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Flip-flop footwear with a moulded foot-bed
for the treatment of foot pain: a
randomised controlled trial
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Abstract

Background: Foot pain is a common problem affecting up to 1 in 5 adults and is known to adversely affect activities of
daily living and health related quality of life. Orthopaedic footwear interventions are used as a conservative treatment for
foot pain, although adherence is known to be low, in part due to the perception of poor comfort and unattractiveness
of the footwear. The objective of this trial was to assess the efficacy of flip-flop style footwear (Foot Bio-Tec©) with a
moulded foot-bed in reducing foot pain compared to participant’s usual footwear.

Methods: Two-arm parallel randomised controlled trial using computer generated random allocation schedule at an
Australian university podiatry clinic. 108 volunteers with disabling foot pain were enrolled after responding to an
advertisement and eligibility screening. Participants were randomly allocated to receive footwear education and
moulded flip-flop footwear to wear as much as they were comfortable with for the next 12 weeks (n = 54) or footwear
education and instructions to wear their normal footwear for the next 12 weeks (n = 54). Primary outcome was the pain
domain of the Foot Health Status Questionnaire (FHSQ). Secondary outcomes were the foot function and general foot
health domains of the FHSQ, a visual analogue scale (VAS) for foot pain and perceived comfort of the intervention
footwear.

Results: Compared to the control group, the moulded flip-flop group showed a significant improvement in the primary
outcome measure of the FHSQ pain domain (adjusted mean difference 8.36 points, 95 % CI 5.58 to 13.27, p < 0.01).
Statistical and clinically significant differences were observed for the secondary measure of foot pain assessed by a VAS
and the FSHQ domains of foot function and general foot health. None of the participants reported any pain or
discomfort from the intervention footwear and six (footwear group = 4) were lost to follow up.

Conclusions: Our results demonstrate that flip-flop footwear with a moulded foot-bed can have a significant effect on
foot pain, function and foot health and might be a valuable adjunct therapy for people with foot pain.

Trial registration: ACTRN12614000933651. Retrospectively registered: 01/09/2014.
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Background
Foot pain is widely acknowledged to be a common prob-
lem. A recent systematic review involving 75,000 adults
found that approximately 1 in 5 people over 45 years of
age experience ‘frequent’ foot pain [1], and a UK survey of
3,417 adults reported 24 % of females and 20 % of males
had foot pain in the last month lasting at least 1 day [2].

In the middle aged and older population, foot pain is more
prevalent in females, the forefoot and toes are the most
common site of pain, and in two thirds of cases this re-
sults in a moderate disability in an aspect of daily life [1].
The community burden of foot pain is high and is known
to adversely affect activities of daily living [2], reduce
health related quality of life (QOL) [3], impair balance and
functional ability in community dwelling older people [4],
and increase risk of falls in older people [5, 6].
Footwear interventions are widely used as a conservative

treatment method for foot pain [7, 8]. The orthopaedic
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footwear usually recommended is a closed in lace-up style
shoe and adherence to this intervention is known to be as
low as 22 %, with perceived poor comfort and unattract-
iveness of the footwear cited as the main-reasons for non-
adherence [8, 9]. Flip-flop style footwear has not been
considered as a treatment modality for foot pain as it is
believed to provide less support, protection, cushioning
and motion control compared to closed-in shoes [10–12].
The introduction of new design features in flip flops such
as moulded foot-beds, increased sole thickness and a heel-
to-forefoot slope allows them to provide some of the func-
tionality of closed in shoes [13, 14]. Despite the popularity
of flip-flop style of footwear, there is very limited evidence
regarding the effect these design features have on foot
pain and foot function, with only one study investigating
the use of a contoured sandal for treating plantar heel pain
[15]. This study found the sandal provided a similar bene-
ficial reduction in pain compared to a contoured shoe in-
sert, and that both the sandal and the shoe insert provided
a significant reduction in pain compared to a flat flip flop.
The aim of this study was to investigate the efficacy of
flip-flop style footwear with a moulded foot-bed in redu-
cing foot pain and improving function compared to usual
footwear in adults with disabling foot pain. We also
assessed the effect of the footwear on perceptions of gen-
eral foot health and comfort.

Methods
Design and trial registration
The study was a two-arm parallel group randomised
controlled trial with a 12 week follow up period and is
reported using CONSORT guidelines [16]. The trial has
been registered on the Australian New Zealand Clinical
Trials Registry (ACTRN12614000933651). All participat-
ing patients gave their informed consent. Research was
conducted at the University of Newcastle Podiatry Clinic
at Wyong Hospital.

