATHOLOGY ORTHOPAEDIC TEST CONSIDERATIONS

Plantar Fasciitis
Palpation of the medial, central and lateral 
bands of the plantar fascia while activating 
the windlass mechanism

• No pain on palpation of the plantar fascia may 
indicate another pathology. Further investigation 
required.

• Pain on palpation of the origin of the medial 
band (at or near the insertion on the medial 
calcaneal tubercle) is indicative of typical plantar 
fasciitis. Functional foot orthoses may be 
indicated.

• Pain on palpation of the distal ⅓ of the medial 
or central band may indicate insertional plantar 
fasciitis (atypical presentation).

Medial Tibial Stress 
Syndrome

Hallux abductovalgus

Metatarsalgia

Tibialis posterior 
tendinopathy

Osteoarthritis



Study Guide Workbook 5 27

Consider the language used in your questions and how you might alter the 

wording to guide your patient towards providing you with the information you 

need. (Refer back to objective two, step one for information on leading ques-

tions and open-ended vs closed ended questions). 

CHANGE THIS BACK TO MENTOR FORMAT

Make an appointment with  
your mentor and be clear that  
it will take no more than 15-20  
minutes for this exercise.

ASK YOUR MENTOR

• Ask your mentor to review your answers for exercises 2.1    

 and 2.2.

• Discuss your answers as compared to their clinical     

 experience and note any differences.

• Ask if any patient profiles come to mind and if they can 

briefly describe the profile and the outcome.



Pedorthic treatment plan 
OBJECTIVE THREE

When you complete this objective you will be able to… 

Design a pedorthic treatment plan that effectively addresses 

the patient’s primary concern, considering other pertinent 

information gathered in the assessment

LEARNING MATERIAL

Designing a treatment plan requires the clinician to incorporate many elements into the planning 

process. This process begins during your assessment, as you gather pertinent information, and continues 

throughout the design and implementation processes. While some treatment plans will be similar, an 

effective treatment plan will incorporate patient-specific factors, making each treatment plan unique. 

An effective treatment plan considers the information gathered in the assessment and uses that 

information to guide clinical decisions. There are three core components of designing a treatment plan:

• analysis of the patient case 

• designing the intervention 

• choosing appropriate tertiary elements

Creating an effective, comprehensive and appropriate treatment plan involves careful considerations 

of the patient specific factors, barriers and collaboration with the right combination of tertiary care 

providers. Choosing the right interventions for your patient is a dynamic process and will change with 

each patient case. The recommendations in this section will provide you with an overview of the basic 

fundamental principles of designing a treatment plan, but as will all elements of pedorthic practice, they 

will evolve with time, experience and with the needs of each individual patient.
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ANALYSIS OF THE PATIENT 
CASE

STRATEGIES FOR OVERCOMING 
BARRIERS

Financial 
(Insurance, financial 
ability to pay)

• Discuss the patient’s financial 
situation

• Consider payment plans 
• Investigate alternative sources of 

funding
• Consider low-cost alternatives to 

the treatment plan

Psychosocial 
(Is the patient 
invested in the 
treatment? Are they 
willing and able to 
use the device as 
intended?)

• Discuss the patient’s opinion and 
interpretation of each element of 
the treatment plan

• Confer with the patient on the use 
of each element of the treatment 
plan.

• Dispel any misconceptions or 
misinterpretations

Informational 
(Does the patient 
understand how 
the components of 
the treatment will 
help the reach their 
goals?)

• Thoroughly communicate each 
element of the treatment plan to 
the patient in detail

• Consider providing written or visual 
instructions for more complex 
elements

• Provide additional educational 
resources as applicable

• Maintain an open communication 
with the patient, answering any 
questions that come up

Physical/Logistical
(Is the patient 
physically able to 
successfully use 
the devices? Are 
there any mitigating 
factors?)

• Verbally and visually instruct your 
patient on the use of each element 
of the treatment plan

• Consider alternative or 
supplementary items to facilitate 
the treatment plan (donning aids, 
alternative closure for footwear, 
shoe horns etc.)

1 PRIMARY CONCERNS

What is/are the primary concern/s of your 
patient? This may be as simple as resolving 

the chief complaint (i.e. resolving plantar 

fascia pain), or something more patient 

specific (i.e. being able to return to running). 

This should be the focus of your treatment 

plan.

2
Which interventions are appropriate for 
this patient? Identify which pedorthic 

interventions will provide the best 

outcomes, with the fewest barriers, over 

an acceptable period of time. Use the table 

below to identify barriers and strategize 

ways to minimize their impact on the 

treatment plan as a whole.

INTERVENTIONS
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3
What elements of this patient case 
need external referrals, or consultation 
from another clinician? There are often 

elements of a patient case that are outside 

the Pedorthic scope of practice or may be 

best managed by their primary care team, 

or other allied healthcare professionals.

REFERRALS



OBJECTIVE THREE

Design the intervention

After extracting the required information from your assessment, you can design your pedorthic 

intervention accordingly. The following flow-chart to guide you through designing your pedorthic 

treatment plans.

When designing a treatment plan, ask yourself the following: 

• Which interventions will best address the primary treatment goals?

• Which components work concurrently? 

• Are any treatments contraindicated to each other?

• If your first choice of intervention does not perform as intended, how will you alter your treatment 

plan?
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Choose appropriate 
tertiary referrals

When a patient case is more complex, or there are 

elements that are outside of the pedorthic scope 

of practice, referrals to other healthcare providers 

may be required as a part of your comprehensive 

treatment plan. These referrals are often referred to 

as tertiary referrals. Depending on the nature of the 

patient case, tertiary referrals may be made to address 

issues that are entirely outside the pedorthic scope 

of practice (i.e. wound care, diagnostic imaging or 

medical management), or the referral may be made as 

a complementary therapy to the pedorthic treatment 

plan (physiotherapy, massage, etc.). Examples of 

tertiary referrals include, but are not limited to:

• Physiotherapy

• Kinesiologist/AthleticTherapy

• Occupational Therapy

• Massage Therapy

• Chiropractic

• Return to Primary Care (Physician, Nurse 

Practitioner)

• Specialists (Dietician, Chiropodist or other 

specialists)

• Other modalities

• Imaging & other investigations

Now that you have an understanding of 

the foundational concepts in designing a 

treatment plan, you’ll be able to build upon 

your knowledge with each patient case. 

Coming back to the core concepts of analysis, 

design and refer will prove especially helpful 

when dealing with complex patient cases. 

Going back to the basics in complex cases 

will assist in simplifying treatment plans and 

bring clarity to your practice.

BACK TO BASICS
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OBJECTIVE THREE

Exercise 3.1 - Overcoming barriers

Below are 4 examples of scenarios with potential barriers to 

pedorthic treatment. 

Complete examples 1-4 in the table below, providing potential solutions to the scenarios and barriers 

provided. In sections 5 & 6, identify two scenarios you have seen in practice and brainstorm potential 

barriers and solutions for each case.

SCENARIO BARRIER SOLUTION(S)

1. Patient has severe RA in 
their hands and are unable 
to tie/untie shoes, don/doff 
compression or put on/take off 
a knee brace. 

Physical barrier to compliance with 
treatment plan. 

