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Introduction
Plantar proximal heel pain, or Plantar Fasciitis (PF), 

is a pathology that affects millions of men and women 
every year [1] PF is a condition of chronic inflammation 
of the origin of the plantar fascia. Diagnosis is based on 
clinical evaluation with the most common symptoms 
being pain at the plantar medial aspect of the calcaneus, 
and post-static dyskinesia. Onset of the pathology of PF 
can occur at any age but is most common in overweight 
persons with a sedentary lifestyle from ages 40 to 60 [2]. 
Even though PF is more common among the sedentary 
population, it can affect any individual including those 
with a more active lifestyle [2,3]. In fact, it is one of the 
most common pathologies seen in athletes with active 
runners comprising 76% of those affected athletes [4]. In 
the US, it has been reported that over 2 million patients 
are treated in the outpatient setting every year for 
acute PF [5]. Plantar heel pain is also reported to be the 

Abstract
Background: Plantar fascia taping is a common 
conservative treatment method used to treat plantar 
fasciitis, or plantar heel pain. Clinical taping methods 
(e.g., Low-Dye and calcaneal) have been shown to be 
effective in reducing plantar heel pain, but their application 
is laborious and generally not self-applied. The growth of 
retail home-based kinesiology tape products has created an 
opportunity to improve the use of taping in the clinical and 
home settings. The purpose of this study was to evaluate 
the effectiveness of a novel plantar fascia kinesiology taping 
method in reducing plantar heel pain. We hypothesized that 
this taping method, called Functional Anatomic Support 
Taping (FAST), would reduce plantar heel pain in a manner 
similar to existing taping methods while being easily self-
applied at home.

Methods: A total of 151 patients being treated in 3 Private 
podiatry clinics were recruited for the study and allocated 
to four different treatment groups: 1) A small baseline 
group was taped with Low-Dye taping (LDT, n = 10), 2) one 
group received the FAST method of taping (n = 54), 3) One 
group received a cortisone injection with the FAST method 
(FAST+, n =75), and 4) the last group received only a 
cortisone injection (CORT, n = 39). The patients returned 3 
weeks later and answered a written questionnaire focusing 
on pain levels (100-point VAS scale) and the patients’ 
experience on self-applying the tape at home. Pain levels 
were compared across three time points using a 4 × 3 
mixed model ANOVA.

Results: All groups experienced a significant reduction 
in heel pain (p < 0.001) at both 24 hours and 2 weeks. In 
addition, there was a significant group x time interaction (p 
< 0.001), where the LDT pain scores rose slightly while all 
other groups dropped slightly between 24 hours and 2

weeks. At 2 weeks, the FAST+ group showed the greatest 
reduction (67.5%), followed by the FAST (55.1%) and 
CORT (54.4%) groups, with LDT the least (36.5%).

Conclusion: In this study we present a new method for 
taping the plantar fascia using kinesiology tape for the 
reduction of plantar fasciitis/heel pain. This novel tape is 
designed to be easily applied in the office or self-applied 
at home. This study shows the FAST tape is effective and 
reliable in diminishing plantar heel pain. The FAST method 
is as effective as Low-Dye Taping with the advantage that it 
can be self-applied.

https://doi.org/10.23937/2643-3885/1710067
https://doi.org/10.23937/2643-3885/1710067
https://doi.org/10.23937/2643-3885/1710067
http://crossmark.crossref.org/dialog/?doi=/10.23937/2643-3885/1710067&domain=pdf


ISSN: 2643-3885DOI: 10.23937/2643-3885/1710067

Berry et al. Int J Foot Ankle 2022, 6:067 • Page 2 of 7 •

because the method requires various strips of athletic 
tape and knowledge of the complicated application 
process.

The advent of retail home-based kinesiology tape 
products has created an opportunity to improve the 
use of taping in the clinical and home settings. As these 
taping methods have become common, there has been 
a significant increase in the variety of taping methods 
used for common conditions such as plantar heel pain 
[24-27]. However, a major concern with the emergence 
of home-based taping is the diversity of taping methods, 
most of which have not undergone clinical testing. In 
this study we present a novel method for consistently 
taping the plantar foot using kinesiology tape and 
evaluate its effectiveness in reducing plantar heel pain. 
We hypothesized that this taping method would reduce 
plantar heel pain in a manner similar to LDT.