Randomisation and blinding
After enrolment participants completed a set of baseline
questionnaires to determine their foot pain and foot
function. Participants were then randomised into either
an intervention group that received a pair of test foot-
wear and footwear education or a control group that re-
ceived footwear education only. Prior to recruitment AS
prepared sequentially numbered, opaque sealed enve-
lopes containing a computer generated random alloca-
tion schedule with mixed block lengths of four and six
participants. The person administering the intervention
(VC) enrolled participants and assigned participants to
groups by selection of the next sequential envelope. Stat-
istical analysis was performed independently by MS. All
outcome data was collected using self-reported question-
naires completed by the participants. The participants

and the person administering the intervention (VC) were
not blinded as they were aware of what type of shoe they
were wearing. The person conducting data analysis (MS)
was blinded to group allocation.

Participants
Potential participants were recruited on a volunteer basis
via advertising flyers at the University of Newcastle
Central Coast Campus and the University of Newcastle
Podiatry Clinic at Wyong Hospital. Inclusion criteria
were adults, 18 years of age and over with disabling foot
pain, which was defined as current foot pain located
below the level of the ankle joint which prevented them
from doing at least one of their normal activities. Exclu-
sion criteria were history of foot amputation, current
foot pain due to arterial insufficiency, venous insuffi-
ciency or peripheral neuropathy of any cause, a neurode-
generative disorder or a history of two or more falls in
the previous 12 months. All potential participants re-
ceived a participant information statement and were
screened via a short phone call to ensure inclusion and
exclusion criteria were met. Any participants reporting
medical history associated with the exclusion criteria relat-
ing to peripheral arterial disease, venous insufficiency or
peripheral neuropathy underwent additional screening in-
cluding visual examination, continuous wave Doppler
and/or a four site 10 g monofilament test [17, 18]. Pres-
ence of a monophasic waveform or loss of sensation at
one site was considered indicative of pathology [17, 18]
and the potential participant was excluded. History of falls
in the last 12 months was confirmed through verbal ques-
tioning. At their first appointment participants completed
the consent form before being enrolled in the trial.

Intervention
Participants in the intervention group were fitted with a
pair of flip flops (Foot Bio-Tec©, Silverwater, NSW,
Australia) with a moulded foot-bed, heel cup and wide
straps (Fig. 1), and asked to wear the footwear as much
as they were comfortable with for the next 12 weeks.
Participants in the control group were asked to wear
their usual footwear for the next 12 weeks. Both the
control and intervention groups received general advice
on footwear including choosing footwear of an appropri-
ate size and fit, with firm fastening, low heel height and
slip-resistant soles. Participants who received the test
footwear were asked to complete a daily footwear diary
to record how often and for how long they wore the
intervention footwear. At the conclusion of the trial
participants were asked if they had undertaken any
other treatment for their foot pain during this time
and if the intervention footwear had caused any pain
or discomfort.
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Outcomes
All outcome data was collected using self-reported ques-
tionnaires completed by the participants. The partici-
pants were not blinded as they were aware of what type
of shoe they were wearing.

Primary outcome measure
The primary outcome measure was the foot pain domain
of the Foot Health Status Questionnaire (FHSQ) recorded
at baseline and the 12 week follow-up. The FHSQ mea-
sures foot specific health related QOL and has been shown
to demonstrate high content, criterion and construct valid-
ity as well as clinical utility and reliability [19, 20]. The
FHSQ measures four subscales of foot health: foot pain,
foot function, footwear and general foot health. Scores are
converted to a scale from 0, which represents the poorest
state of foot health, to 100 which signifies optimum foot
health. The minimal important difference (MID) value
used for this domain was 14 points [21].

Secondary outcome measures
Secondary outcome measures, recorded at baseline and
the 12 week follow-up, were the FHSQ domains of foot
function and general foot health as described above, plus
current foot pain using a 100 mm visual analogue scale
which is widely used due to its simplicity and adaptabil-
ity [22, 23] and has been validated as a reliable generic
pain measure [24]. The instructions on the VAS stated
‘Please mark the position on the line that represents
how much foot pain you are currently experiencing. The
far left end indicates ‘No pain’ and the far right end indi-
cates ‘Worst pain imaginable”. Foot pain intensity on the
VAS is rated from no pain (score of 0) to worst imagin-
able pain (score of 100). Minimal important difference
(MID) values used for these measures were 9 mm for
pain on the VAS and with the FHSQ, 7 points for foot
function and 9 points for general foot health [21].