2. Patient does not have any 
third- party insurance to 
cover the cost of custom foot 
orthoses and is on a fixed 
income without the ability 
to cover the expense out of 
pocket. 

Financial barrier to incorporating 
custom foot orthoses into their 
treatment plan.

3. Patient has a cognitive 
disability, impairment or 
otherwise is unable to fully 
comprehend the details of your 
treatment plan. 

Cognitive barrier to compliance with 
treatment plan.

4. Patient does not feel their 
injury warrants the treatment 
plan you have designed. 

Psychological barrier to treatment.

5. ...
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Consider each example  of  scenarios with potential barriers and strategize 

ways to minimize or eliminate each barrier. 

CONSIDERATIONS
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OBJECTIVE THREE

Exercise 3.2 - Choose appropriate referrals

Consider the pathologies and patient cases you have seen in your 

placement or apprenticeship. 

Use the examples A & B below (in red) as a guide to complete scenarios C, D & E. Use your clinical 

experience to identify two additional scenarios for F & G and provide referrals for each scenario.

SCENARIO
WHAT REFERRAL WOULD YOU RECOMMEND FOR 

THIS SCENARIO?

A   Patient with diabetes revealed to you 
in their assessment that they are having 
difficulty managing their blood glucose levels

Refer to local diabetes support program, or family physician/NP for 
medical management of their diabetes

B   Patient with chronic achilles’ tendinopathy 
presented with moderate soft tissue 
tightness in the posterior lower leg  
(Gastroc-Soleus complex)

Refer to massage therapy for soft tissue release

C   Patient presents with what you think may 
be an ingrown toenail/corn/plantar wart

D   Patient has tibialis posterior tendinopathy, 
but is also experiencing significant hip pain 
secondary to excess internal rotation/glute 
weakness

E   Patient has symptoms of what you feel is a 
stress fracture



Study Guide Workbook 5 35

Use your clinical expertise and placement or apprenticeship experience to 

provide referrals. 

CONSIDERATIONS



Meeting patient needs
OBJECTIVE FOUR

When you complete this objective you will be able to… 

Develop a plan to implement the elements of your pedorthic 

treatment plan to systematically meet the evolving needs of your 

patient.

LEARNING MATERIAL

Implementing a treatment plan begins as soon as you have gathered the required information in any 

patient case. While many patients may present with a straightforward pathology, other patients may have 

co-morbid diseases, personal factors or a complex medical history which requires additional time and 

research. A simple patient assessment may only require 20-40 minutes of your time, whereas complex 

patients may not only need more time during the assessment and but may also require additional 

time for you to conduct research and gather information for their case. Discuss the differences in time 

commitments with patients of various complexities with your mentor.

By the conclusion of your patient assessment, you should have a general idea of how you would ideally 

proceed with treating this patient. Having chosen the elements of your ideal treatment plan, the next step 

is to determine a plan for how you will implement these elements. While some treatment plans may be as 

simple as scheduling an appointment to fit a pair of orthoses, other treatment plans will require much more. 

Mapping out an implementation plan aims to include not only the treatments themselves, but also any required 

communication, collaboration and other considerations.

The primary consideration for implementing any treatment plan should be to satisfy the needs of the patient. 

Implementing a treatment plan may involve any or all of the following actions:

• Discussing the elements of the treatment plan with the patient

• Communicating with the patient’s primary care provider 

• Collaborating with other tertiary care providers involved in treating this patient

• Develop a schedule/plan for implementing concurrent or consecutive treatments

• Anticipate possible obstacles and plan ways to overcome them

• Develop a schedule/plan for follow up and/or monitoring of the patient’s condition or progress
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2
Communicating with your patient’s primary 
care provider is not only beneficial to 
the patient, but also to you as a clinician. 
While some patients may enter your clinic 

having seen their primary care provider, 

referral in hand, others find their way to you 

before ever mentioning their condition to

COMMUNICATING

1
Discussing your treatment plan with the 
patient is the first step in implementing it. 
Empowering your patient by fully informing 

them of all of the aspects of your intended 

care plan creates rapport with your patient 

and, ultimately, increases patient buy-in or 

compliance. This important step also opens 

communication and allows the patient 

to inform you of any previously omitted 

barriers or obstacles. 

DISCUSSING

3
Collaborating with other tertiary care 
providers is another key element in 
implementing your treatment plan. 
Particularly with more complex cases, or 

with patients with multiple concerns, there 

may be several care providers working 

to achieve similar goals. While many 

treatments work well concurrently, there 

may be treatments that are contraindicated 

or require additional considerations. 

Communicating with all members of 

your patient’s care team once again 

opens up communication and provides 

your patient with the best possible care. 

COLLABORATING
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4
Developing a schedule for implementing 
your treatment plan not only provides 
structure to your treatment, but also 
direction and vision for the patient. For 

many cases, this may be as simple as 

scheduling a shoe fitting and orthosis 

pickup, but for others it may involve 

incorporating consecutive treatments, 

regular maintenance or screening protocols.

DEVELOPING

their physician. Communicating with your 

patient’s primary care provider is not only in 

your patient’s best interest, but yours as well. 

Opening a line of communication between 

your and your patient’s primary care provider 

establishes a professional relationship and 

provides a channel for critical information 

to be passed along.
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5
Anticipating potential obstacles is a more 
complex, but equally important aspect 
of implementing a treatment plan. While 

we cannot suppose to be able to predict 

every obstacle that may intervene in the 

implementation of a treatment plan, with 

experience, we can use practical knowledge 

to predict the most common obstacles and 

strategize on ways to avoid or overcome 

them. One of the most common examples of 

this is that not every patient will be able to 

tolerate the correction in a functional foot 

orthosis in the same manner. Explaining to 

your patient the potential obstacles and how 

you will work with them to overcome them 

is not only important in the success of your 

treatment plan, but also in your relationship 

with your patient.

ANTICIPATING

OBJECTIVE FOUR

Meeting patient  needs cont ...

6
Developing a follow up regimen allows 
you to provide support and education 
along the way and adapt to changing 
needs of your patient. For most simple 

cases, a straightforward follow up protocol 

would be sufficient, but in more complex 

cases, for example patients with Diabetes, 

a more robust follow up protocol is best 

practice. Choose a follow up protocol 

that is best for each patient, considering 

occupational, environmental, pathological 

and psychosocial factors.

DEVELOPING

Incorporating these elements into an implementation plan for each patient will not only provide you 
with a solid structure upon which to build your pedorthic practice, but also provide your patients 
with a clear vision of what to expect while working with you. While some core elements may remain 
standard across your treatment plans, your implementation plan will look slightly different for each 
patient, even with the same pathology. 
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Make an appointment with  
your mentor and be clear that  
it will take no more than 15-20  
minutes for this exercise.

ASK YOUR MENTOR

Ask your mentor to discuss with you how they plan their 

treatment plans, and how much time they typically spend on 

various elements of treatment plan development such as:

• research

• evidence gathering

• referrals

Templates & procedures

• If possible, ask your mentor if you may work with a patient 

in clinic to complete exercise 4.2 below

• If a patient case study is not available, ask your mentor to 

role-play for the exercises below.

