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Heel pain remains one of the most frequent
presentations in lower-limb clinical practice.
While the condition may appear routine, its
underlying pathology, diagnostic complexity,
and therapeutic response vary widely

- making a thoughtful, evidence-based
approach essential.

This overview synthesises current best
practice, particularly for practitioners
integrating Formthotics into their
management protocols. As a medically
credible, adaptable orthotic system,
Formthotics supports rigorous clinical
standards while enabling efficient
delivery of customised care.




Terminology Matters:
Fasciitis, Fasclosis, or
Something Else?

Historically referred to as “policeman’s  Diagnostic accuracy directly

heel” or “heel spur syndrome,” the affects therapeutic outcomes.
modern diagnostic landscape has Failed interventions often reflect
moved towards plantar fasciitis diagnostic oversight rather than

- though this term may mislead. mechanical mismanagement. Correct
There is now broad consensus that identification of the pain generator
chronic heel pain typically involves - be it plantar fasciopathy, fat pad
degenerative change (fasciosis) atrophy, or stress reaction - is the
rather than inflammation alone. This prerequisite for success.

shift is critical in guiding treatment.




R d FI Clinical success begins with
e ags comprehensive assessment. Ask:
a n d Key «  Duration: >6 months suggests transition to chronicity

Age: older patients may exhibit different pathology

° .
Q u est I O n s +  Medical history: systemic conditions (e.g., diabetes,

inflammatory arthritis)
Load profile: changes in activity, footwear, work demands

Previous treatments: what's failed — and why?

Imaging, particularly ultrasound, may reveal fascia thickening, partial tearing, or
fibroma - all consistent with degenerative disease. In such cases, regenerative
modalities (e.g., ESWT, LLLT, PRP, dry needling) may be appropriate. Orthoses
remain useful for load redistribution, but they should be viewed as adjunctive
within a broader treatment plan.




The Mechanical Model:
Tension and Traction

The prevailing model for mechanical
heel pain implicates excessive tension
within the plantar fascia at its calcaneal
insertion. This tension may result from:

Intrinsic biomechanical contributors (e.g., equinus,
hypermobility, STJ alignment)

Extrinsic loading factors (e.g., occupational, athletic
demands)

Gait-related stressors (e.g., abrupt footwear transition,
training changes)

Formthotics provides a reliable
platform for mechanical intervention.
Modifications can be implemented
based on clinical findings, such as:

Rearfoot inversion posting for STJ control

Medial arch fill or first ray cut-out to address foot
posture

Lateral forefoot wedging to reduce fascial tension
(supported by emerging data)

Heel lifts for equinus or Achilles-fascia coupling

The mechanical interface must reflect patient-specific biomechanics - not
generic templates. Formthotics enables that level of individualisation.



Considerations for
the Older Patient

In older populations, heel pain
etiology often shifts:

Fat pad atrophy increases impact sensitivity

Plantar calcaneal spurs may become symptomatic
due to cushioning loss

Stress fractures of the calcaneus must be excluded

Subtalar or inflammatory arthropathies may present
atypically

In these cases, cushioning and

shock attenuation take precedence
over motion control. Models such as
Formthotics ShockStop, paired with
appropriately designed footwear, can
meaningfully reduce loading stress.
Orthotic design should reflect both
tissue integrity and loading thresholds.



The Role of Footwear:
Not Just an Afterthought

Footwear innovation - particularly in high-stack PEBA midsoles and rocker
sole geometry - offers a valuable adjunct to orthotic care. These features
reduce sagittal plane loading, assist forward propulsion, and decrease
plantar fascia strain by limiting MTPJ dorsiflexion. Educating patients about
appropriate footwear selection enhances outcomes and compliance.



When
Orthotics
Underperform

Orthotic “failure” should prompt
re-evaluation:

Has the diagnosis changed or evolved?
Are mechanical corrections insufficient or misapplied?

Is the device appropriately matched to patient size/
activity?

Are lifestyle factors (e.g., footwear, hours worn,
occupation) impeding success?

y

Even in cases where regenerative
therapies are pursued, Formthotics often
retains value - stabilising biomechanics
and addressing persistent mechanical
loading. As the primary inciting factor
may remain, orthotic therapy continues
to play a preventative and supportive
role post-intervention.




Delivering Tailored Care
- Without Custom Orthotics

Formthotics offers a compelling alternative to full custom devices - enabling
precise, evidence-aligned modifications based on clinical findings. Rearfoot/
forefoot position, sagittal plane mobility, leg length asymmetry, and bodyweight
considerations can all be addressed in-practice, without compromising on
performance or credibility.

Correct density selection is crucial — a 100kg rugby player will clearly require
different material properties than a recreational walker. With a range of densities
and configurations, Formthotics supports scalable personalisation at the point

of care.




Closing
Thoughts

Heel pain is multifactorial -

and sometimes persistent

- but rarely unsolvable. With
accurate assessment, thoughtful
biomechanical planning, and
appropriate device selection,
most cases respond well to
conservative care.

As a trusted tool in your clinical
arsenal, Formthotics reinforces
your ability to deliver precise,
patient-centred care - supporting
both your standards and your
outcomes.
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