Perceived comfort of the intervention footwear was also
recorded at 12 weeks following the intervention. This was
measured using a VAS based survey that collected data on
the comfort level of the heel, midfoot and forefoot and the
overall comfort of the footwear. The instructions on the
VAS stated ‘Please mark on the lines below to indicate
how you would rate your shoes for each of the compo-
nents of the shoe. The further to the right you mark the
line the more comfortable you find that aspect of the
shoe.’ Comfort was rated from 0 mm (not comfortable at
all) to 100 mm (most comfortable condition imaginable).
It has been reported previously that VAS scales are reliable
in assessing footwear comfort [25].

Sample size
We based the a priori sample size calculations on a min-
imal important difference of 14 points for the foot pain
domain of the FHSQ [21]. Assuming a standard deviation
of 20.5 points based on the average standard deviation of
previously reported baseline FHSQ pain measures [26], a
power of 90 % and an alpha 0.05 and allowing for 20 % at-
trition rate, 54 participants per group were required mak-
ing a total sample size of 108 participants.

Statistical analysis
Statistical analysis was undertaken using SPSS version
21 (IBM Corp, Chicago, Illinois) by a researcher blinded
to group allocation. Statistical significance was delimited
at P < 0.05. Data were assessed for normality of distribu-
tion, internal consistency, homogeneity of variance and
linearity. The difference between groups at follow-up for
the primary outcome (foot pain domain of the FHSQ)
was analysed with analysis of covariance (ANCOVA)
using a linear regression approach. We pre-specified that
the baseline measure of FHSQ pain was used as the only
covariate in the analysis. Similarly for the secondary out-
come measures of FHSQ function, FHSQ general foot

Fig. 1 Test Footwear: Foot Bio-Tec© Orthotic footwear
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health and the VAS for foot pain, ANCOVA using a linear
regression approach was conducted. The baseline mea-
sures of FHSQ function, FHSQ general foot health and
the VAS for foot pain were the only covariates used in
each respective analysis. Cohen’s d was used to calculate
effect sizes for the primary and secondary outcomes. An
effect size of greater than or equal to 0.8 was considered
to represent a large clinical effect, 0.5 a moderate effect
and 0.2 a small effect [27]. Comfort ratings were calcu-
lated as a mean score for each category of the survey.
Data were analysed by intention to treat. Missing data

were estimated in SPSS using multiple imputation with a
regression method for all continuous variables [28]. Ten
imputed data sets were generated for analysis and the re-
sults of each combined. The data contained only mono-
tone missing patterns with six participants lost to follow
up (four from the intervention group, two from the con-
trol group) representing 5.5 % of the data.

Results
One hundred and eight participants were recruited
between April and October 2014. Participants’ pro-
gression through the trial is shown in a CONSORT
diagram in Fig. 2. Participant baseline characteristics
are included in Table 1. Mean hours of flip-flop use
by the intervention group over the 12 week period

was 183.03 h (SD 75.69 h) which equates to approxi-
mately 15.25 h per week.
None of the participants reported any pain or discomfort

from wearing the intervention footwear. Fifty (94 %) partici-
pants in the intervention group submitted their footwear
diary and the comfort questionnaire at the completion of
the trial. Both groups reported the use of co-interventions
during the trial period. The most common co-interventions
were analgesic use (35 % of control group and 30 % of
intervention group) and further podiatry treatment includ-
ing general treatment, taping and stretching (22 % of con-
trol group and 26 % of intervention group).

Primary outcome
When compared to the control group, participants in the
flip-flop intervention group demonstrated statistically sig-
nificant improvements in pain measured at 12 weeks by
the foot pain domain of the FHSQ (adjusted mean differ-
ence 9.6, 95 % CI:5.5 to 13.3) with a moderate effect size
(Cohen’s d 0.64) (Table 2). The improvement in pain for
the foot pain domain of the FHSQ was less than the MID
for a clinically meaningful difference in pain levels.

Secondary outcomes
Compared to the control group, participants in the
intervention group showed a statistically significant

Fig. 2 Flow of participants through the randomised controlled trial
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improvement in pain on the VAS at 12 week follow-up
with an adjusted mean difference of 9.37 mm and a
small effect size (Table 2). They also showed statistically
significant improvements in foot function as measured
by the FHSQ domain of foot function as well as the do-
main of general foot health, with effect sizes approaching
moderate (Table 2). The between group differences in
the scores for all the secondary outcome measures
exceeded the MIDs for these scales (Table 2).

