
Persistent tendon pain has a way of shrinking a person’s world. It may start as an ache at the heel after a morning
walk, a sharp twinge at the elbow when lifting a kettle, or a stubborn pain below the kneecap that lingers long
after a game or gym session. Weeks pass. Then months. Rest helps a little, but not enough. Strength work seems
sensible, yet flares the area. People often arrive at this point frustrated, wary of another failed treatment, and
tired of hearing that they “just need more time.”

That is the context in which Shockwave Therapy tends to enter the conversation. It is not new, and it is not magic.
It is one of several tools that can be useful when tendon pain has become persistent, especially when a well-run
loading program and sensible activity modification have not been enough on their own. Used thoughtfully, it can
shift pain, improve tolerance to loading, and help people move forward with rehabilitation. Used poorly, it
becomes another expensive detour.

The value lies in understanding what it is, where it fits, and what realistic results look like.

Why tendon pain becomes so stubborn
Tendons are built to transmit force. They connect muscle to bone and do hard, repetitive work in every stride,
jump, lift, and grip. Healthy tendons adapt to load. In fact, they need load to stay robust. The problem is not
simply use, but the interaction between load, recovery, tissue capacity, biomechanics, sleep, stress, age, and
sometimes metabolic factors.

Persistent tendon pain is rarely just “inflammation,” despite how often that word gets used casually. In many
long-standing cases, the tendon has undergone changes in its structure and behavior. The collagen matrix may
be disorganized. The tendon may become thicker in one region. Small blood vessels and accompanying nerves
can appear where they were not prominent before. Most importantly for the person living with it, the tendon
becomes irritable. Loads that used to be routine can now trigger pain during activity, after activity, or the next
morning.

This is why simple rest often disappoints. A tendon that is calmed by reducing activity may feel better briefly, but
unless its capacity improves, pain often returns as soon as normal demands resume. It is also why aggressive



stretching, endless massage, or repeated anti-inflammatory strategies can miss the mark. Persistent tendon pain
usually needs a better loading story, not just symptom suppression.

Where Shockwave Therapy fits
Shockwave Therapy sits in the middle ground between hands-on symptom relief and more invasive procedures.
It uses acoustic waves delivered to the painful area through the skin. The treatment is not surgical, there are no
injections, and sessions are usually brief. In musculoskeletal practice, the two most common forms are focused
shockwave and radial pressure wave therapy. Clinics sometimes use the term “shockwave” loosely for both,
though they are not identical in how the energy is generated and distributed.

That distinction matters to clinicians more than to patients, but it is worth knowing that not all devices are
equivalent. Focused systems can target deeper tissues more precisely. Radial systems tend to spread energy
more broadly and are often used for more superficial or larger treatment areas. Both are used in practice for
tendon pain. Outcomes depend not just on the machine, but on diagnosis, dosing, timing, and whether the
treatment is paired with the right exercise plan.

People often ask what Shockwave Therapy is actually doing. The honest answer is that several mechanisms are
proposed, and none should be oversold as a single complete explanation. In clinical terms, the treatment appears
to influence pain sensitivity, stimulate local biological activity, and in some cases help change the tendon’s
response to loading over time. It may also be useful where there is associated calcification, particularly around
the shoulder. What it does not do is “break up scar tissue” in the simplistic way some marketing materials imply.

The tendon problems where it is most often considered
Not every painful tendon needs shockwave treatment. Some settle well with a few adjustments in training and a
good progressive loading plan. The treatment becomes more relevant when symptoms are entrenched, function
is limited, and progress has plateaued.

In day-to-day clinical work, the most common presentations include Achilles tendinopathy, plantar heel pain
related to the plantar fascia, patellar tendinopathy, gluteal tendinopathy at the outer hip, and certain cases of
lateral elbow tendinopathy. Shoulder calcific tendinopathy is a somewhat different category, but shockwave has a
meaningful role there too.

