
Insertional tendon pain sits in an awkward category of musculoskeletal problems. It is common enough that most
sports medicine clinicians see it every week, but stubborn enough that patients often arrive after months of
mixed advice, stretches that made things worse, and a growing suspicion that the pain is simply going to linger.
When Shockwave Therapy enters the conversation, it is usually because the usual first steps have not done
enough.

That makes it important to explain what shockwave actually is, where it fits, and where it does not. It is not magic.
It is not a shortcut around rehab. It is also not the aggressive, mysterious intervention many people imagine
when they Shockwave Therapy hear the name. Used well, it can be a useful tool for certain insertional tendon
problems, especially when a tendon has become chronically painful at the point where it attaches to bone and is
no longer responding to simple load modification alone.

The tricky part is that insertional tendons do not behave exactly like mid-portion tendons. The same program
that helps one type can irritate the other. That distinction matters a great deal when discussing outcomes.

What “insertional” tendon pain actually means
A tendon connects muscle to bone. When pain occurs at the spot where the tendon attaches to the bone, that is
insertional tendon pain. Common examples include insertional Achilles tendinopathy at the heel, patellar tendon
pain near the lower pole of the kneecap, gluteal tendon pain where the tendon inserts around the greater
trochanter, and insertional pain around the elbow.

Patients usually describe a very local pain point. They can often put one finger on it. The area may feel irritated
when starting activity, stiff after rest, and sore with compression or high tendon loads. In an insertional Achilles
case, for example, walking uphill, pushing off hard, or wearing shoes with a firm heel counter can all aggravate
symptoms. In more advanced cases, even standing after sitting for half an hour can trigger that sharp first-step
pain.

This is one reason insertional pain can be frustrating. Tendons need load to improve, but the wrong kind of load,
especially heavy compression right where the tendon wraps onto bone, can keep the tissue irritated. Many
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people have already discovered this the hard way. They were told to do deep heel drops off a step because it
worked for somebody else’s Achilles pain, only to find that their own heel became angrier week after week. That
is a classic mismatch between diagnosis and treatment.

Why insertional problems are often slower to settle
Insertional tendon pain is not just “inflammation at the attachment.” In chronic cases, the picture is usually more
complex. There may be degenerative tendon change, local sensitivity, impaired load tolerance, surrounding
bursal irritation, and in some cases bony prominence that increases compression. Imaging may show tendon
thickening, calcification, partial tearing, or a Haglund-type prominence in insertional Achilles cases, but scans do
not tell the full story. Plenty of people with ugly scans function well, and some with modest imaging findings are
significantly limited.

What matters clinically is the combination of symptom behavior, physical exam, and response to load. If a tendon
is painfully reactive at its insertion, progress tends to be slower because daily life keeps re-exposing it to stress.
Stairs, hills, longer walks, and simple training errors can all tip it over. That is where a treatment such as
Shockwave Therapy becomes relevant. It is rarely the entire answer, but it may help reduce pain sensitivity and
improve the environment for loading-based rehab.

What Shockwave Therapy is, in plain language
Shockwave Therapy uses acoustic pressure waves delivered through the skin to a targeted area. In
musculoskeletal care, the aim is not to “break up scar tissue” in the simplistic way it is sometimes advertised. The
more realistic explanation is that shockwave may influence pain processing, local blood flow, tissue signaling, and
cellular activity in a way that can support recovery in chronic tendon disorders.

There are two broad forms used in practice: focused shockwave and radial shockwave. The names sound
technical because they are, but from a patient’s perspective the difference is straightforward. Focused devices can
deliver energy deeper and more precisely to a chosen point. Radial devices disperse energy more broadly and
superficially. Both are used for tendon problems. Which one is best depends on the structure being treated, the
clinician’s experience, the device available, and the irritability of the tissue.

Most protocols involve a short series of sessions rather than a one-time treatment. In many clinics, that means
three to five visits spaced roughly a week apart, though patterns vary. Treatment itself is brief. The area is
identified, gel is applied, and pulses are delivered over the symptomatic region. It is not usually pleasant, but it
should be tolerable. Patients often describe it as sharp, tapping, or intensely uncomfortable rather than truly
unbearable. A good clinician adjusts settings to the individual rather than trying to “blast” the tissue.

Where Shockwave Therapy tends to help most
The best candidate is usually someone with a chronic tendon problem that has not improved enough with
sensible conservative care. “Chronic” in this context often means symptoms lasting at least several months, not a
tendon that became sore last Tuesday after a sprint session. Shockwave is more commonly considered when pain
has plateaued, the tendon remains locally tender, and loading still provokes an outsized response despite
reasonable program changes.

Insertional Achilles tendinopathy is a frequent example. A runner or active walker may have already reduced
mileage, changed shoes, and tried calf work, but every attempt to rebuild capacity stalls because the heel
insertion remains highly sensitive. In that situation, shockwave can sometimes provide a window in which rehab



becomes more tolerable. That matters because exercise progression is still the long game. If pain drops enough
that calf strength, walking volume, and return-to-running drills can advance, then the treatment has served a real
purpose.