Exercise 4.2 – Help

• Ask your mentor if they have a template or 

procedure that they follow to create patient plan 

(noting that each pedorthist may differ in their 

procedure and arrive at a similar end goal)

• Discuss with your mentor how they design their 

devices, what principles guide these decisions 

and what strategies they use in their design 

process.
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OBJECTIVE FOUR

Ex 4.1 Create an Implementation Checklist

Ex 4.2 Implementation

Using the information from this section, create a comprehensive 

checklist you can use to ensure that you are implementing your 

treatment plans effectively.

Below are a few items to get you started. Bear in mind that these items may not be universal but may 

be key to certain treatment plans. Not all elements will apply to every treatment plan that you create.

• Discuss each element of the treatment plan with the patient

• Send an assessment report to the patient’s primary care provider

• Plan and schedule subsequent appointments

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Using a patient you have recently seen in clinic, create an implementation plan for that specific patient’s 

case. Be sure to consider the intervention itself including orthotic design, treatment goals, appropriate 

footwear considerations, communication or education elements directed to the patient, communication 

with pertinent healthcare providers, appropriate referrals and a barriers assessment. 

PLAN CONTENTS



Plan Contents
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PLAN CONTENTS

Your plan should include the treatment(s) you wish to include, alternative treatments you might utilize, and a timeline for 

implementing these elements.

Create your own word document with the headings below as a guide for the exercise.

• Patient Summary

• Treatment Goals

• Education/Communication with Patient

• Communication with Healthcare Team

• Barriers

• Implementation details

• Timeline

• Other potential treatments



Evaluate your treatment plan
OBJECTIVE FIVE

When you complete this objective you will be able to… 

Evaluate the effectiveness of your pedorthic treatment plan and 

adapt your course of treatment with respect to the changing 

needs of your patient and the interactions with other treatments, 

comorbidities and environmental factors over time.

LEARNING MATERIAL

Determining the effectiveness of your treatment plan is an essential component of continuous pedorthic 

care. Every pedorthist will have a different style of evaluating the effectiveness of their treatment plans, 

and these plans may even vary patient to patient or pathology to pathology. 

Most simply, the effectiveness of any given treatment can be measured based on the success in treating 

the primary concern. For some cases, this will be as simple as pain or symptom resolution, but in other 

cases, the evaluation will be far more complex.

During the planning process, you will have determined a regimen with which to provide your patient with 

follow up care. This is the foundation upon which you can assess the effectiveness of the treatment plan 

itself. It is throughout this follow up process that you can observe the patient’s progress and choose to 

add or remove elements of your plan to change course of treatment as needed.

Evaluating the effectiveness of any Pedorthic treatment element can be difficult to quantify. As there 

are many paths to achieve positive outcomes, and many patient-specific factors to consider in each case, 

comparing two treatment plans is not always feasible. For these reasons, using a combination of both 

subjective and objective evaluation criteria may prove more effective in determining the effectiveness of 

your treatment plan and subsequent changes that my need to be made. 
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Subjective  and Objective Data

For a pedorthist, subjective and objective data are both 

important components of a comprehensive patient 

assessment. 

Subjective evaluations include any information gathered 

that includes information from the patient’s perspective. 

Much of the history taking component will involve subjective 

information, as you ask your patient questions about their 

primary concern and symptom behaviour. 

Objective evaluations include data obtained from observable 

and measurable data that is not subject to as much 

interpretation, opinion or feelings. Objective data obtained 

in a pedorthic assessment will include much of your physical 

assessment, functional testing and may include pain scores, 

functional assessment tools or diagnostic imaging.

SOAP

S -- Subjective evaluation

O -- Objective evaluation

A -- Assessment of progress

P -- Plan for change or maintenance
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A subjective evaluation involves asking the patient questions about their subjective perspective of the 

effectiveness of the treatment plan. Subjective evaluations are an important component in evaluating 

the treatment plan, as they focus on the psychosocial elements of patient care.

• Begin by asking the patient open-ended questions about how they are feeling, compared to their previous 

visit. Open-ended questions invite more subjective information and allow you as the clinician to effectively 

evaluate progress, and lead the conversation to specific questions, as needed. 

• Focus on the patient’s feelings, perceptions and opinions of how the treatment is progressing. Being with 
a subjective assessment of the patient’s symptoms, but move towards asking questions about how the 
treatment, and recovery is affecting their quality of life, activities at home, work and leisure and personal 

life.

S -- Subjective Evaluation (Interviewing the patient)

Sample Patient Assessment

A subjective evaluation involves asking the patient questions about their subjective perspective of the 

effectiveness of the treatment plan. Subjective evaluations are an important component in evaluating 

the treatment plan, as they focus on the psychosocial elements of patient care.

• An objective evaluation uses measurable and observable information to assess effectiveness and progress. 

Objective measurements in a pedorthic setting can be challenging, as truly objective measurements can 

be difficult to obtain without access to a biomechanics lab, or research equipment. However, using basic 

objective tools, in a standardized manner, can provide you with information that is more objective than 

the standard subjective patient interview.

Some mention should be made regarding observation of the devices provided at the initial implementation 

of the treatment plan. Are there obvious wear patterns on the orthotics for example? Is the footwear at all 

distorted, have the wear patterns changed from previously? Have they tried their own interventions that you 

did not recommend?

O -- Objective Evaluation (Testing and quantitative evaluation)

WORKBOOK 5

Study Guide Workbook 544

Subjective and Objective Evaluations

OBJECTIVE FIVE



Assessing a patient’s pain, using the same tool at each appointment 

can provide you with objective information to assist in your 

evaluation. There are several scales that can be used to evaluate 

pain, some being delivered verbally, and others visually.

Pain Score Systems

The most common assessment of pain is a verbal assessment; asking the patient to rate their pain on a 

scale of 0 to 10, with 0 being no pain at all and 10 being the worst pain imaginable. An important element 

when using any verbal scale is to be certain to use the same wording, tone and delivery of the question 

each time it is delivered. During this verbal assessment, you may also elect to ask the patient to indicate 

where they feel pain, and note any changes from previous assessments, using tools such as the VAS pain 

scale (fig. 5.1) or the Wong-Baker pain scales (fig 5.2) or other similar tools.

A Visual Analog Scale (VAS) may be used in conjunction with a verbal 0-10 assessment of pain when 

interviewing a patient. A VAS uses the scale (see below) as a visual indicator in conjunction with the 

verbal cues to assess pain.

An alternate to the VAS scale is the Wong-Baker FACES pain rating scale. This tool is particularly use-

ful when assessing children, or persons with cognitive impairment. Similar to the VAS, the Wong-Baker 

FACES uses graphical faces with expressions depicting increasing levels of pain: 

Figure 5.1 Visual Analog Scale

Figure 5.2 Wong-Baker Scale 

From Wong DL, Hockenberry-Eaton M, Wilson D, Winkelstein ML, Schwartz P: Wong’s Essentials of 
Pediatric Nursing, 6/e, St. Lousi, 2001, P.1301
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OBJECTIVE FIVE

Resources

A more robust assessment of pain may involve ... 

...the use of a detailed pain assessment tool such as the Pain Quality 

Assessment Scale (PQAS) or the Foot Function Index (FFI, FFI-R). 