The duration of symptoms matters. Someone with a sore Achilles for ten days after an abrupt increase in hill
running is not the typical shockwave candidate. Someone with six to twelve months of pain, morning stiffness,
difficulty with stairs or running, and repeated setbacks despite sincere rehabilitation efforts is much more likely to
be considered.

What the evidence suggests, without overselling it
Evidence for Shockwave Therapy is mixed across body regions, but not vague enough to dismiss. In several
tendon conditions, especially plantar heel pain, Achilles tendinopathy, patellar tendinopathy, and calcific shoulder
pain, studies suggest there can be a worthwhile benefit for some patients. The key words are “can be” and “for
some.”

This is not a treatment with a universal response rate. Some people improve meaningfully after a few sessions
and a carefully matched exercise plan. Others notice only a modest change, perhaps enough to make
strengthening more tolerable. A smaller group feels no meaningful difference at all. That spread is common in
musculoskeletal care, and it is one reason honest expectations matter so much.



In practice, the best outcomes tend to come when the diagnosis is solid and the rehab plan is not an
afterthought. If someone receives shockwave without any serious review of footwear, loading habits, strength
deficits, training errors, or movement demands, the treatment is being asked to carry too much weight. Tendon
pain is not usually solved by a machine alone.

Another important point is timing. Results are rarely dramatic overnight. Some people feel temporarily more
comfortable within days, but many notice changes over several weeks. Tendons adapt slowly. Clinicians who
promise instant resolution from chronic symptoms should raise suspicion.

What a session actually feels like
The first session often surprises people, because the sensation is more intense than they expect from a treatment
done through the skin without needles. The clinician applies gel, positions the treatment head over the target
region, and delivers a series of pulses. The pain is usually tolerable, but it is not relaxing. Patients describe it as a
fast tapping, a deep thudding, or a sharp discomfort that rises in the most tender spot. The sensation often
settles as the session progresses.

Treatment parameters vary. Clinicians adjust pressure or energy, frequency, number of impulses, and the exact
target area based on the tendon involved, symptom irritability, and the type of device being used. Sessions are
commonly a few minutes of actual pulse delivery, not half an hour of machine time. A typical course may involve
three to six sessions spaced about a week apart, though real practice is more nuanced than a fixed recipe.

There can be soreness afterward. For some, it feels like a post-workout ache for a day or two. That is usually
manageable and expected. What should not happen is a major flare that significantly worsens function for days
on end. When that occurs, the treatment may have been too aggressive, the tendon may have been too irritable
at that moment, or the overall management plan may need rethinking.

Who tends to be a reasonable candidate
The most suitable candidate is not simply the person in the most pain. Suitability has more to do with the
pattern, persistence, and context of symptoms.

1. Pain has lasted for months rather than days, and progress with sensible rehabilitation has stalled.

2. The diagnosis points to a tendon or fascia problem with evidence supporting shockwave as a reasonable
option.

3. The person is willing to continue or begin a structured loading program rather than relying on passive
treatment alone.

4. There are no obvious contraindications, such as certain clotting issues, local infection, or treatment over
sensitive implanted devices or areas not appropriate for shockwave.

5. Goals are realistic, focused on improved pain and function over time rather than a one-session fix.

This is where clinical judgment matters. A highly irritable gluteal tendon in someone who cannot sleep on that
side may first need careful load reduction and easier isometric work before adding shockwave. By contrast, a
volleyball player with long-standing patellar tendon pain who is stuck despite consistent strength work may be a
stronger candidate earlier.

A note on diagnosis, because it changes everything



One of the common reasons treatments fail is that the painful structure was never identified correctly. Lateral hip
pain is a good example. Many people are told they have “bursitis,” when the more persistent driver may be
gluteal tendinopathy. Heel pain may be called plantar fasciitis long after inflammatory language stops being
useful. Elbow pain can arise from the neck, the joint, the radial tunnel, or the tendon. Front-of-knee pain can
come from the patellar tendon, the patellofemoral joint, or fat pad irritation, among other sources.