Methods

Kinesiology tape design
A novel taping method for plantar heel pain, which 

we termed functional anatomic support taping (FAST) 
was created using KT Tape brand pro-extreme tape (KT 
Health, American Fork Utah USA). The tape design was 
created by cutting large sheets of KT tape into a design 
that consists of a single unit of tape in the shape of the 
letter “t” with a wider forefoot section, two angled side 
strips, and a narrow section at the plantar heel (Figure 
1). The final pattern was 7 cm wide at the distal end 
(forefoot), 5 cm wide at the proximal end (heel), and 
22 cm in length. At 10 cm from the distal end (forefoot) 
is the central point of the “t” where the side (wings) 

most common lower extremity pathology encountered 
by Foot and Ankle Surgeons [6-10]. Statistics show that 
11-15% of adult patients seeking medical attention from 
a podiatric physician will present with a chief complaint 
of plantar proximal heel pain [11]. Some of the common 
treatment options used by physicians for PF include 
corticosteroid injections, orthotics, stretching, physical 
therapy, and plantar foot taping. These conservative 
treatment options have been shown to improve heel 
pain associated with PF in 90% of patients [12-14]. A few 
studies have reported that the most effective of these 
treatment options is mechanical control of foot, i.e., 
orthosis and taping [15,16].

One of these taping methods, called Low Dye Taping 
(LDT), has become a mainstay for initial treatment of 
plantar heel pain for many lower extremity and sports 
medicine providers. The LDT method for treatment of 
plantar fasciitis was originally described by Ralph W. Dye 
DSC in 1939 and has changed very little since that time 
[17]. Several scientific articles have evaluated Low Dye 
taping to understand its effect on the biomechanical 
function of the lower extremity and found it effective 
in short term symptom reduction of heel pain while 
awaiting long term management from other treatment 
options such as custom orthosis [12,18,19]. LDT reduces 
pain by effectively reducing overpronation, relieving 
tension within the plantar fascia [16,20,21]. Podolsky & 
Kalichman, relate that a standard LDT takes around 10 
minutes to apply in order to provide immediate relief for 
heel pain [22], but Chen, et al. related that the process 
of applying LDT is inconsistent between different 
specialists because there is no uniform method to apply 
LDT [23]. However, LDT is difficult to self-apply at home 

Figure 1: FAST design (1) indicates the forefoot section of the tape backing and; (2) is the main body of the tape. To help 
with application sequencing, perforated lines were created as tear strips (dashed lines), while guidelines were printed for 
cutting the tape for smaller foot sizes (curved lines at the top and bottom).
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Participants
Clinical testing was performed by 3 Podiatric 

physicians in 2 separate clinical offices. From January 
2019 to December 2020, patients seen in the office 
of Canyon Foot and Ankle in Spanish Fork, Utah, 
USA diagnosed with plantar fasciitis were invited to 
participate in this study. In addition, patients diagnosed 
with plantar fasciitis from May 2019 to December 2019 
at the Foot Care Center, in, Billings, Montana, USA, were 
also invited to participate. Patients were diagnosed with 
PF based on clinical symptoms consisting of: pain located 
at the plantar medial heel during weight bearing, pain 
on palpation at the plantar medial aspect of the heel, 
post-static dyskinesia, duration of pain, and pain level. 
Exclusion criteria included patients with more than one 
diagnosis or a secondary lower extremity pathology at 
presentation, patients with a positive Tinnel’s sign, or 
history of tarsal tunnel.

This study was designed around the need to treat 
each patient with best clinical practices; thus, a full 
controlled, randomized trial was outside the scope 
of this work. Instead, patients were divided into 

support strips are angled at 70 degrees and are 8 cm 
long from the central point.

The primary body of the tape is applied to the 
plantar foot from the forefoot to the heel. The medial 
side strip ends near the anterior-inferior aspect of the 
medial malleolus, overlying the apical insertion of the 
flexor retinaculum. The lateral side strip ends over the 
dorsal lateral foot overlying the distal segment of the 
extensor retinaculum. The primary length of the tape 
covers the plantar foot with the side wings applied at 
the medial arch and lateral midfoot. The tape is applied 
in sequence, with the forefoot section being applied 
first, aligning the tape along the foot’s long axis. The side 
wings are applied last (Figure 2).

In order to be effective, the tape was designed with 
M/L elasticity and longitudinal inelasticity as opposed to 
typical kinesiology tape strips, which only stretch along 
their length. By using a static tape from heel to toe, the 
tape reduces strain or stretching deformation along the 
plantar fascia, while M/L elasticity allows the side strip 
along the medial arch to provide dynamic/elastic support 
to the medial arch in parallel with the pull of the PT tendon.

Figure 2: Two pieces of FAST tape applied to the foot bilaterally with four angles showing where the tape is positioned on 
the various aspects of the foot.