Both of these tools are extensive, providing copious amounts of 

information with respect to quality of pain, effect on activities of 

daily living (ADLs), and psychosocial elements.

More Information

Designing a treatment plan requires the clinician to incorporate many elements into the planning 

process. This process begins during your assessment, as you gather pertinent information, and continues 

throughout the design and implementation processes. While some treatment plans will be similar, an 

effective treatment plan will incorporate patient-specific factors, making each treatment plan unique. 

More information on the PQAS can be found here:

https://www.painedu.org/downloads/nipc/pain_assessment_scales.pdf

More information on the FFI and FFI-R can be found here:

https://static-content.springer.com/esm/art%3A10.1186%2F1757-1146-6-5/

MediaObjects/13047_2012_487_MOESM1_ESM.docx

https://static-content.springer.com/esm/art%3A10.1186%2F1757-1146-6-5/

MediaObjects/13047_2012_487_MOESM2_ESM.docx 
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Functional assessment

In many cases, functional assessment can be a 

useful, objective tool in measuring progress through 

a pedorthic treatment plan. Functional assessments 

can take various forms, depending on the pathology, 

disease process or other patient-specific factors. For 

functional assessments to be effective, a baseline 

measurement will need to have been recorded at the 

first appointment as a basis of comparison.

Depending on the scenario, several functional 

tests or assessments may have been performed 

during your initial consultation with your patient. 

Functional join and muscle testing are commonplace 

in pedorthic practice and are often integrated into the 

assessment appointment. Using the results of your 

initial assessment as a baseline, you can perform the 

same tests at follow-up appointments to evaluate the 

treatment plan and assess patient progress. Functional 

tests and other basic pedorthic assessment elements 

are very useful in long-term monitoring, allowing the 

clinician to track progress or degeneration over longer 

periods of time.

Examples of functional tests that may be utilized for 

follow-up assessment include:

Structure palpation and symptom evaluation 

i.e. Palpation of the plantar fascia to evaluate symptom 

behaviour/resolution in a patient with plantar fasciitis. A 

reduction in severity of pain on palpation would indicate 

improvement.

Active/Passive/Resisted ROM associated 
with symptoms
i.e. Testing active/passive/resisted strength 

and having the patient rate their symptoms 

on a 10 point VAS scale in a case of perineal 

tendinitis. Increase in ability to decrease in 

pain would indicate improvement.

Percussion testing for neurological 
symptoms
i.e. Percussion of the superficial peroneal 

nerve to assess patient symptoms in a case 

of sinus tarsi syndrome where the nerve 

was impinged. Reduced severity of nerve 

symptoms would indicate improvement.

Functional test performance
i.e. Assessment of the patient’s symptoms 

and ability to perform a double and single 

leg heel raise in a case of achilles tendinosis. 

Improvements in ability to perform these 

tests in combination with a reduction of 

symptoms wound indicate improvement.
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OBJECTIVE FIVE

Diagnostic testing

Video/photo and Imaging/diagnostic testing

Using video and photo as an ongoing component of your 

assessment and follow-up can be a useful tool, especially in cases 

of chronic conditions. With patient who present with chronic, 

progressive or deteriorating conditions like CMT, Arthritis or 

Diabetes, incorporating photos and videos (with patient consent) 

can be an excellent way to monitor changes over longer periods 

of time.

Key components

In order to maintain an objective perspective, standardizing your methods of obtaining photos and 

video is ideal. Standardizing the lighting, physical orientation, and environment makes comparison 

over time more valid. Simple techniques such as measuring camera-to-patient distance, ensuring the 

patient positioning in the exam room is uniform and that the lighting or environment remains relatively 

unchanged will provide you, the clinician, with the best information with which to draw a comparison.

Diagnostic imaging and testing results can be another key component to evaluating progress over time. 

Healing rates in addition to disease progression can be monitored with non-invasive diagnostic imaging, 

as ordered by a physician. Collaborating with your patient’s care team often allows you to view these 

results and the information rendered to guide further treatment.
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A -- Assessment of progress

Using the information gathered with both your subjective evaluation and objective clinical measurements, 

form a new assessment of the patient’s current condition. Note any progressive or regressive changes 

from baseline and postulate likely mitigating factors or etiologies for the changes noted. Note the 

patient’s progress since the last visit and the progress from baseline.

Additional visual evaluation of the orthotic itself should be addressed here. Wear patterns on the orthotic, 

changes in activity or ability. It is important to fully evaluate your patient’s progress.

P -- Plan for change or maintenance

After assessing the patient’s current status, determine if a change is required for treatment going forward. 

Simply speaking your assessment should have come to one of three conclusions:

1. The patient is progressing towards or has achieved the goals of our treatment plan

2. The patient has made neither progress nor regression since last visit (no change)

3. The patient has regressed (symptoms have increased) since last visit

Based on the outcome of the assessment, make plans for change, as needed.

Remember:

S -- Subject evaluation

O -- Object evaluation

A -- Assessment of progress

P -- Plan for change or main

CONSIDERATIONS
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Example: Applying SOAP
OBJECTIVE FIVE

30-year-old female presented 4 weeks ago with plantar fasciitis. Patient presented with bilateral heel 

pain x5 weeks after starting a new running schedule. Pain assessment found, 7/10 severity first thing in 

the morning, 5/10 severity throughout the day. 

Your assessment determined that a custom foot orthosis, tissue-specific stretching, physiotherapy and 

activity modification were indicated in the treatment plan. Due to financial concerns, the patient opted 

to beginning treatment with the footwear and orthoses but defer the physiotherapy referral for the time 

being.

For the past 4 weeks, the patient has been wearing her orthoses, purchased new footwear, reduced her 

activity and followed your recommendations for posterior leg stretching.

This is her 4-week follow-up. 

Subjective:

1. Has your pain improved, remained the same or gotten worse over the past 4 weeks?

2. Have the patient subjectively describe the behaviour of her symptoms over the past 4 weeks. Include 

elements such as quality, duration, timing, and intensity of pain. Consider using a tool to measure 

pain (i.e VAS or Wong-Baker scale)

3. Are you able to wear the orthoses for your day-to-day activities without any additional or new 

discomfort?

4. Have you been able to modify your activity as we discussed, incorporating low-impact activities into 

your routine?

5. How do you feel the stretching/home exercises are working for you? Do you feel there has been a 

change?

Objective:

1. Have the patient rate her pain on a scale of 0-10. Have the patient differentiate between morning, 

mid-day and end-of-day pain.

2. Assess changes (if any) to posterior leg flexibility.

3. Palpate the plantar fascia, assess symptom behaviour.

4. Employ any objective questionnaires (PQAS, FFI etc) used in the initial assessment, compare current 

answers to baseline.

Subjective

Objective
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If there has been a complete resolution of the patient’s 

condition, discuss with the patient a return-to-activity 

protocol, maintenance plan and schedule subsequent 

appointments as necessary.

If there has been a positive change, but further 

treatment is required, discuss the next steps with the 

patient and develop a modification to the original 

treatment plan. Schedule subsequent appointments 

as needed.

