


Runners are good at tolerating discomfort. That trait helps during hard workouts and long races, but it also
creates a problem in clinic. By the time many runners ask about Shockwave Therapy, they have often spent
weeks, sometimes months, trying to train around a stubborn pain pattern. They have changed shoes, stretched
more, foam rolled aggressively, backed off for a few days, then resumed too quickly. Some have already tried
standard physical therapy. Others have had cortisone injections, orthotics, or repeated rounds of rest that never
quite solved the issue.

That is where shockwave enters the conversation. It is not magic, and it is not the right treatment for every
running injury. But for certain chronic tendon and fascia problems, it can be a useful tool, especially when the
tissue is irritated, slow to heal, and no longer responding to load management alone.

The runners who tend to do best with it are not usually the ones with a brand-new strain from yesterday’s
interval session. They are the ones with a six-month Achilles tendon that warms up after two miles but aches the
next morning, or the heel pain that improves for a week and then comes back as soon as mileage climbs. In that
population, shockwave can make a real difference when it is chosen well and paired with the right rehab plan.

What shockwave therapy actually is
Shockwave Therapy uses acoustic waves to deliver a mechanical stimulus into tissue. In sports medicine, the two
forms you will hear about most are focused shockwave and radial pressure wave treatment. Clinics sometimes
group both under the umbrella term "shockwave," although they do not behave exactly the same way. Focused
devices can deliver energy deeper and more precisely. Radial devices spread energy more broadly and are often
used for more superficial soft-tissue complaints.

From a patient’s perspective, the session feels like a series of rapid taps or pulses applied over the painful area.
Depending on the tissue and the settings, it can range from mildly uncomfortable to quite intense. The treatment
usually lasts only a few minutes per site. Most runners do not need sedation, immobilization, or downtime in the
way they would after a procedure.

The proposed effects are still being refined in the literature, but the practical rationale is familiar to clinicians who
treat overuse injuries. Chronic tendinopathy and plantar fascia pain are often less about classic inflammation and
more about failed healing, disorganized collagen, local nerve sensitization, and impaired tissue capacity.



Shockwave appears to stimulate biological activity that may support remodeling and pain reduction. It may also
alter pain signaling. In plain language, it can help a stale, irritable tissue start behaving more like one that is ready
to adapt again.

That matters because many running injuries are not cured by passive treatment alone. They improve when pain
becomes manageable enough for the athlete to load the tissue properly and rebuild tolerance. Shockwave is
often best viewed as a bridge to that process, not a replacement for it.

Why runners ask about it
There is a predictable point in many recovery stories when a runner becomes interested in options beyond rest
and stretching. The injury is not severe enough for surgery, but it is too persistent to ignore. Training has become
inconsistent. Fitness is slipping. A goal race is on the calendar. At that stage, runners want something with a
reasonable chance of helping that does not require a long layoff.

Shockwave fits that niche. It is commonly used for chronic soft-tissue problems, especially where tendon or fascia
pain has lingered beyond the early healing window. In many practices, the sweet spot is somewhere after a few
months of symptoms, once obvious red flags have been ruled out and basic conservative care has not been
enough.

The best candidates are usually dealing with a clearly localized pain source, a pattern that has become chronic,
and a tissue known to respond reasonably well to mechanical loading plus adjunct treatment. It is less compelling
when the diagnosis is vague, pain is widespread, or the main driver is training error that has not been corrected.

The runner’s injuries where shockwave is used most often
In practice, a small group of diagnoses comes up repeatedly. These are the conditions where clinicians and
runners most often discuss Shockwave Therapy:

plantar fasciopathy

Achilles tendinopathy

patellar tendinopathy

proximal hamstring tendinopathy

greater trochanteric pain related to gluteal tendinopathy in some running populations

Plantar fasciopathy is probably the classic case. A runner presents with first-step pain in the morning, tenderness
at the heel, and a history of symptoms that have dragged on despite shoe changes, calf stretching, and activity
modification. These cases can be frustrating because the athlete may feel almost normal once warmed up, then
pay for it later. Shockwave is commonly used here because the tissue often behaves like a chronic degenerative
irritation rather than an acutely inflamed structure.

Achilles tendinopathy is another frequent indication, especially midportion Achilles pain. These runners often
describe stiffness at the start of a run, soreness after hills or speedwork, and a tendon that feels thickened or
ropey. Insertional Achilles pain can also be treated, though the rehab strategy is different and requires more care
because deep dorsiflexion loading can aggravate the insertion. Shockwave can help reduce symptom burden, but
the long-term outcome still depends heavily on progressive calf loading and sensible mileage decisions.

Patellar tendinopathy is less common in distance runners than in jumping athletes, but it does appear in runners
who mix in plyometrics, hills, track sessions, or heavy gym work. Proximal hamstring tendinopathy tends to show
up in marathoners, trail runners, and athletes who sit for long hours outside training. These cases are notoriously



slow to settle. Shockwave is sometimes used because the tissue may be difficult to load early without provoking a
flare.