Figure 3: Low Dye taping applied to the foot using 1-inch strips of white sports tape. The first strip of tape is applied with no 
tension circumferentially around the forefoot just at the metatarsal heads. The next piece of tape is applied along the glabrous 
junction starting at the 5th metatarsal and ending at the 1st metatarsal. 3-4 strips of tape are applied in a similar fashion with 
each strip overlapping the more distal strip by a half-inch each and ending with the last strip applied just distal to the ankle 
joint.
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Each patient in the FAST and FAST+ groups received 
a packet containing a welcome letter, clearly worded 
taping instructions, and 4 additional units of the FAST 
method tape for home application. The first unit of 
FAST method tape was applied by the clinician while 
educating the patient on how to apply the remaining 
4 units at home, every 3-5 days. Each patient was 
instructed to use the tape for 2 weeks total. A simply 
worded questionnaire was taken by the patients in all 
4 treatment groups at a 3 week follow up appointment. 
The questionnaire included basic demographics 
questions including name, date, age, height, and weight. 
The questionnaire then asked about the patient’s pain 
level at the time of the appointment, 24 hours later and 
after 2 weeks of taping. Pain related questions utilized 
a 100-point visual analog pain scale (VAS). Lastly, four 
Likert scale questions (see Table 1 in results) were used 
to evaluate each participants’ experience using their 
assigned treatment method. Likert scale questions were 
on a scale of 1-5 with 1 indicating an answer of strongly 
disagree and a 5 indicating a response of strongly agree.

Data analysis
Pain scores were compared among the four groups 

and across the three measurement times using a 4 × 3 
mixed model ANOVA (α = 0.05). Holme post-hoc tests 
were used for pairwise comparisons when significant 
main effects were found. Likert question answers were 
evaluated only descriptively to add context to the pain 
results and treatment comparisons.

Results
200 participants were recruited through an initial 

office visit and treatment. A total of 151 participants 
continued through follow up and study completion (102 
females and 49 males, Table 2). There were 49 people 
who did not complete the study and were excluded 

four treatment groups based on symptom severity 
and associated research team preferred treatment 
protocols. Each participating provider was asked to 
continue routine treatment protocols for patients 
diagnosed with plantar fasciitis using the FAST method 
in place of their typical Low Dye taping. The groups 
were: 1) Patients who received a cortisone injection and 
were taped with the FAST method (FAST+); 2) Patients 
who were treated with the FAST method only (FAST); 
3) Patients receiving only a cortisone injection (CORT); 
4) Patients receiving Low Dye taping (LDT). According to 
office protocols, patients with a pain level of 8-10/10 (on 
a self-determined visual analog pain scale) were treated 
with a cortisone injection and FAST. Patients with a pain 
level of 6-7/10 were treated with cortisone injection 
and patients with a pain level below 6/10 were treated 
with FAST. In order to create a small control group, 
10 patients were selected at random during the first 3 
months of the study to receive LDT.

Protocol

Prior to clinical testing each physician was educated 
on how to apply the FAST method to the patient’s foot. 
Each physician was able to demonstrate consistent 
application of the tape to insure consistency. In order 
to ensure further consistency, the specific method for 
Low Dye taping was discussed in detail and agreed upon 
among the physicians (Figure 3).

Each patient in the CORT and FAST+ groups received 
a cortisone injection. The cortisone injections were 
given under sterile conditions and each patient was 
given a plantar heel injection from a medial approach 
at the level of the glabrous junction. Each cortisone 
injection consisted of a 2-cc total injection of 1 cc of 
0.5% Marcaine plain and 0.5 cc of Kenalog 40 and 0.5 cc 
of Dexamethasone Phosphate 10 mg/mL.

Table 1: The 4 different Likert Questions on the 3 week follow up questionnaire and the mean values of the responses from the 
4 treatment groups using the scale of 1-5: 1-Strongly disagree, 2-Somewhat disagree, 3- Neutral, 4-Somewhat agree, 5-Strongly 
agree. In the CORT group the final Likert question was removed from the questionnaire, as it was not relevant.

Likert Question    FAST+ FAST LDT CORT
1. I felt that the treatment reduced my heel pain 4.1 4.3 3.7 4.3
2.  I would use the treatment again if I had a flare up of heel pain 4.1 4.6 3.8 4.1
3. I would recommend my doctor use this treatment/taping for all his 
patients with heel pain

4 4.1 3.5 4.3

4. The taping supported my arch similar to an orthotic shoe insole 3.8 4.1 3.2  --

Table 2: Patient demographics among the 4 groups with N representing the number of feet treated versus number of subjects in 
parenthesis and the group’s mean ± standard deviation age, height, and mass.