Overall comfort of the intervention footwear measured
by the VAS scale was rated at 72.1 points (SD 12.3) with
a range 43.0 to 95.0. Heel comfort was rated at 67.6
points (SD 13.6) with a range of 42.0 to 93.0. Forefoot
comfort was rated at 69.2 points (SD 12.2) with a range
of 32.0 to 90.0 and the midfoot comfort was rated a 74.0
points (SD 14.9) with a range of 34.0 to 100.

Discussion
This trial demonstrated that the use of a flip-flop with a
moulded foot-bed resulted in a statistical reduction in
pain measured by the FHSQ compared to a group not
using a contoured flip-flop. These results are similar to a
previous trial by Vincenzio et al. [15] who reported both
statistically and clinically important improvements in
pain and function following the use of a contoured san-
dal compared to a flat flip-flop. The reduced effect on
pain demonstrated in this present trial compared to that
of Vincenzio et al. [15] may have been due to the control
condition being the participants’ own footwear rather
than a flat flip-flop, a wide inclusion criteria for this trial,
a relatively low adherence to the intervention or short
trial duration for foot pain that was frequently chronic
in nature. However, it should be noted that while there
is no normative data for the questionnaires used in both
these trials, the post-trial scores are noticeably less than
the possible maximum indicating that this footwear
intervention is an adjunct rather than a primary treat-
ment for foot pain.
This study also demonstrated a statistically significant

improvement in secondary measures of foot function,
general foot health and foot pain measured by the VAS.
All of these measures also showed clinically significant
between group differences, based on validated minimal
important differences for these assessment tools [21].
Overall the use of the flip flops demonstrated a positive
effect on perceptions of foot pain and function. How-
ever, it should be noted that as secondary outcome mea-
sures it is possible that this study was underpowered to

Table 1 Participant characteristics at baseline

Characteristic Control (n = 54) Flip-Flop (n = 54)

Sex Male 23 (43) Male 27 (50)

Female 31 (57) Female27 (50)

Age (mean ± SD in years) 49.1 ± 16.9 48.6 ± 14.1

Duration of foot pain
(mean ± SD in weeks)

71.3 ± 179.3 63.5 ± 163.4

Location of pain

Rearfoot 11 (20) 15 (28)

Midfoot 12 (22) 11 (20)

Forefoot 22 (41) 18 (33)

General foot 9 (17) 10 (19)

Does regular exercise 49 (87) 47 (85)

Medical Conditionsa

Diabetes 3 (5.5) 8 (14.8)

Osteoarthritis 12 (22.2) 10 (18.5)

High blood pressure 24 (44.4) 23 (42.6)

Heart disease 4 (7.4) 5 (9.3)

Lung disease 6 (11.1) 2 (3.7)

Hormone replacement therapy 0 (0) 3 (5.5)

Hypercholesterolemia 16 (29.6) 23 (42.6)

Rheumatoid arthritis 1 (1.9) 2 (3.7)

Back pain 8 (14.8) 11 (20.4)

Depression 5 (9.3) 5 (9.3)

Values are number (%) unless otherwise stated
aSome participants reported multiple medical conditions

Table 2 Primary and secondary outcome measures of pain and function at baseline and 12 week follow-up. Values are means
(standard deviations) unless otherwise stated

Measure Intervention Group Control group Adjusted mean
difference (95 % CI)

P Value Effect size
(Cohen’s d)Baseline Follow-up Baseline Follow-up

Primary Outcome

FHSQ Painb 52.6 (15.7) 61.5 (16.4) 51.1 (16.7) 50.7 (17.6) 9.6 (5.5 to 13.3) <0.01 0.64

Secondary Outcomes

Pain VAS (mm)c 55.7 (17.9) 45.4 (19.6) 52.7 (18.3) 51.8 (20.5) −9.4a (5.6 to 13.2) <0.01 0.33

FHSQ Functionb 60.7 (20.4) 68.1 (19.4) 60.0 (20.2) 59.1 (21.4) 8.4a (4.8 to 11.7) <0.01 0.44