If there has been no change to the patient’s condition, 

discuss the mitigating factors and develop a plan that 

addresses these issues. Consider changes or additions 

to the orthotic device to compliment the current 

treatment plan. For example, you have a patient who 

has been experiencing plantar fasciitis for 6 weeks 

prior to seeing you. You have designed her an orthotic 

made from 3mm polyethylene plastic posted to neutral 

with 55 durometer EVA. At her follow-up appointment, 

the patient reports still feeling too much pressure at 

proximal MLA. Adjustments you may consider include: 

increasing the flexibility of the MLA by grinding away 

from of the posting material in the MLA, heating the 

polyethylene shell to reduce the proximal arch height. 

Schedule subsequent appointments as needed to 

continue monitoring the patient’s progress.

Based on the results from the subjective and 

objective assessment, determine if there has been a 

positive, neutral or negative change since the initial 

assessment.

Assessment

Plan

If there has been a negative change, 

discuss the next steps with the patient 

and develop a modification to the original 

treatment plan. Provide referrals as needed 

and communicate these findings to the 

patient’s care team. Schedule subsequent 

appointments as needed.

Patient interview

Using the SOAP protocol, interview a patient 

at their follow-up appointment to evaluate 

the effectiveness of their treatment plan 

to date. Discuss with your mentor your 

assessment of the treatment plans and 

suggested plans for future care.

Exercise 5.1 
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EXAMPLE CASE STUDY

This workbook will have provided 
you with the framework upon 
which to build a comprehensive 
treatment plan and ...

BRINGING IT ALL TOGETHER

to adapt or change your practice as the body of evidence 

continues to grow with time. Critical thinking skills are an 

ever-evolving and growing set of skills that you will continue to 

use throughout your career. Challenging your current practices 

through critical thinking and development will hone your skills 

and refine your knowledge as you grow throughout your career. 
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Example Case Study

Below is an example case study, followed by an incomplete case study you can use to test the skills you have developed in this 

workbook. You can also continue to test your skills with your mentor in clinic with patients.

• 55-year-old female presenting with bilateral pain in the first 

metatarsophalangeal joints. 

• Details on primary concern:

• Pain has been bothersome for years, but recently became 

worse over the last 3 months. Left foot is more painful than 

the right.

• Patient has seen her family doctor, who suggested 

orthotics and prescribed NSAIDs. No other treatments to 

date. No imaging or testing. Prescription provided by the 

family doctor says “bunions L>R”.

• Patient reports pain “in the joint of the big toe”, with most 

of the pain on the medial side of the joint, bilaterally.

• Pain is worse with activity, particularly when the toes are 

flexed. Gardening is difficult, as kneeling down with the toes 

flexed is very painful.

• Feels better barefoot, but reports pain in the central 

forefoot after prolonged time barefoot (patient indicates 2-3 

metatarsal head area).

• Patient is a teacher and is on her feet in the classroom all day. 

Outside of work she likes to walk (3km, 3-4 times per week), 

garden and do yoga.

• No other co-morbid conditions, no history of surgeries or 

other foot/lower limb injuries. Family history of bunions and 

hallux valgus. Mother had surgical correction of her bilateral 

bunions and hammer toes at age 62.

• Currently wearing a 10 month old pair of walking shoes for 

activity, slip on casual shoe with a 3” heel for work, nothing 

at home.

History

• Walking shoes in good shape, but significant wear on the 

central forefoot (under MT heads 2-3). Obvious distortion 

of the upper over the medial hallux

• Work shoes are a leather slip on casual shoe with a 

narrow and shallow toe box. Significant distortion of the 

upper over the medial hallux. Wear pattern similar to the 

walking shoe on the outsole of the forefoot.

Physical Assessment:

Static Weightbearing:

• When seated, the knees appear neutral, foot is mildly 

pronated, no forefoot splay, moderate hallux abuctovalgus 

bilaterally. Lesser toes appear neutral and relaxed.

• Overall standing posture is unremarkable in the head, 

trunk and pelvis. No indication of any issues from anterior, 

sagittal and posterior positions.

• Knees are in mild valgum with weightbearing, mild tibial 

internal rotation L=R, no recurvatum noted in the sagittal 

view. 

• Weightbearing foot posture shows a lower MLA, moderate 

forefoot splay and lowering of the distal transverse arch, 

and mild gripping of the lesser toes. 1st MTP is displaced 

medially, demonstrating moderate HAV bilaterally. The 

subtalar joint is moderately pronated, with a medial drift 

of the media malleoli, bilaterally. Posterior view of the 

heel reveals mild pronation of the rearfoot (heel valgum).
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Physical Assessment cont...
EXAMPLE CASE STUDY

• Subtalar joint mobility (twist test): the subtalar joint moves through pronation and supination 

equally and fully without restriction or reproduction of symptoms

• Double heel raise test: heels invert appropriately, bilaterally. Patient reports an increase in discomfort 

in the forefoot, left greater than right

Dynamic Weightbearing:

• Initial contact: Foot is fully dorsiflexed, initial contact made at central heel. Hips and pelvis normal, 

knee extended and neutral in the frontal plane. 

• Stance: Foot descends to the ground normally, with full muscular control without any foot slap. Foot 

lands with moderate out-toeing bilaterally. Rapid and excessive pronation through midstance, left 

greater than right. Bilateral forefoot splay and distal transverse arch collapse.

• Propulsion: Heel rise normal, left greater than right abductory spin with mild lesser toe gripping 

through propulsion. Poor re-supination through propulsive phase.

• Swing: Normal through all joints, adequate dorsiflexion of the foot to gain clearance, no hip hiking, 

trendelenburg or other discrepancies.

Non-wieghtbearing:

• Normal and healthy skin, nails and hair growth. Skin is warm to the touch, patient has full sensation, 

pedal pulses present, no obvious varicosities, skin problems or other issues.

• Mild callousing under the 2nd metatarsal heads, L>R, mild redness over bilateral bunion deformities

• ROMS:

• STJ -- Hypermobile in inversion/eversion, normal dorsiflexion, excessive plantar flexion

• Midtarsal -- normal.

• First ray -- normal dorsal and plantar translation.

• 1st MTP -- 55 degrees on right, 35 degrees on left.

• Neutral FF to RF alignment with subtalar joint in neutral.

• Moderate HAV deformity bilaterally, L>R bunion formation

• Mild functional hallux limitus on left, none on right.

• No abnormal ROMs in lesser digits.

• Palpation:

• Bilateral pain on palpation of the 1st, 2nd and 3rd interdigital webspaces and metatarsal heads, 

no pain in 4th webspace or metatarsal heads 4 and 5.

• Mild pain on palpation of the tibialis posterior tendon.

• No pain on palpation over the sinus tarsi and lateral ankle structures.
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Footwear:

• Replace walking shoe. Choose a shoe with a 

deep, wide toe box, in a width appropriate to 

accommodate the bunion. New shoe should 

incorporate a firm forefoot rocker to assist 

in propulsion and reduce strain through 1st 

metatarsophalangeal joint.

 Example recommendation: New Balance 840

• Replace casual shoe for work. Choose a shoe 

with a maximum of 1 ½ inch heel to reduce load 

on forefoot. Toe box should be wide enough to 

accommodate bunions and round or square in 

shape. Oxford or velcro closure preferred to slip 

on, for secure fit.