Group   N (subjects) Age (yrs.) Height (cm) Mass (kg)
FAST+   75 (64) 47.8 ± 12.2 169.3 ± 9.8 89.7 ± 21.4
FAST 54 (45) 52.5 ± 12.7 169.8 ± 8.5 92.2 ± 17.9
CORT 39 (32) 48.2 ± 11.3 169.5 ± 8.7 89.3 ± 18.4
LDT 10 (10) 50.3 ± 10.8 169.2 ± 7.8 78.4 ± 20.7
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hypothesis that this taping method would reduce plantar 
heel pain in a manner similar to LDT was supported by 
our pain results. All four groups exhibited reduction in 
pain, with some subtle differences among the groups. 
Unsurprisingly, the FAST+ group had the greatest 
reduction in pain across the 2-week period (67.5% 
reduction in pain), since it combined two treatments. 
Interestingly, the percentage of pain reduction was 
similar in the FAST group (55.1%) to the CORT group 
(54.4%). We originally expected the CORT group to 
have a higher reduction in pain compared to all taping 
methods based on previous research [28,29]. The pain 
reduction in the FAST group may be comparable in 
this study in part because the baseline pain level was 
slightly lower. In addition, the FAST group may have 
had a higher perceived reduction of pain due to the 
feeling that they had more control over this treatment 
method. For instance, studies on pain management 
have shown that patient-controlled pain management 
results in similar pain reduction when compared to 
provider control, but with less medication [30,31]. The 
LDT and FAST taping groups had similar reductions in 
pain at 24 hours; however, in the LDT group pain rose 
slightly between 24 hours and 2 weeks, while the FAST 
group dropped slightly. While some of this discrepancy 
may be influenced by the low LDT subject numbers and 
study methodology, compliance could also be a factor. 
In our study, LDT was only applied at the baseline visit 

from the patient total and statistical analysis. Most 
of these were excluded due to not returning for their 
3 week follow up appointment at the office or not 
continuing with the FAST taping method as instructed. 
Three patients discontinued the taping due to allergic 
dermatitis. All three were treated with hydrocortisone 
1% topical cream and the dermatitis resolved without 
further treatment.

For pain scores (Table 3 and Figure 4), significant 
main effects were found for time (p < 0.001) and group × 
time interactions (p < 0.001), but not for group (p = 0.08). 
Pairwise comparisons showed time differences between 
baseline and 24 hours (p < 0.001) as well as between 
baseline and 2 weeks (p < 0.001), but not between 24 
hours and 2 weeks (p = 0.253). However, the main effect 
group × time interaction was visible when comparing 
LDT to the other three groups, as mean LDT pain scores 
rose slightly while all other groups dropped slightly.

Mean Likert scores ranged from 3.2 to 4.6 (Table 1). 
The LDT group reported the lowest mean scores in all 
areas, while CORT, FAST, and FAST+ scores were fairly 
similar across questions. Of note, the FAST group had 
the highest scores on question 2 and 4, while CORT had 
the highest score on question 3.

Discussion
In this study we described a new taping technique 

for plantar heel pain using kinesiology tape (FAST). Our 

Figure 4: The change in the average pain level as self-reported by the subjects using the Visual Analog scale of 1-100 among 
the 4 different groups over the total time period of the study. The 3 different values were recorded by the subject from the 
follow up questionnaire during the 3 week follow up visit.

Table 3: The averaged pain value plus or minus the standard deviation among the 4 groups at the 3 different times as self-
reported on the follow up questionnaire using the Visual Analog pain scale of 1-100.

Group Baseline 24 hrs 2 weeks
FAST+ 74.7 ± 15.7 28.9 ± 19.5 24.3 ± 19.8
 FAST 67.2 ± 18.7 32.6 ± 19.6 30.2 ± 21.2
CORT 72.6 ± 19.9 40.5 ± 27.5 33.1 ± 23.3
 LDT 73.2 ± 12.4 41.5 ± 17.9 46.5 ± 22.1

https://doi.org/10.23937/2643-3885/1710067


ISSN: 2643-3885DOI: 10.23937/2643-3885/1710067

Berry et al. Int J Foot Ankle 2022, 6:067 • Page 6 of 7 •

to a single self-administered treatment (e.g., “I would 
use the treatment again…”). Similarly, the higher score 
in the CORT group for question 3 might be due to the 
reliance on a medical professional for treatment (e.g., 
“I would recommend my doctor use this treatment…”). 
In question 4, we attempted to relate taping to orthoses 
use, which the patients may or may not have had much 
experience with. It is interesting that the FAST group had 
slightly higher scores here than FAST+. This could be due 
to chance, or perhaps due to the difficulty separating the 
effects of the tape from the cortisone in this combined 
treatment.