FHSQ General Foot Healthb 26.5 (27.9) 36.7 (30.7) 23.8 (27.0) 25.1 (27.0) 8.9a (0.6 to 13.3) <0.01 0.41
ameets minimal important difference level for a clinically meaningful difference
bFHSQ_Foot Health Status Questionnaire (0 = “worst foot health,” 100 = “best foot health”)
cVAS_Visual Analog Scale (0 to 100 - higher values indicate greater levels of pain)
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detect significant differences between groups, increasing
the risk of a Type 1 error.
This study did not record any measures of foot and

lower limb kinetics and kinematics. However, changes in
variables such as plantar pressures and motion control
may have contributed to the improvements in pain. High
plantar pressures during gait have been linked to the de-
velopment of foot pain in a variety of populations [5, 29]
and the use of traditional flat flip-flops have been shown
to produce higher peak plantar pressures than athletic
shoes [11]. Conversely, contoured orthoses have been
shown to decrease peak pressure under the rearfoot and
forefoot by increasing the maximum force and contact
area under the midfoot [30, 31]. It is plausible that the
moulded foot-bed in the intervention flip-flop may act
in the same way to assist in the reduction and redistribu-
tion of plantar pressures, and so reduce high forefoot
pressure which has been associated with foot pain [31].
While research investigating the change in gait kinemat-
ics and kinetics with flip-flop style footwear is limited
there is some evidence to suggest that flip-flop style
footwear results in changes to walking parameters such
as shortened stride length [32] and slower walking
speeds [33]. Lower plantar pressures have been docu-
mented with slower walking speeds in both younger and
older adults [34] as well as with decreased stride length
[35], and it is possible that these changes may have con-
tributed to the reduction in reported pain levels. The
test flip-flop footwear also featured a small bevel to the
anterior and posterior sole of the shoe, effectively mak-
ing a rocker sole, which has been shown to reduce fore-
foot plantar pressures and restrict sagittal plane range of
motion in painful joints [36]. It has also been reported
that many people wear shoes that are too narrow and
short for their foot which can contribute to foot pain by
increasing the risk of ulceration, callus, corns and toe
deformity [37, 38]. The open style of the intervention
flip-flops may have added to the reduction in foot pain
through better accommodation of the foot and reduction
in pressure on bony prominences.
The footwear was well tolerated by the participants in

the intervention group with high comfort levels reported
for both overall comfort as well as perceived comfort in
the separate sub regions of the forefoot, midfoot and
rearfoot. Shoe fit is known to influence levels of per-
ceived shoe comfort as tightly fitting shoes can result in
uncomfortable foot compression, while loose fitting
shoes can lead to soft tissue injury by slippage and fric-
tion [39]. The contoured midsole and the open style of
the intervention flip-flops may have contributed to a
better perceived fit and the high reported comfort levels.
In addition, the potential redistribution of plantar pres-
sure with the moulded footwear may also have increased
perceived comfort as high forefoot pressure and smaller

contact area in the midfoot has been associated with poor
footwear comfort ratings [40]. Further, arch comfort has
been identified by one study as the most important influ-
ence in overall footwear comfort [25] and this area re-
corded the highest comfort level rating in our study.

Limitations
The results of this study need to be considered in light
of several limitations. It was not possible for participants
to be blinded as they were asked to wear either their
own shoes or the intervention shoes for 12 weeks. This
may have resulted in the participants in the intervention
group having a more positive response to the interven-
tion. This may have led to a placebo effect, ascertain-
ment bias or resentful demoralisation which could have
impacted the estimate of the treatment effect provided
by the intervention [41].
Despite the reported high levels of tolerance and com-

fort in wearing the moulded foot-bed flip-flops, the ad-
herence to the intervention was relatively low with
participants wearing the device for only 15 h per week.
This possibly reflects the limitation of the intervention
footwear with its open style design which makes it unsafe,
or inappropriate in some workplace and social situations
and that the weather influences choice of footwear. While
this clearly limits the application of this modality it is pos-
sible that a larger magnitude in pain reduction may be
achieved with a sub group of people whose lifestyle allows
more frequent usage of open footwear.
As previously stated, it is possible the full extent of

pain reduction was not achieved in the 12 week course
of the trial and that longer periods would have created
greater changes in foot pain and function. However it is
also possible that the reductions in foot pain and im-
provements in foot function may have diminished with a
longer duration as this has been shown to occur with
orthotic use for people with plantar fasciitis [42]. The
wide range of conditions causing foot pain for partici-
pants in this trial may also have affected the results of
this study as certain conditions such as arthritis may re-
spond differently to footwear than conditions that tend
to be more transient such as plantar fasciitis [14, 43]. As
any type of foot pain was included it is also possible that
conditions associated with poor fit of enclosed shoes
responded well to open style footwear and the reduc-
tions in pain were not related to function of the foot-
wear but lack of pressure. Even if this is the case, the
reduction in pain is still relevant as poor fitting shoes
are a major contributor to foot pain in the community
[44]. Further research would help to determine path-
ology explicit responses to this type of footwear. In
addition, the method of data collection required partici-
pants to self-report their daily footwear use. While self-
report is a simple and inexpensive method of reporting
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it has been associated with over-estimation in medica-
tion and exercise trials [45, 46].