Shockwave is unlikely to rescue a poorly made diagnosis. A good assessment still matters more than the
machine. That assessment should include the history of the pain, how it behaves over 24 hours, what loads
aggravate it, what has been tried, and whether the physical findings actually fit the suspected tendon. Imaging
can help in selected cases, but it should support the clinical picture rather than replace it. Many pain-free tendons
look imperfect on ultrasound or MRI, and some painful tendons do not look as dramatic as symptoms suggest.

The part that matters most: what happens between sessions
The strongest clinical use of Shockwave Therapy is often as an adjunct. It may reduce pain enough to let the real
work happen, and the real work is almost always progressive loading. Tendons respond to well-dosed mechanical
input. That could mean heavy calf raises for the Achilles, split squat variations for the patellar tendon, hip
abductor strengthening for gluteal tendinopathy, or graded wrist extensor loading for the elbow.

This is where patients sometimes get mixed messages. They are told to rest completely after treatment, then they
lose valuable momentum. In my experience, total rest is rarely the right answer unless symptoms are extremely
irritable. More often, the plan is to avoid provocative spikes in load for a short period while maintaining or
progressing exercises that the tendon can tolerate.

A practical example helps. Consider a recreational runner with insertional Achilles pain for eight months. They
have tried stretching, massage, orthotics, and sporadic exercises found online. Walking is sore, hills are worse,
and speed work is out of the question. A useful plan might pair shockwave with a modified calf strengthening
program that respects insertional compression, temporary reduction of hill running, shoe adjustments, and a
simple pain-monitoring framework. The shockwave may settle sensitivity, but the durable improvement usually
comes from restoring load tolerance.

The same pattern shows up in lateral elbow pain. Someone may feel less pain gripping a pan or typing after a few
sessions, but if they continue long hours of repetitive gripping without any graded strengthening or ergonomic
changes, progress tends to plateau.

The trade-offs patients should know before booking
Shockwave is appealing partly because it seems low risk, and compared with injections or surgery, that is often
true. But “low risk” should not be confused with “no downside.”

The first trade-off is cost. In many regions, the treatment is not fully covered by insurance or public systems. A
course of care can add up quickly, especially in clinics that bundle it into premium packages. Patients should
know what they are paying for and what the broader rehab plan includes.

The second is discomfort. Some people tolerate it easily. Others find the sessions distinctly unpleasant. There is
no virtue in excessive pain during treatment. Good clinicians adjust dosing and explain what is expected.

The third is uncertainty. There is enough evidence to justify its use in selected cases, but not enough to guarantee
a result. That uncertainty should be made explicit. If a clinic implies near-certain success, the sales pitch has likely
outrun the science.



The fourth is distraction. It is easy to focus on the machine and neglect the fundamentals. A person can spend
weeks attending appointments without meaningfully changing the loads, habits, and strength deficits that keep
the tendon irritable.

When it may not be the right next step
There are cases where shockwave is simply not the best choice, at least not yet. Very acute tendon pain often
does not require it. Poorly managed training load, severe deconditioning, or obvious biomechanical contributors
may need to be addressed first. If the person is not ready to engage with rehabilitation beyond passive care,
results are less likely to hold.

It also may not be appropriate when the pain picture is unclear. Night pain without mechanical triggers,
widespread symptoms, marked joint stiffness, suspected stress injury, inflammatory disease, or nerve-related
features should prompt broader assessment rather than defaulting to a tendon treatment.

For some conditions, other options may move higher on the list. A large partial tendon tear, significant loss of
function, or a case that has failed multiple well-executed conservative approaches may justify specialist review.
Surgery remains relatively uncommon for many tendon conditions, but it has a place in selected patients.

Questions worth asking the clinician
A short conversation before starting treatment can save a lot of frustration later. Patients do not need to become
experts, but they should feel clear about why this treatment is being chosen.

1. What is the exact diagnosis, and how confident are you that the painful structure is the tendon or fascia you
plan to treat?