Limitations and Future Studies
The most prominent limitation in this study is the 

lack of a control group that was either left untreated 
or treated with sham taping. Because this study was 
integrated into clinical practice, an untreated group 
was not desirable, since previous research has shown 
that plantar heel pain does not resolve if left untreated 
[18,29]. For example, Landorf, et al. showed a reduction 
in pain with LDT but an increase in pain in a  non-
treatment group [18]. Thus, although a clear limitation, 
positive results from each group suggest effective pain 
reduction that is likely beyond a placebo effect. Two 
related limitations involve the non-randomized group 
selections and the small LDT group. Both decisions 
were also made in the context of routine treatment. 
Treatment group selections were based on clinical 
treatment guidelines as previously presented. A larger 
LDT group may have been helpful, however, positive 
results were seen even with our small LDT group. A 
larger multi-site randomized control trial study design 
would be ideal to fully compare taping methods. Finally, 
our main measure of effectiveness is a subjective pain 
scale. While this is a common method to study treatment 
effects when pain is the main symptom, future studies 
should incorporate more objective outcome tools [29]. 
For example, instrumented gait analysis may provide 
measures of the mechanical effects of taping on walking 
or running movements.

Summary
Overall, the FAST method diminished pain associated 

with Plantar Fasciitis that was comparable to or exceeded 
other treatment options. It has the added benefit of 
being substantially easier to apply and wear for both the 
patient and provider. In addition, we believe that, unlike 
many taping methods, the FAST method increases 
patient efficacy and treatment duration by allowing 
the patient to administer treatment at home. Further 
analysis with a randomized control trial study will help 
to better understand the function of the FAST method 
in comparison with LDT and other treatment options 
for conservative treatment of plantar heel pain. This 
new taping method has the potential to considerably 
improve patient care in and out of the clinical setting.

and patients were advised to leave the tape on for up to 
a week. For the FAST group, the patients re-applied the 
tape every 3-5 days.

There are several potential benefits of the FAST tape 
design, particularly when compared to LDT. LDT has 
been shown to be effective for reducing plantar heel 
pain by amounts similar to that in our study [18,29]. For 
instance, Landorf, et al. exhibited an ANCOVA adjusted 
improvement of 31.7 points on a VAS scale, comparable 
to our 32.1 initial improvement relative to baseline. 
However, its application is complicated and generally 
needs to be performed in the clinic. FAST simplifies 
the application by having only one strip of pre-cut tape 
that can be applied by the patient at home. In addition, 
we estimated application time to be under 1 minute, 
while LDT can take 3-5 minutes. FAST application time 
was estimated during preclinical testing, where 50 
applications were performed and timed. Three clinicians 
and two medical assistants applied the FAST method 10 
times each and the average time for self-application 
was 46 seconds for each unit of tape. The speed and 
simplicity of the FAST method may improve patient 
compliance and satisfaction in comparison to LDT or 
other taping methods.

Another consideration is the unique tape elastic 
properties. Kinesiology tape has traditionally been 
applied in longitudinally elastic strips. In the FAST tape 
design, we reversed this, choosing lateral elasticity 
with longitudinal inelasticity. We think that these tape 
properties may increase performance when compared 
to both LDT and kinesiology taping methods. While LDT 
beneficially reduces strain in the fascia, its inelasticity 
may also immobilize the transverse arch and overly 
reduce foot function. In contrast, longitudinally elastic 
kinesiology tape may alter proprioception and pain 
receptors but is unlikely to affect mechanics [24-27,32]. 
In addition, we feel that having a tape that is static 
in length makes it useful for a new type of anatomic 
function that will be suitable for many other body 
regions where bracing and supportive reinforcement 
are useful. For instance, we have used this tape for 
isolated clinical testing of mild Achilles tendonitis, and 
for support of lateral ankle ligament laxity with strong 
positive feedback from those patients. Additional 
research is needed to confirm these benefits.

The Likert scale questions were used primarily as a 
feedback tool relating to the design of the FAST taping. 
These questions are not clinically valid but do add some 
value to understanding the patient’s perception of each 
treatment. The lower scores for the LDT group across 
all questions suggest lower overall satisfaction with 
this taping method compared to the other treatment 
options. It is interesting t note that the FAST group 
reported the highest scores on question 2. This could 
be due to the simplicity of use of the new taping 
method or to the patient attributing all improvement 

https://doi.org/10.23937/2643-3885/1710067


ISSN: 2643-3885DOI: 10.23937/2643-3885/1710067

Berry et al. Int J Foot Ankle 2022, 6:067 • Page 7 of 7 •

18.	Landorf KB, Radford JA, Keenan AM, Redmond AC 
(2005) Effectiveness of low-dye taping for the short-term 
management of plantar fasciitis. J Am Podiatr Med Assoc 
95: 525-530.

19.	Radford JA, Landorf KB, Buchbinder R, Cook C (2006) 
Effectiveness of low-Dye taping for the short-term treatment 
of plantar heel pain: A randomised trial. BMC Musculoskelet 
Disord 7: 64.