Conclusions
This study was undertaken to assess the effectiveness of
the flip-flop footwear with a moulded foot-bed for redu-
cing foot pain, improving foot function and perception
of general foot health and to determine the perceived
comfort of test footwear. Our results show that specia-
lised flip-flop footwear had a statistically significant ef-
fect on foot pain but the reduction in pain did not meet
the minimal important difference for a clinical effect.
However, the trial demonstrated global improvements in
all aspects of pain and function and perceived foot
health indicating that flip flops with a moulded foot bed
might be a valuable adjunct therapy for people with foot
pain. Features of the test flip-flop such as a moulded
foot-bed, bevel and open style may be contributing fac-
tors to the reduction in foot pain.

Abbreviations
ANCOVA: Analysis of covariance; FHSQ: Foot Health Status Questionnaire;
MID: Minimal important difference; QOL: Quality of life; SD: Standard
deviation; VAS: Visual analog scale

Acknowledgements
None.

Funding
The research has been co-funded by Dan Archer Medical. The funders had no
input to the design or running of the trial or the data analysis and preparation
of this article. The funders requested a copy of the article be provided to them
prior to submission in the knowledge that they could not request changes to
the article.

Availability of data and materials
Data will not be shared or stored in an open access repository as it belongs
to Dan Archer Medical.

Authors contributions
VC was involved in designing the study, collected the data, planned
analyses, interpreted the results and drafted the first version of the
manuscript. MS was involved in designing the study, analysis and
interpretation of the results, reviewed the manuscript and provided
feedback. AS coded the data, interpreted the results and reviewed the
manuscript. All authors read and approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Consent for publication
Not applicable.

Ethics approval and consent to participate
The Human Research Ethics Committee at the University of Newcastle
(Application number H-2013-0426) approved the study. Written informed
consent was obtained from all participants prior to their participation.

Author details
1School of Health Sciences, The University of Newcastle, 10 Chittaway Road,
PO Box 127, Ourimbah, NSW 2258, Australia. 2Priority Research Centre for
Physical Activity and Nutrition, The University of Newcastle, Callaghan,
Australia.

Received: 20 May 2016 Accepted: 4 November 2016

References
1. Thomas MJ, Roddy E, Zhang W, Menz HB, Hannan MT, Peat GM. The

population prevalence of foot and ankle pain in middle and old age: A
systematic review. Pain. 2011;152(12):2870–80.

2. Garrow AP, Silman AJ, Macfarlane GJ. The Cheshire Foot Pain and Disability
Survey: a population survey assessing prevalence and associations. Pain.
2004;110(1–2):378–84.

3. Hill CL, Gill TK, Menz HB, Taylor AW. Prevalence and correlates of foot pain
in a population-based study: the North West Adelaide health study. J Foot
Ankle Res. 2008;1(1):2.

4. Menz HB, Lord SR. Foot pain impairs balance and functional ability in
community-dwelling older people. J Am Podiatr Med Assoc. 2001;91(5):222–9.

5. Mickle KJ, Munro BJ, Lord SR, Menz HB, Steele JR. Foot pain, plantar
pressures, and falls in older people: a prospective study. J Am Geriatr Soc.
2010;58(10):1936–40.

6. Menz HB, Morris ME, Lord SR. Foot and ankle risk factors for falls in older
people: a prospective study. J Gerontol A Biol Sci Med Sci. 2006;61(8):866–70.

7. Jannink M, van Dijk H, Ijzerman M, Groothuis-Oudshoorn K, Groothoff J,
Lankhurst G. Effectiveness of custom-made orthopaedic shoes in the
reduction of foot pain and pressure in patients with degenerative disorders
of the foot. Foot Ankle Int. 2006;27(11):974–9.

8. Williams AE, Rome K, Nester CJ. A clinical trial of specialist footwear for
patients with rheumatoid arthritis. Rheumatology(Oxford). 2007;46(2):302–7.

9. Knowles EA, Boulton AJ. Do people with diabetes wear their prescribed
footwear? Diabet Med. 1996;13(12):1064–8.

10. Keegan TH, Kelsey JL, King AC, Quesenberry Jr CP, Sidney S. Characteristics
of fallers who fracture at the foot, distal forearm, proximal humerus, pelvis,
and shaft of the tibia/fibula compared with fallers who do not fracture. Am
J Epidemiol. 2004;159(2):192–203.