Gluteal tendinopathy is a slightly different conversation. Not every lateral hip pain problem belongs in the
shockwave category, but when there is a persistent tendon-related component, it can be considered as part of a
broader plan.

Where it tends to work best, and where it does not
The pattern that responds best is chronic, localized, mechanical pain in a tendon or fascia, especially when
imaging and examination support the diagnosis. There is usually tenderness over a specific point, symptoms
linked to load, and a history Shockwave Therapy that is measured in months rather than days.

The pattern that responds poorly is diffuse pain with no clear structure, acute muscle tears, active stress fractures,
systemic pain conditions, or pain that is really being driven by neural irritation from the spine. Runners
sometimes assume every stubborn lower leg pain is tendon-related. It is not. If someone has focal bone pain,
night pain, swelling, or pain that ramps quickly with impact and settles slowly, a bone stress injury needs to be
considered first. Shockwave is not the place to start there.

The same caution applies to partial tendon tears or cases where pathology is severe enough that surgery is on
the table. Those athletes need a careful workup rather than a reflexive round of treatment.

What a course of treatment usually looks like
Most clinics do not treat shockwave as a one-off session. A typical course is several treatments spaced about a
week apart, often in the range of three to six visits. Device type, energy level, pulse number, and exact protocol
vary. So does tolerance. Some practitioners begin at lower intensity and increase over time. Others dose more
aggressively from the start if the athlete can handle it.

The area is identified by a combination of anatomy, symptom reproduction, and sometimes ultrasound guidance
depending on the setting and device. Gel is applied, the applicator is placed over the target region, and pulses
are delivered. The session itself is brief. The conversation around the session is usually more important than the
treatment time, because expectations and load guidance strongly influence outcome.

A runner should know that pain during the procedure is not unusual. It does not have to be unbearable to be
effective. A common mistake is chasing intensity as if more discomfort guarantees a better result. It does not.
Good dosing is about tissue response, not bravado.

Symptoms after treatment vary. Some runners feel sore for a day or two, similar to a bruised or worked-over
sensation. Others feel little immediate change. Improvement, when it comes, is often gradual rather than
dramatic. This is one reason impatient athletes sometimes dismiss it too early. The best responses often reveal
themselves over several weeks while rehab continues.

The outcomes runners can realistically expect
This is the part most runners care about, and it deserves a grounded answer. Shockwave can reduce pain and
improve function in several common chronic running injuries, but outcomes are mixed enough that no honest
clinician should present it as guaranteed.

For plantar fasciopathy, the response is often quite respectable, particularly in cases that have dragged on and
not improved with standard care. Some runners report less morning pain within a few weeks. Others improve
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more slowly over one to three months. A full return to comfortable training still depends on managing standing
load, footwear, calf strength, and running volume.

For Achilles tendinopathy, the results can also be good, especially when shockwave is paired with a structured
loading program. This pairing matters. If the runner gets treatment but continues random stop-start training with
no progression plan, the tendon usually stays irritable. When the treatment lowers pain enough to allow steady
heavy-slow resistance work or a well-managed eccentric or concentric program, the odds improve.

The same principle applies to hamstring and patellar tendon cases. Shockwave may help move a stubborn case
forward, but it rarely finishes the job by itself. In fact, one of the most misleading outcomes is early pain relief
without restored capacity. The runner feels better, resumes intensity too fast, and then declares the treatment
failed when symptoms rebound. In reality, the tissue was quieter, not fully prepared.

In clinic, I have seen two broad patterns. The first is the runner who notices a meaningful but incomplete change
after the second or third session, then progresses well because rehab and training were adjusted sensibly. The
second is the runner whose symptoms barely shift at first, but who later realizes they can tolerate more walking,
better calf raises, or longer easy runs with less payback. The improvement is functional before it is dramatic. That
is still improvement.

A smaller group gets little benefit. Sometimes the diagnosis was off. Sometimes the tissue was too reactive for
the current training load. Sometimes there was an unaddressed factor such as poor sleep, low energy availability,
or a shoe and terrain mismatch that kept re-irritating the area. Those details matter more than many runners
expect.

Why the rehab plan matters more than the machine
The temptation with any clinic-based treatment is to treat it like the star of the show. It usually is not. With
runner’s injuries, the bigger determinants of outcome are still accurate diagnosis, training modification,
progressive loading, and return-to-run judgment.

A classic example is Achilles tendinopathy. If a runner receives shockwave on Tuesday, runs hills on Wednesday,
does heavy calf raises on Thursday, races a 10K on Saturday, and then wonders why the tendon is angry, the
machine is not the problem. The tissue never got a coherent plan.