20.	Park C, Lee S, Lim DY, Yi CW, Kim JH, et al. (2015) Effects 
of the application of Low-Dye taping on the pain and stability 
of patients with plantar fasciitis. J Phys Ther Sci 27: 2491-
2493.

21.	Keenan AM, Tanner CM (2001) The effect of high-dye and 
low-dye taping on rearfoot motion. J Am Podiatr Med Assoc 
91: 255-261.

22.	Podolsky R, Kalichman L (2015) Taping for plantar fasciitis. 
J Back Musculoskelet Rehabil 28: 1-6.

23.	Chen TLW, Wong DWC, Peng Y, Zhang M (2020) Prediction 
on the plantar fascia strain offload upon fascia taping and 
Low-Dye taping during running. J Orthop Transl 20: 113-
121.

24.	Tsai CT, Chang WD, Lee JP (2010) Effects of short-
term treatment with kinesiotaping for plantar fasciitis. J 
Musculoskelet Pain 18: 71-80.

25.	Castro-Sánchez AM, Lara-Palomo IC, Matarán- Peñarrocha 
GA, Fernández-Sánchez M, Sánchez-Labraca N, et al. 
(2012) Kinesio taping reduces disability and pain slightly in 
chronic non-specific low back pain: A randomised trial. J 
Physiother 58: 89-95.

26.	Thelen MD, Dauber JA, Stoneman PD (2008) The clinical 
efficacy of kinesio tape for shoulder pain: A randomized, 
double-blinded, clinical trial. J Orthop Sports Phys Ther 38: 
389-395.

27.	Campolo M, Babu J, Dmochowska K, Scariah S, Varughese 
J (2013) A comparison of two taping techniques (kinesio 
and mcconnell) and their effect on anterior knee pain during 
functional activities. Int J Sports Phys Ther 8: 105-110.

28.	Porter MD, Shadbolt B (2005) Intralesional corticosteroid 
injection versus extracorporeal shock wave therapy for 
plantar fasciopathy. Artic Clin J Sport Med. 15: 119-124.

29.	Hyland MR, Webber-Gaffney A, Cohen L, Lichtman SW 
(2006) Randomized controlled trial of calcaneal taping, 
sham taping, and plantar fascia stretching for the short-term 
management of plantar heel pain. J Orthop Sport Phys Ther 
36: 364-371.

30.	Lange M, Dahn M Jacobs LA (1988) Patient-controlled 
analgesia versus intermittent analgesia dosing. Heart Lung 
17: 495-498.

31.	Albert JM, Talbott TM (1988) Patient-controlled analgesia 
vs. Conventional intramuscular analgesia following colon 
surgery. Dis Colon Rectum 31: 83-86.

32.	Nunes GS, Feldkircher JM, Tessarin BM, Bender PU, da 
Luz CM, et al. (2021) Kinesio taping does not improve ankle 
functional or performance in people with or without ankle 
injuries: Systematic review and meta-analysis. Clin Rehabil 
35: 182-199.

Conflicts of Interest/Disclosures
The specific tape design used in this study is under 

patent pending status (application 17/006,551) with the 
potential for commercialization by the primary author.

References
1.	 Tong KB, Furia J (2010) Economic burden of plantar fasciitis 

treatment in the United States. Am J Orthop (Belle Mead 
NJ) 39: 227-231.

2.	 Irving DB, Cook JL, Young MA, Menz HB (2008) Impact of 
chronic plantar heel pain on health-related quality of life. J 
Am Podiatr Med Assoc 98: 283-289.

3.	 Abd El Salam MS, Abd Elhafz YN (2011) Low-dye taping 
versus medial arch support in managing pain and pain-
related disability in patients with plantar fasciitis. Foot Ankle 
Spec 4: 86-91.

4.	 Van Lunen B, Cortes N, Andrus T, Walker M, Pasquale M, 
et al. (2011) Immediate effects of a heel-pain orthosis and 
an augmented low-dye taping on plantar pressures and 
pain in subjects with plantar fasciitis. Clin J Sport Med 21: 
474-479.

5.	 Pfeffer G, Bacchetti P, Deland J, Lewis A, Anderson R, et al. 
(1999) Comparison of custom and prefabricated orthoses in 
the initial treatment of proximal plantar fasciitis. Foot Ankle 
Int 20: 214-221.

6.	 Johal KS, Milner SA (2012) Plantar fasciitis and the 
calcaneal spur: Fact or fiction? Foot Ankle Surg 18: 39-41.

7.	 Verbruggen LA, Thompson MM, Durall CJ (2018) The 
effectiveness of low-dye taping in reducing pain associated 
with plantar fasciitis. J Sport Rehabil 27: 94-98.