11. Carl TJ, Barrett SL. Computerized Analysis of Plantar Pressure Variation in Flip-
Flops, Athletic Shoes, and Bare Feet. J Am Podiatr Med Assoc. 2008;98(5):374–8.

12. Barton CJ, Bonanno DR, Menz HB. Development and evaluation of a tool for
the assessment of footwear characteristics. J Foot Ankle Res. 2009;23(2):10.

13. Price C, Graham-Smith P, Jones R. A comparison of plantar pressures in a
standard flip-flop and a FitFlop using bespoke pressure insoles. Footwear
Sci. 2013;5(2):111–9.

14. Riskowksi J, Dufour AB, Hannan MT. Arthritis, Foot Pain & Shoe Wear: Current
Musculoskeletal Research on Feet. Curr Opin Rheumatol. 2011;23(2):148–55.

15. Vicenzino B, McPoil TG, Stephenson A, Paul SK. Orthosis-Shaped Sandals Are
as Efficacious as In-Shoe Orthoses and Better than Flat Sandals for Plantar
Heel Pain: A Randomized Control Trial. PLoS One. 2015;10(12):e0142789.

16. Schulz KF, Altman DG, Moher D, for the CG. CONSORT 2010 Statement:
Updated Guidelines for Reporting Parallel Group Randomised Trials. PLoS
Med. 2010;7(3):e1000251.

17. Schaper NC, Andros G, Apelqvist J, Bakker K, Lammer J, Lepantalo M, Mills
JL, Reekers J, Shearman CP, Zierler RE, et al. Diagnosis and treatment of
peripheral arterial disease in diabetic patients with a foot ulcer. A progress
report of the International Working Group on the Diabetic Foot. Diabetes
Metab Res Rev. 2012;28 Suppl 1:218–24.

18. Boulton AJ, Armstrong DG, Albert SF, Frykberg RG, Hellman R, Kirkman MS,
Lavery LA, Lemaster JW, Mills Sr JL, Mueller MJ, et al. Comprehensive foot
examination and risk assessment: a report of the task force of the foot care
interest group of the American Diabetes Association, with endorsement by
the American Association of Clinical Endocrinologists. Diabetes Care. 2008;
31(8):1679–85.

19. Bennett P, Patterson C. The foot health status questionnaire (FHSQ): a new
instrument for measuring outcomes of foot care. Australasian J Podiatr Med.
1998;32:55–9.

20. Riskowski JL, Hagedorn TJ, Hannan MT. Measures of foot function, foot
health, and foot pain: American Academy of Orthopedic Surgeons Lower
Limb Outcomes Assessment: Foot and Ankle Module (AAOS-FAM), Bristol
Foot Score (BFS), Revised Foot Function Index (FFI-R), Foot Health Status
Questionnaire (FHSQ), Manchester Foot Pain and Disability Index (MFPDI),
Podiatric Health Questionnaire (PHQ), and Rowan Foot Pain Assessment
(ROFPAQ). Arthritis Care Res (Hoboken). 2011;63 Suppl 11:S229–39.

21. Landorf KB, Radford JA. Minimal important difference: Values for the Foot
Health Status Questionnaire, Foot Function Index and Visual Analogue
Scale. Foot. 2008;18(1):15–9.

Chuter et al. BMC Musculoskeletal Disorders  (2016) 17:468 Page 7 of 8



22. Budiman-Mak E, Conrad KJ, Roach KE. The Foot Function Index: a measure
of foot pain and disability. J Clin Epidemiol. 1991;44(6):561–70.

23. Landorf KB, Keenan AM. An evaluation of two foot-specific, health-related
quality-of-life measuring instruments. Foot Ankle Int. 2002;23(6):538–46.

24. Hawker G, Mian S, Kendzerska T, French M. Measures of Adult Pain. Arthritis
Care Res (Hoboken). 2011;63(S11):S240–52.

25. Mills K, Blanch P, Vicenzino B. Identifying clinically meaningful tools for measuring
comfort perception of footwear. Med Sci Sports Exerc. 2010;42(10):1966–71.

26. Radford J, Landorf K, Buchbinder R, Cook C. Effectiveness of low-Dye taping
for the short-term treatment of plantar heel pain: a randomised trial. BMC
Musculoskelet Disord. 2006;7(1):64.

27. Cohen J. Statistical Power Analysis for the Behavioral Sciences: L. Erlbaum
Associates. 1988.

28. Graham JW. Multiple Imputation and Analysis with SPSS 17–20. In: Analysis
and Design, editor. Missing Data. Springer: New York; 2012. p. 111–31.