 Example recommendation: Dansko Louise

Custom foot orthotics:

• Full length corrective custom foot orthotics, 

fabricated from a subtalar joint neutral, semi-

weightbearing foam box cast.

• 3mm Subortholen shell, from heel to metatarsal 

heads, posted to calcaneal neutral with 55 

durometer EVA.

• Metatarsal pad, sized according to cast, placed 

4mm proximal to the metatarsal heads.

• 1.5mm Microcell pull top cover, full length.

• Passive, active and resisted muscle testing

• Tibialis posterior

• Passive: normal

• Active: normal

• Resisted: weak, L worse than R

• Tibialis anterior

• Passive: normal

• Active: normal

• Resisted: normal

• Forefoot squeeze: no pain, no mulder’s click

Treatment Plan

• 1.5mm PPT cushion, forefoot to toes.

• Viledon  bottom  cover, forefoot to 

toes.

Additional recommendations & referrals:

• Intrinsic foot strengthening protocols

• Toe spacers to reduce hallux 

abductovalgus.

• Night splint.

• At fitting: adjust custom foot orthotic 

to fit into new shoes. Get feedback 

from the patient and adjust for 

comfort and fit within footwear.

• 4 week appointment: evaluate 

symptom improvement. If more 

correction is required, adjust 

orthotics to increase metatarsal 

support or other adjustments, as 

needed. Encourage patient to return 

at the 8 week mark if satisfactory 

improvements are not made.

• 1 year appointment: follow up with 

patient and provide continuing 

pedorthic care. Re-assess current 

footwear and orthotics, made changes 

as required.

• Areas to monitor for adjustment:

• Metatarsal pad height, placement 

and shape

• Overall thickness of orthotic for fit 

into shoe/comfort.

• Change in material to increase 

cushion or decrease thickness.

• Change in flexibility of device to 

increase or decrease functional 

correction.

Follow up plan
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WORKBOOK EXERCISE CASE STUDY

• 30-year-old male presenting 
with right dorsolateral ankle 
pain.  

• Pain for 2 months , worse 
within past 2 weeks.

HISTORY

•   Patient has not seen their physician about this issue.

•   Patient points to the lateral ankle area when describing 

pain.

•   Patient works in an office and has no pain at work. 

Recreational runner, 5-10K, 3-5x/week.

•   No other co-morbid conditions. Family history of arthritis.

•   Currently wearing a pair of running shoes. Lace up oxford 

style men’s dress shoes, soft soles slippers at home 

infrequently.

•   Running shoes show significant signs of compression, 

especially on the lateral rear foot. 
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Additional history questions

List your questions here:

Physical Assessment:

Dynamic Weightbearing:
• Initial contact: Foot is fully dorsiflexed, initial contact made 

at lateral heel. Hips and pelvis normal.
• Stance: Foot descends to the ground quickly, with good 

muscular control but mild foot slap. Limited pronation 
through midstance, right greater than left. Unremarkable 
motion in the forefoot during late stance.

• Propulsion: Neutral forefoot at toe off with mild lesser 
toe gripping through propulsion. Bilateral heel inversion 
through propulsion.

• Swing: Normal through all joints, adequate dorsiflexion of 
the foot to gain clearance, no hip hiking, trendelenburg or 
other discrepancies.

Non-wieghtbearing:
• Normal and healthy skin, nails and hair growth. Skin is 

warm to the touch, patient has full sensation, pedal pulses 

present, no obvious varicosities.

Static Weightbearing:
• When seated, the knees appear normal, no excessive 

pronation, no forefoot splay, lesser toes appear neutral and 
relaxed.

• Overall standing posture is unremarkable in the head, 
trunk and pelvis. No indication of any issues from anterior, 
sagittal and posterior positions.

• Knees are in neutral with weightbearing, mild tibial varum, 
R>L, no recurvatum noted in the sagittal view. 

• Weightbearing foot posture shows a neutral MLA, no 
forefoot splay or lowering of the distal transverse arch, and 
no gripping of the lesser toes. Posterior view of the heel 
demonstrates a neutral calcaneus, bilaterally.

• Subtalar joint mobility (twist test): the subtalar joint 
supinates as expected, but does not pronate as per normal 
ROM.

• Double heel raise test: heels invert appropriately, 

bilaterally.
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Physical Assessment cont...
EXAMPLE CASE STUDY

• ROMS:

• STJ -- excessive inversion, inadequate eversion, right greater than left, normal plantar 

flexion.

• Midtarsal -- Reduced ROM.

• First ray -- normal dorsal and plantar translation.

• 1st MTP -- normal ROM bilaterally.

• Neutral hallux.

• No abnormal ROMs in lesser digits.

• Palpation:

• No pain on palpation of the metatarsal heads, or webspaces.

• Mild pain on palpation of the right peroneal tendons, no pain on left.

• Passive, active and resisted muscle testing.

• Peroneal muscle group.

• Passive: normal, no pain with passive testing.

• Active: slightly weak, mild pain on right.

• Resisted: weak, right worse than left, moderate pain on right.

Additional physical assessment details (functional testing ROMS, etc):
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Footwear:

Custom foot orthotics:

Write your follow up plan here:

Treatment Plan

Follow Up Plan

Additional recommendations & referrals:
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ANSWER KEY

Reasoning

Below are a set of answers to the exercises used throughout this workbook. These answers are intended to provide direction and 

clarity as you work through the exercises. The answers are not absolute; there may be numerous correct answers to each exercise. 

Your clinical experience, academic background and professional development may lead you to different answers which are no more 

or less correct. If you find discrepancies between your answers and the ones provided in this answer key, discuss the differences with 

your mentor.

There is no right or wrong answer to this exercise. Discuss the critical appraisal of the study you have chosen with your mentor and 

make a decision on its value in your pedorthic practice.

1.1 Answers

2.1 Answers

PATHOLOGY QUESTION 1 QUESTION 2 QUESTION 3

Plantar Fasciitis
Is your pain worse first thing in 
the morning, or at the end of 
your day?

Do you feel better while wearing foot-
wear or barefoot?

How much of your day is 
spent standing, walking 
or otherwise on your 
feet?

Medial Tibial Stress 
Syndrome

Can you indicate where your 
pain is located on your leg?

When does the pain start; before, 
during or after activity?

Does the pain ever last 
into the following day?

Hallux abductovalgus
Do you have a family history of 
bunions/HAV?

When did your great toe begin to 
move?

Has there been a signifi-
cant change in the posi-
tion of your great toe in 
the past three months?

Metatarsalgia
Is your discomfort greater in 
shoes or while barefoot?

Do you ever experience any numbness 
or tingling in any areas of your foot?

Do you ever get any 
shooting pains into the 
toes or through the arch?

Tibialis posterior tend-
inopathy

Are there any specific activi-
ties or motions which aggra-
vate your symptoms?

Do you have any swelling tenderness 
on the medial ankle? When does it 
occur?

Do you feel better bare-
foot or with the support 
of footwear?

Osteoarthritis
Have you had any xrays or 
other imaging done on your 
feet to assess for arthritis?