8.	 Thomas JL, Christensen JC, Kravitz SR, Mendicino RW, 
Schuberth JM, et al. (2010) The diagnosis and treatment of 
heel pain: A clinical practice guideline-revision 2010. J Foot 
Ankle Surg 49: s1-s19.

9.	 Roxas M (2005) Plantar fasciitis: Diagnosis and therapeutic 
considerations. Altern Med Rev 10: 83-93.

10.	Ayub A, Yale SH, Bibbo C (2005) Common foot disorders. 
Clin Med Res 3: 116-119.

11.	Hunt G, Sneed T, Hamann H, Chisamc S (2004) 
Biomechanical and histiological considerations for 
development of plantar fasciitis and evaluation of arch 
taping as a treatment option to control associated plantar. 
The Foot 14: 147-153.

12.	van de Water ATM, Speksnijder CM (2010) Efficacy of 
taping for the treatment of plantar fasciosis. J Am Podiatr 
Med Assoc 100: 41-51.

13.	Ordahan B, Türkoğlu G, Karahan AY, Akkurt HE (2017) 
Extracorporeal shockwave therapy versus kinesiology 
taping in the management of plantar fasciitis: A randomized 
clinical trial. Arch Rheumatol 32: 227-233.

14.	Goff JD, Crawford R (2011) Diagnosis and treatment of 
plantar fasciitis. Am Fam Physician 84: 676-682.

15.	Lynch DM, Goforth WP, Martin JE, Odom RD, Preece CK, 
et al. (1998) Conservative treatment of plantar fasciitis: A 
prospective study. J Am Podiatr Med Assoc 88: 375-380.

16.	Whitaker JM, Augustus K, Ishii S (2003) Effect of the low-
Dye strap on pronation-sensitive mechanical attributes of 
the foot. J Am Podiatr Med Assoc 93: 118-123.