29. Hodge MC, Bach TM, Carter GM. Orthotic management of plantar pressure and
pain in rheumatoid arthritis. Clin Biomech (Bristol, Avon). 1999;14(8):567–75.

30. Redmond AC, Landorf KB, Keenan AM. Contoured, prefabricated foot
orthoses demonstrate comparable mechanical properties to contoured,
customised foot orthoses: a plantar pressure study. J Foot Ankle Res. 2009;2:20.

31. Burns J, Crosbie J, Ouvrier R, Hunt A. Effective orthotic therapy for the
painful cavus foot: a randomized controlled trial. J Am Podiatr Med Assoc.
2006;96(3):205–11.

32. Shroyer JF, Weimar WH. Comparative Analysis of Human Gait While
Wearing Thong-Style Flip-flops versus Sneakers. J Am Podiatr Med
Assoc. 2010;100(4):251–7.

33. Finnis KK, Walton D. Field observations to determine the influence of
population size, location and individual factors on pedestrian walking
speeds. Ergonomics. 2008;51(6):827–42.

34. Burnfield JM, Few CD, Mohamed OS, Perry J. The influence of walking
speed and footwear on plantar pressures in older adults. Clin Biomech
(Bristol, Avon). 2004;19(1):78–84.

35. Allet L, Ijzerman H, Meijer K, Willems P, Savelberg H. The influence of stride-
length on plantar foot-pressures and joint moments. Gait Posture. 2011;
34(3):300–6.

36. Hutchins S, Bowker P, Geary N, Richards J. The biomechanics and clinical
efficacy of footwear adapted with rocker profiles-Evidence in the literature.
Foot. 2009;19(3):165–70.

37. Harrison SJ, Cochrane L, Abboud RJ, Leese GP. Do patients with diabetes
wear shoes of the correct size? Int J Clin Pract. 2007;61(11):1900–4.

38. Menz HB, Morris ME. Footwear characteristics and foot problems in older
people. Gerontology. 2005;51(5):346–51.

39. Au EYL, Goonetilleke RS. A qualitative study on the comfort and fit of ladies’
dress shoes. Appl Ergon. 2007;38(6):687–96.

40. Che H, Nigg BM, de Koning J. Relationship between plantar pressure
distribution under the foot and insole comfort. Clin Biomech (Bristol, Avon).
1994;9(6):335–41.

41. Schulz KF, Grimes DA. Blinding in randomised trials: hiding who got what.
Lancet. 2002;359(9307):696–700.

42. Landorf KB, Keenan AM, Herbert RD. Effectiveness of foot orthoses to treat
plantar fasciitis: a randomized trial. Arch Intern Med. 2006;166(12):1305–10.

43. McPoil TG, Martin R, Cornwall MW, Wukich DK, Irrgang JJ, Godges JJ. Heel
pain-plantar fasciitis: clinical practice guildelines linked to the international
classification of function, disability, and health from the orthopaedic section
of the American Physical Therapy Association. J Orthop Sports Phys Ther.
2008;38(4):A1–18.

44. Burns SL, Leese GP, McMurdo MET. Older people and ill fitting shoes.
Postgrad Med J. 2002;78(920):344–6.

45. Sallis JF, Saelens BE. Assessment of physical activity by self-report: status,
limitations, and future directions. Res Q Exerc Sport. 2000;71(2 Suppl):S1–14.

46. Nunes V, Neilson J, O’Flynn N, Calvert N, Kuntze S, Smithson H, Benson J,
Blair J, Bowser A, Clyne W, et al. Clinical Guidelines and Evidence Review for
Medicines Adherence: involving patients in decisions about prescribed
medicines and supporting adherence. London: National Collaborating
Centre for Primary Care and Royal College of General Practitioners; 2009.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Chuter et al. BMC Musculoskeletal Disorders  (2016) 17:468 Page 8 of 8


	Abstract
	Background
	Methods
	Results
	Conclusions
	Trial registration

	Background
	Methods
	Design and trial registration
	Randomisation and blinding
	Participants
	Intervention
	Outcomes
	Primary outcome measure
	Secondary outcome measures
	Sample size
	Statistical analysis

	Results
	Primary outcome
	Secondary outcomes

	Discussion
	Limitations

	Conclusions
	show [a]
	Acknowledgements
	Funding
	Availability of data and materials
	Authors contributions
	Competing interests
	Consent for publication
	Ethics approval and consent to participate
	Author details
	References