Most successful cases involve temporary changes to workload, not total inactivity. The right amount of running
depends on pain severity, irritability, and the tissue involved. Some runners can keep easy mileage with limits on
pace, hills, and long runs. Others need a brief reduction in impact and a shift toward cycling or pool running. The
treatment helps most when it is part of a sequence: settle the pain enough, rebuild strength and tolerance, then
reintroduce training stress.

These are the questions I usually want answered around a shockwave referral:

What is the exact diagnosis?

How long has it been symptomatic?

What training load is still happening now?

What strength or tendon loading plan is being used?

What metric will tell us if the athlete is actually improving?

Without those answers, it is easy to spend money on treatment while the injury keeps looping.

Side effects, limitations, and cases where caution is needed



Shockwave is generally considered low risk when used appropriately, but low risk does not mean no risk.
Temporary soreness, redness, and local irritation are common. Bruising can happen. Some athletes feel a
symptom flare for a couple of days before things settle. That is not automatically a bad sign, but it should be
anticipated.

There are also situations where caution or avoidance is appropriate. If a runner has a suspected stress fracture,
active infection, a bleeding disorder, certain medication considerations, pregnancy-related contraindications
depending on treatment site, or a tumor in the region, this is not routine territory. The specifics depend on the
clinical context and the device being used, which is why screening matters.

One practical limitation is cost. Shockwave is often not fully covered by insurance plans, and a full course can
become expensive. That changes the value equation. If a runner has not yet tried a well-built loading program,
shoe review, gait and training adjustments, and a competent exam, jumping straight to several out-of-pocket
sessions may not be the wisest first move.

Another limitation is expectation drift. Because the name sounds dramatic, patients sometimes expect a dramatic
result. Chronic tendon problems rarely behave that way. Better to expect an incremental shift that creates room
for rehab to work.

The difference between a good and a poor candidate
The strongest candidates for Shockwave Therapy tend to share a few traits. They have a diagnosis that fits known
use patterns, symptoms that have become chronic, and a willingness to follow a rehab plan rather than search for
a shortcut. They also understand that pain reduction is only one target. Capacity is the other.

Poor candidates are not bad patients. They are simply dealing with a problem that shockwave is unlikely to solve.
The runner with acute calf pain from a race-day strain needs a different plan. The runner with bone stress
symptoms needs imaging and load protection. The runner whose heel pain is actually a nerve irritation from the
back may spend weeks treating the wrong tissue.

There is also a personality piece. Highly anxious athletes who interpret every post-treatment ache as damage
may struggle with the normal soreness response. On the other hand, the hard-charging runner who refuses to
reduce intensity for even ten days can sabotage the process from the opposite direction. Good outcomes live in
the middle, where the athlete is engaged, flexible, and realistic.

Questions worth asking before you book
A useful clinic conversation is often more revealing than the treatment menu on a website. Ask what diagnosis is
being treated, what type of shockwave device is used, how many sessions are usually recommended, and what
rehab is expected alongside it. Ask how progress will be judged beyond pain during the treatment. A strong
answer usually includes function, loading tolerance, and return-to-run progression.

It is also reasonable to ask whether the clinician treats runners regularly. That matters because runners have
sport-specific decisions that affect outcome: whether to keep easy miles, when to add hills, how to reintroduce
speed, and what to do with race plans already on the calendar. A provider who understands those pressures can
usually dose treatment and training advice more intelligently.

What runners often get wrong



One common mistake is trying Shockwave Therapy too early, before the tissue has shown that simpler measures
are not enough. Another is trying it too late, after a year of limping through cycles of overload and
deconditioning without any coherent rehab.

The third mistake is assuming success means pain disappears quickly. More often, success looks like this:
morning pain is less sharp, the tendon feels less reactive after easy runs, strength work becomes more tolerable,
and weekly training stops feeling like a negotiation with symptoms. Those are meaningful changes, even if the
athlete still notices the area.

The final mistake is separating treatment from training. Tendon and fascia problems in runners are load problems
as much as tissue problems. If the training errors remain untouched, even a technically successful treatment may
not hold.

A balanced view
Shockwave has earned a place in the treatment of several chronic runner’s injuries, particularly plantar
fasciopathy and certain tendinopathies. It is useful because it can reduce pain, support recovery in sluggish tissue,
and create an opening for better loading. It is limited because it cannot fix a bad diagnosis, chaotic training, or
poor rehab adherence.

That balance is the honest one. For the right runner, at the right stage of the injury, with a clear diagnosis and a
disciplined plan, Shockwave Therapy can be more than a trendy add-on. It can be the nudge that turns a plateau
into progress. For the wrong problem, it is just noise delivered through an expensive machine.

Runners usually do best when they treat it as one tool in a larger strategy, not the strategy itself. If that
perspective is clear from the start, the treatment has a far better chance of delivering what athletes actually want,
which is not just less pain on the table, but reliable miles again.

Injury Recovery Center
Address: 14241 E 4th Ave Building 5, Ste. 5-354, Aurora, CO 80011



Phone number: +17203289033

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.