Have you noticed any changes in the 
shape, flexibility or position of the 
joints in your feet recently?

Do you notice any stiff-
ness, crepitus, or joint 
popping in the morning 
or after long periods of 
sitting?
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Below is one correct answer for each pathology. These answers are not the only correct answers for this exercise. If your orthopaedic 

tests differ from the answers below, consult your mentor.

2.2 Answers

PATHOLOGY ORTHOPAEDIC TEST CONSIDERATIONS

Plantar Fasciitis
Palpation of the medial, central and lateral 
bands of the plantar fascia while activating 
the windlass mechanism.

• No pain on palpation of the plantar fascia may 
indicate another pathology. Further investigation 
required.

• Pain on palpation of the origin of the medial 
band (at or near the insertion on the medial 
calcaneal tubercle) is indicative of typical plantar 
fasciitis. Functional foot orthoses may be 
indicated.

• Pain on palpation of the distal ⅓ of the medial 
or central band may indicate insertional plantar 
fasciitis (atypical presentation).

Medial Tibial Stress 
Syndrome

Palpation of the anterior crest of the 
tibiae, from distal to proximal. Ask patient 
about behaviour of symptoms and about 
presence of night pain. If night pain is 
present, test for focal pain and pain with 
vibration testing.

• Pain on palpation of at least 5cm of the distal 
tibia is a positive sign of MTSS.

• Asking the patient about when they have pain 
help to grade the MTSS on the following scale:
• Grade 1 – Pain occurring after athletic 

activity
• Grade 2 – Pain occurring before and after 

athletic activity, but does not affect the 
performance of the individual

• Grade 3 – Pain occurring before, during, and 
after athletic activity and does affect the 
performance of the individual

• Grade 4 – Pain that is so severe that 
performance in activity is impossible

• If the patient reports night pain, palpate the 
tibiae, noting any areas of focal pain (less than 
2 cm). If focal pain is present, test for stress 
fracture using a tuning fork and refer to primary 
care for radiological investigations.
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ANSWER KEY

 Exercise 2.2 Answers cont. 

PATHOLOGY ORTHOPAEDIC TEST CONSIDERATIONS

Hallux abductovalgus
Complete ROM testing of the hallux, 1st ray 
and FF to RF alignment.

• ROM closer to normal values will indicate 
the functional ability for the joint to tolerate 
correction. Reductions in ROM may require more 
accommodation and patient may not be able to 
tolerate correction.

• Reductions in extension of the great toe may 
require changes to footwear, or the addition of 
a functional correction in the forefoot (morton’s 
extension).

• FF to RF relationships that deviate from neutral 
may require a posting angle to functionally 
correct for the abnormal mechanics.

• Transverse plane ROM will indicate if a night 
splint, toe spacer or other transverse plane 
correction will be well tolerated.  

Metatarsalgia

Palpation of each metatarsal head, and 
interdigital space.
Forefoot Squeeze test.

• Pain on palpation of the metatarsal heads 
provides location-specific information about 
which metatarsal heads are involved and where 
to place functional correction.

• Production of neurological symptoms may 
indicate irritation of the interdigital nerves, or 
indicate a possible neuroma.

• Hearing or feeling a “Mulder’s click” with the 
forefoot squeeze may indicate a neuroma. Refer 
patient to primary care for further investigation.

Tibialis posterior 
tendinopathy

Palpation of the medial ankle tendons: FHL, 
FDL and tibialis posterior.
Resisted ROM to test muscular 
involvement.

• Palpation of all three medial ankle structures 
can identify the affected muscle and refine 
treatment. Tibialis posterior tendinopathy often 
presents with the cardinal sign of insertional pain 
(at the insertion on the navicular).

• Rule out involvement of FHL and FDL by 
performing resisted flexion of the lesser toes and 
hallux, independently.

• Involvement of the tibialis posterior tendon can 
be confirmed by pain with resisted inversion.
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3.1 Answers

SCENARIO BARRIER SOLUTION(S)

1. Patient has severe RA in 
their hands and are unable 
to tie/untie shoes, don/doff 
compression or put on/take off 
a knee brace. 

Physical barrier to compliance with 
treatment plan. 

• Suggest the involvement of a spouse, 
family member or caregiver in assisting 
the patient in donning and doffing their 
device. 

• Consider footwear with an alternative 
closure (velcro).

• Explore the possibilities of donning 
and doffing aids for compression and 
bracing.

2. Patient does not have any 
third- party insurance to 
cover the cost of custom foot 
orthoses and is on a fixed 
income without the ability 
to cover the expense out of 
pocket. 

Financial barrier to incorporating 
custom foot orthoses into their 
treatment plan.

• Discuss options of a payment plan.
• Investigate eligibility for funding through 

third-party agencies or organizations.
• Consider alternative, low-cost solutions.

3. Patient has a cognitive 
disability, impairment or 
otherwise is unable to fully 
comprehend the details of your 
treatment plan. 

Cognitive barrier to compliance with 
treatment plan.

• Develop a step-by step educational tool 
for the patient.

• Enlist the assistance of a spouse, family 
member or other caregiver.

• Seek out agencies, organizations or 
other programs for assistance.

4. Patient does not feel their 
injury warrants the treatment 
plan you have designed. 

Psychological barrier to treatment.

• Provide a comprehensive breakdown 
of the treatment plan, its components 
and implementation. Provide alternate 
solutions to as many components as 
possible, providing details on the cost/
benefits of each substitution.

• Come to a consensus with the patient 
as to which components to include in 
the final treatment plan.
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 Exercise 3.2 Answers 

SCENARIO
WHAT REFERRAL WOULD YOU RECOMMEND FOR 

THIS SCENARIO?

A   Patient with diabetes revealed to you 
in their assessment that they are having 
difficulty managing their blood glucose levels

Refer to local diabetes support program, or family physician/NP for 
medical management of their diabetes

B   Patient with chronic achilles’ tendinopathy 
presented with moderate soft tissue 
tightness in the posterior lower leg (Gastroc-
Soleus complex)

Refer to massage therapy for soft tissue release

C   Patient presents with what you think may 
be an ingrown toenail/corn/plantar wart

Refer to chiropodist, podiatrist or primary care for consultation and 
treatment.

D   Patient has tibialis posterior tendinopathy, 
but is also experiencing significant hip pain 
secondary to excess internal rotation/glute 
weakness

Refer to physiotherapist for hip strengthening.

E   Patient has symptoms of what you feel is a 
stress fracture

Refer back to primary care for imaging.
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• Discuss each element of the treatment plan with the patient

• Explain, in lay terms, what you found in your assessment and how that relates to the patient’s primary concern

• Explain, in lay terms, how each element of the treatment plan will address the issues related to the primary concern 

• Discuss patient expectations of recovery/symptom improvement

• Plan a reasonable timeline of expected improvement and anticipate possible alterations to the initial plan, or additions to the  

overall treatment plan

• Send an assessment report to the patient’s primary care provider

• Send an assessment report to the patient’s referring clinician

• Plan and schedule subsequent appointments

• Discuss payment options, insurance information or other billing details with the patient

• Address any patient questions about the treatment plan

• Provide any pertinent educational resources to the patient

• Discuss and provide any relevant referrals to the patient and (with consent) send appropriate referrals to other clinicians

• Plan an appropriate follow-up schedule for this patient

There is no right or wrong answer to this exercise, evaluate your implementation plan with your mentor.