17.	Dye RW (2007) A strapping. J Am Podiatr Med Assoc 97: 
282-284.

https://doi.org/10.23937/2643-3885/1710067
https://pubmed.ncbi.nlm.nih.gov/16291843/
https://pubmed.ncbi.nlm.nih.gov/16291843/
https://pubmed.ncbi.nlm.nih.gov/16291843/
https://pubmed.ncbi.nlm.nih.gov/16291843/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1569832/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1569832/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1569832/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1569832/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4563297/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4563297/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4563297/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4563297/
https://pubmed.ncbi.nlm.nih.gov/11359891/
https://pubmed.ncbi.nlm.nih.gov/11359891/
https://pubmed.ncbi.nlm.nih.gov/11359891/
https://pubmed.ncbi.nlm.nih.gov/24867905/
https://pubmed.ncbi.nlm.nih.gov/24867905/
https://pubmed.ncbi.nlm.nih.gov/31908942/
https://pubmed.ncbi.nlm.nih.gov/31908942/
https://pubmed.ncbi.nlm.nih.gov/31908942/
https://pubmed.ncbi.nlm.nih.gov/31908942/
https://www.tandfonline.com/doi/abs/10.3109/10582450903495882
https://www.tandfonline.com/doi/abs/10.3109/10582450903495882
https://www.tandfonline.com/doi/abs/10.3109/10582450903495882
https://pubmed.ncbi.nlm.nih.gov/22613238/
https://pubmed.ncbi.nlm.nih.gov/22613238/
https://pubmed.ncbi.nlm.nih.gov/22613238/
https://pubmed.ncbi.nlm.nih.gov/22613238/
https://pubmed.ncbi.nlm.nih.gov/22613238/
https://pubmed.ncbi.nlm.nih.gov/18591761/
https://pubmed.ncbi.nlm.nih.gov/18591761/
https://pubmed.ncbi.nlm.nih.gov/18591761/
https://pubmed.ncbi.nlm.nih.gov/18591761/
https://pubmed.ncbi.nlm.nih.gov/23593548/
https://pubmed.ncbi.nlm.nih.gov/23593548/
https://pubmed.ncbi.nlm.nih.gov/23593548/
https://pubmed.ncbi.nlm.nih.gov/23593548/
https://www.cochranelibrary.com/central/doi/10.1002/central/CN-00521730/full
https://www.cochranelibrary.com/central/doi/10.1002/central/CN-00521730/full
https://www.cochranelibrary.com/central/doi/10.1002/central/CN-00521730/full
https://pubmed.ncbi.nlm.nih.gov/16776486/
https://pubmed.ncbi.nlm.nih.gov/16776486/
https://pubmed.ncbi.nlm.nih.gov/16776486/
https://pubmed.ncbi.nlm.nih.gov/16776486/
https://pubmed.ncbi.nlm.nih.gov/16776486/
https://pubmed.ncbi.nlm.nih.gov/3417462/
https://pubmed.ncbi.nlm.nih.gov/3417462/
https://pubmed.ncbi.nlm.nih.gov/3417462/
https://pubmed.ncbi.nlm.nih.gov/3338348/
https://pubmed.ncbi.nlm.nih.gov/3338348/
https://pubmed.ncbi.nlm.nih.gov/3338348/
https://pubmed.ncbi.nlm.nih.gov/33081510/
https://pubmed.ncbi.nlm.nih.gov/33081510/
https://pubmed.ncbi.nlm.nih.gov/33081510/
https://pubmed.ncbi.nlm.nih.gov/33081510/
https://pubmed.ncbi.nlm.nih.gov/33081510/
https://pubmed.ncbi.nlm.nih.gov/20567740/
https://pubmed.ncbi.nlm.nih.gov/20567740/
https://pubmed.ncbi.nlm.nih.gov/20567740/
https://pubmed.ncbi.nlm.nih.gov/18685048/
https://pubmed.ncbi.nlm.nih.gov/18685048/
https://pubmed.ncbi.nlm.nih.gov/18685048/
https://pubmed.ncbi.nlm.nih.gov/21123667/
https://pubmed.ncbi.nlm.nih.gov/21123667/
https://pubmed.ncbi.nlm.nih.gov/21123667/
https://pubmed.ncbi.nlm.nih.gov/21123667/
https://pubmed.ncbi.nlm.nih.gov/22011796/
https://pubmed.ncbi.nlm.nih.gov/22011796/
https://pubmed.ncbi.nlm.nih.gov/22011796/
https://pubmed.ncbi.nlm.nih.gov/22011796/
https://pubmed.ncbi.nlm.nih.gov/22011796/
https://pubmed.ncbi.nlm.nih.gov/10229276/
https://pubmed.ncbi.nlm.nih.gov/10229276/
https://pubmed.ncbi.nlm.nih.gov/10229276/
https://pubmed.ncbi.nlm.nih.gov/10229276/
https://pubmed.ncbi.nlm.nih.gov/22326003/
https://pubmed.ncbi.nlm.nih.gov/22326003/
https://pubmed.ncbi.nlm.nih.gov/27705070/
https://pubmed.ncbi.nlm.nih.gov/27705070/
https://pubmed.ncbi.nlm.nih.gov/27705070/
https://pubmed.ncbi.nlm.nih.gov/20439021/
https://pubmed.ncbi.nlm.nih.gov/20439021/
https://pubmed.ncbi.nlm.nih.gov/20439021/
https://pubmed.ncbi.nlm.nih.gov/20439021/
https://pubmed.ncbi.nlm.nih.gov/15989378/
https://pubmed.ncbi.nlm.nih.gov/15989378/
https://pubmed.ncbi.nlm.nih.gov/16012132/
https://pubmed.ncbi.nlm.nih.gov/16012132/
https://www.sciencedirect.com/science/article/abs/pii/S0958259204000458
https://www.sciencedirect.com/science/article/abs/pii/S0958259204000458
https://www.sciencedirect.com/science/article/abs/pii/S0958259204000458
https://www.sciencedirect.com/science/article/abs/pii/S0958259204000458
https://www.sciencedirect.com/science/article/abs/pii/S0958259204000458
https://pubmed.ncbi.nlm.nih.gov/20093544/
https://pubmed.ncbi.nlm.nih.gov/20093544/
https://pubmed.ncbi.nlm.nih.gov/20093544/
https://pubmed.ncbi.nlm.nih.gov/30375530/
https://pubmed.ncbi.nlm.nih.gov/30375530/
https://pubmed.ncbi.nlm.nih.gov/30375530/
https://pubmed.ncbi.nlm.nih.gov/30375530/
https://pubmed.ncbi.nlm.nih.gov/21916393/
https://pubmed.ncbi.nlm.nih.gov/21916393/
https://pubmed.ncbi.nlm.nih.gov/9735623/
https://pubmed.ncbi.nlm.nih.gov/9735623/
https://pubmed.ncbi.nlm.nih.gov/9735623/
https://pubmed.ncbi.nlm.nih.gov/12644518/
https://pubmed.ncbi.nlm.nih.gov/12644518/
https://pubmed.ncbi.nlm.nih.gov/12644518/
https://pubmed.ncbi.nlm.nih.gov/17660369/
https://pubmed.ncbi.nlm.nih.gov/17660369/

	Title
	Corresponding author
	Abstract
	Introduction
	Methods
	Kinesiology tape design 
	Participants
	Protocol
	Data analysis 

	Results
	Discussion
	Limitations and Future Studies 
	Summary
	Conflicts of Interest/Disclosures 
	Table 1
	Table 2
	Table 3
	Figure 1
	Figure 2
	Figure 3
	Figure 4
	References