2. What type of shockwave device do you use, and why does it suit this condition?

3. What should I expect after each session, and how will we decide if the treatment is helping?

4. What exercise or load-management plan will run alongside the treatment?

5. If this does not help enough, what is the next reasonable step?

A clinician who answers clearly and without hype usually inspires more confidence than one who leans on vague
claims about “stimulating healing” without specifics.

Common misunderstandings
One frequent misunderstanding is that tendon pain always means damage that must be eliminated before
exercise can continue. In reality, many people can train through tendon pain if the load is sensible and symptoms
are monitored. A mild level of discomfort during exercises is often acceptable. What matters is the overall
response, especially pain the next day and whether function is improving over time.

Another misunderstanding is that imaging findings should dictate treatment intensity. A thickened or
degenerated-looking tendon on a scan can sound alarming, yet many people with such findings function quite
well once load is managed appropriately. The scan can inform decisions, but it does not replace the clinical
picture.

A third misunderstanding is that if shockwave helps, nothing else was needed. It is rarely that simple. Tendon
recovery is usually the result of several factors moving in the right direction at once. The treatment may have
helped open a window, but the improvements are often built by what happens in that window.



What patients often report when it is working
The early signs are usually subtle. Morning pain becomes less sharp. The first few steps after sitting are easier.
Stairs feel less threatening. A runner notices that the tendon settles faster after a short session. Someone with
elbow pain can lift a grocery bag with less apprehension. These are meaningful changes, even if the tendon is not
yet “fixed.”

By the middle or end of a treatment course, the bigger question is not just “Does it hurt less?” but “Can I do
more?” Better function is the outcome that matters. A tendon that still feels present but allows steady return to
sport, work, or daily activity is a success in many real-world cases.

There is also a group who feel no benefit after two or three sessions. That does not always mean failure, but it
does warrant reassessment. Is the diagnosis correct? Is the exercise program appropriate? Are loading spikes
undoing the gains? Is there a metabolic or systemic factor affecting recovery? Persistence is useful in tendon
rehab, but blind persistence is not.

A measured view
Shockwave Therapy deserves neither the pedestal nor the dismissal it often receives. It is not a miracle fix for
every chronic ache labelled “tendonitis.” It is also not empty gadgetry when used in the right case. For persistent
tendon pain, especially when symptoms have settled into a long, frustrating pattern, it can be a practical adjunct
that helps reduce pain and improve tolerance to rehabilitation.

The treatment tends to make the most sense when three things are true. The diagnosis is credible. The tendon
has proven stubborn despite good basic care. The patient and clinician are both committed to a broader plan
that includes progressive loading, activity adjustment, and regular review. Under those conditions, shockwave can
be more than a hopeful Shockwave Therapy experiment. It can be part of a sensible, evidence-aware strategy that
helps a difficult tendon become workable again.

For patients, the best approach is neither skepticism nor blind faith. It is informed optimism, grounded in the
reality that tendons recover gradually, outcomes vary, and good care is usually built from more than one
ingredient.
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FAQ About Shockwave Therapy

What does shockwave therapy actually do?

Shockwave therapy delivers high-energy acoustic sound waves through the skin to an injured area. This process
"wakes up" stubborn, chronic soft-tissue injuries by increasing local blood flow, breaking down calcifications, and
triggering the body's natural cellular repair and tissue regeneration mechanisms.

What are the drawbacks of shockwave therapy?

Shockwave therapy can cause temporary pain, skin redness, bruising, swelling, or numbness at the treatment site.
It may require multiple sessions, can be costly out-of-pocket because insurance often does not cover it, and is
unsafe for pregnant individuals or those with blood-clotting disorders.

Does shock wave therapy really work?

Yes, shock wave therapy (extracorporeal shockwave therapy, or ESWT) works well for specific chronic soft-tissue
and bone conditions, showing success rates around 60% to 80% for stubborn issues like plantar fasciitis and
tennis elbow when other conservative treatments fail.