4.1 Answers

4.2 Answers

5.1 Answers

There is no right or wrong answer to this exercise, evaluate your SOAP note with your mentor.

65Study Guide Workbook 5



ANSWER KEY

Workbook Case Study Answers

Additional history, assessment and functional testing in BOLD.

History:
• 30-year-old male presenting with right dorsolateral ankle pain. 

• Details on primary concern:

• Pain for 2 months, worse within the past 2 weeks.

• Patient has not seen their physician about this issue. Ask the patient if they have consulted a physiotherapist who may have 
suggested that the patient may be suffering from sinus tarsi syndrome and/or peroneal tendonitis.

• Patient points to the lateral ankle area when describing pain.

• Pain is worse with activity.

• Patient works in an office and has no pain at work. Recreational runner, 5-10K, 3-5x/week. Started training for a half marathon 8 
weeks ago.

• No other co-morbid conditions, history of inversion ankle sprains. Family history of arthritis.

• Currently wearing a 2-year-old pair of mild pronation control running shoes. Lace up oxford style men’s dress shoes, soft soles 

slippers at home infrequently.

• Running shoes show significant signs of compression, especially on the lateral rearfoot. Outsole worn along lateral column.
• Work shoes are leather soled, no abnormal wear. Patient did not bring slippers to the assessment.

Physical Assessment:

Static weightbearing:

• When seated, the knees appear neutral, foot is neutral, no forefoot splay, lesser toes appear neutral and relaxed.

• Overall standing posture is unremarkable in the head, trunk and pelvis. No indication of any issues from anterior, sagittal and 

posterior positions.

• Knees are in neutral with weightbearing, mild tibial varum, R>L, no recurvatum noted in the sagittal view. 

• Weightbearing foot posture shows a neutral MLA, no forefoot splay or lowering of the distal transverse arch, and no gripping of 

the lesser toes. The subtalar joint shows no pronation with weightbearing. Posterior view of the heel demonstrates a neutral 

calcaneus, bilaterally.

• Subtalar joint mobility (twist test): the subtalar joint supinates as expected, but does not pronate as per normal ROM.

• Double heel raise test: heels invert appropriately, bilaterally.

• Talar tilt test - test the integrity of the calcaneofibular ligament. With the patient seated, knee bent, stabilize the fibula and 
invert the foot. Positive test with reproduction of pain or increased ankle joint laxity.
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Dynamic Weightbearing:

• Initial contact: Foot is fully dorsiflexed, initial contact made at lateral heel. Hips and pelvis normal, knee extended and neutral in 
the frontal plane. 

• Stance: Foot descends to the ground quickly, with good muscular control but mild foot slap. Mild varus thrust of the right knee 
at full foot contact. Limited pronation through midstance, right greater than left. Unremarkable motion in the forefoot during late 

stance.

• Propulsion: Early heel rise, neutral forefoot at toe off with mild lesser toe gripping through propulsion. Bilateral heel inversion 

through propulsion.

• Swing: Normal through all joints, adequate dorsiflexion of the foot to gain clearance, no hip hiking, trendelenburg or other 

discrepancies.

Non-wieghtbearing:

• Normal and healthy skin, nails and hair growth. Skin is warm to the touch, patient has full sensation, pedal pulses present, no 
obvious varicosities, Lateral heel callousing, callousing under 1st and 5th metatarsal heads, bilaterally.

• ROMS:
• STJ -- excessive inversion, inadequate eversion, right greater than left, bilateral soft tissue equinus, normal plantar flexion.
• Midtarsal -- Reduced ROM.
• First ray -- normal dorsal and plantar translation.
• FF to rearfoot alignment -- flexible plantarflexed first ray, bilaterally.
• 1st MTP -- normal ROM bilaterally.
• Neutral hallux.
• No abnormal ROMs in lesser digits.

• Palpation:
• No pain on palpation of the metatarsal heads, or webspaces.
• Mild pain on palpation of the right peroneal tendons, no pain on left.
• No pain on palpation over the sinus tarsi.

• Passive, active and resisted muscle testing:
• Peroneal muscle group

• Passive: normal, no pain with passive testing
• Active: slightly weak, mild pain on right
• Resisted: weak, right worse than left, moderate pain on right

• Tibialis anterior
• Passive: normal
• Active: normal, mild pain on right
• Resisted: normal, pain on right

67Study Guide Workbook 5



ANSWER KEY

Workbook Case Study Answers continued 

Treatment plan:

Footwear:
• Replace running shoe. Avoid a shoe with pronation control, that will exacerbate excessive lateral loading. Lower stack height to 

reduce ankle instability and excessive supination.

• Example recommendation: Saucony Kinvara.

• No need to replace work shoe, as patient not experiencing pain at work.

• Recommend that the patient consider a firmer slipper or a Birkenstock for support at home.

Custom foot orthotics:
• Design of the custom foot orthoses will vary depending on individual pedorthist preference, available/familiar materials and 

theory interpretation. Core elements of the device should address:

• Excessive lateral loading/inadequate pronation

• Poor natural shock absorption of the foot

• Any length corrective custom foot orthotics, fabricated from a subtalar joint neutral, semi-weightbearing or full weightbearing 

foam box cast. 

• Material of shell will vary, depending on individual pedorthist preference. Examples may include: 2mm polypropylene, 2mm 

subortholen, 4mm plastazote, 6mm EVA, length of shell should be from heel to metatarsal heads, may or may not include a 

first ray cutout for plantar flexed ray. Shell should be deep enough to support the entire plantar foot, posting may be neutral, or 

incorporate a lateral wedge to discourage excessive lateral loading and encourage mild pronation. 

• May incorporate a lateral flange for added lateral support.

• No metatarsal pad indicated

• Covering and cushioning layers will vary, thickness should not be more than 4mm thick, so that it can be easily fit into standard 

depth running shoes.

• Heel lifts are CONTRAINDICATED for a soft tissue equinus. 

Additional recommendations & referrals:
• Physio referral for peroneal strengthening and pain control.

• Possible massage therapy referral for soft tissue equinus.

• Gastroc/soleus stretching protocols.

• Activity modification to re-structure half marathon training to a more gradual increase in volume and distance.

• Incorporate cross training or alternate activities that don’t exacerbate injury until recovery is accomplished.
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Follow-up plan:
• At fitting: adjust custom foot orthotic to fit into new shoes. Get feedback from the patient and adjust for comfort.

• 4 week appointment: evaluate symptom improvement. If more correction is required, adjust orthotics to increase lateral column 

or other adjustments, as needed. Encourage patient to return at the 8 week mark if satisfactory improvements are not made.

• 1 year appointment: follow up with patient and provide continuing pedorthic care. Re-assess current footwear and orthotics, made 

changes as required.

• Areas to monitor for adjustment:

• Metatarsal pad height, placement and shape.

• Overall thickness of orthotic for fit into shoe/comfort.

• Change in material to increase cushion or decrease thickness.

• Change in flexibility of device to increase or decrease functional correction.
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