Plantar fascia pain can behave similarly, although it is technically fascia rather than tendon. Chronic greater
trochanteric pain syndrome, often involving gluteal tendon insertion, is another area where shockwave is
commonly used. Patellar tendon insertional symptoms can also respond, especially when a jump athlete has
drifted into a prolonged pain cycle and simple rest has not changed much.

That said, the response is not universal. The patient with a heavily overloaded but very acute insertional tendon
may do better first with load reduction, footwear modification, and carefully chosen isometrics or partial-range
strength work. Shockwave is generally not the first lever I would pull in a clearly fresh flare-up that has had no
structured rehab at all.

What the science supports, and what it does not
The evidence for Shockwave Therapy in chronic tendon conditions is good enough to justify its use, but not so
clean that anyone should oversell it. Studies on tendinopathy are difficult to compare because treatment settings
differ, patient populations differ, and shockwave is often delivered alongside exercise rather than in isolation.
That is actually how it is used in real clinics, so the combined approach matters more than a laboratory-style
purity test.

For chronic insertional Achilles tendinopathy, there is support for shockwave as part of nonoperative care,
particularly in cases that have not responded to eccentric loading alone. Outcomes tend to be better when
treatment is matched with a modified loading program rather than used as a stand-alone intervention. Similar
patterns exist for plantar heel pain and some other chronic enthesopathies.

What the evidence does not support is the idea that shockwave reliably fixes every painful insertion. It is not a
guarantee against surgery. It is not a fast cure for major structural compromise. It is not a substitute for diagnosis.
If someone has a significant tendon tear, inflammatory arthropathy, nerve-related pain masquerading as tendon
pain, or pain driven more by referred lumbar symptoms than local tissue, then applying shockwave to the tender
spot may miss the larger problem.

This is where clinical judgment matters. A person can have ultrasound-confirmed insertional change and still not
be an ideal candidate if their symptoms are primarily morning stiffness from inflammatory disease, if the pain
pattern is neuropathic, or if the tissue is too acutely irritable to tolerate treatment.

How a treatment plan usually looks in practice
When Shockwave Therapy is used well, it sits inside a broader plan. The visit should not begin and end with the
machine. The clinician should first clarify what structure https://maps.app.goo.gl/ZzVjLGjWe3FCnR4P6 is involved,
what aggravates it, what loads the patient wants to return to, and what the tissue can currently tolerate. Then the
shockwave dose is chosen, usually with some adjustment over sessions depending on tolerance and response.

At the same time, the loading program is modified. With insertional Achilles pain, that often means avoiding
deep dorsiflexion stretching and avoiding heel drops below floor level early on. Strengthening may start from
flat-ground calf raises, isometric holds, or seated work, progressing later to heavier, slower loading and then
plyometric or sport-specific tasks if needed. Footwear advice may also matter, particularly if a slight heel lift
reduces compressive irritation during the first phase.
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The people who do best are often the ones who understand that symptom improvement may be gradual. Some
feel looser or less painful within a week or two. Others notice little until after the second or third treatment. A few
feel sore after the session and assume it failed, only to improve steadily over the next fortnight. Tendon recovery
rarely follows a neat line.

What patients usually feel during and after treatment
Most patients ask the same practical question first: “How much will it hurt?” The honest answer is that it can be
uncomfortable, especially directly over a tender insertion. The discomfort usually lasts only during delivery and
settles quickly afterwards. Many clinics use enough intensity to be therapeutically meaningful without chasing
maximum pain. There is no prize for gritting through unnecessary force.

After the session, the area may feel mildly aggravated for a day or two. That does not necessarily signal damage.
It is more like a short-lived uptick in sensitivity. People can usually continue daily activity with some common-
sense modifications, though I often advise against introducing a hard hill run, a heavy lower-body gym session,
or a long hike on the same day. Tendons prefer steadiness.

A practical rule helps here. If pain rises sharply and stays elevated for more than a couple of days, the overall load
picture needs adjusting. That may mean the shockwave dose was too high, but more often it means the patient
had treatment and then unknowingly stacked too much on top of it.

Situations where Shockwave Therapy may not be the right choice
There are several reasons a clinician might hold off or avoid shockwave. Some are medical, others strategic.

symptoms are very recent and likely to improve with simpler load management first

there is a suspected significant tear or another diagnosis needing imaging or specialist review

the patient has a condition or medication profile that makes the treatment inappropriate or poorly tolerated

pain is poorly localized and the source may be spinal, neurological, or inflammatory rather than tendon-
based

expectations are unrealistic, such as wanting one session to replace a structured rehab plan

These are not failures of the treatment. They are examples of proper selection. Good musculoskeletal care is full
of moments where the right answer is not “more intervention,” but “clearer diagnosis and better timing.”

The difference between insertional and mid-portion tendon rehab
This distinction deserves emphasis because it changes how shockwave should be integrated. Mid-portion Achilles
tendinopathy, the classic pain a few centimeters above the heel, often tolerates eccentric heel drops through a
larger range relatively well. Insertional Achilles tendinopathy often does not. Dropping the heel below the
forefoot can increase compression at the insertion and provoke symptoms.

That is why some patients report they “did all the tendon exercises” and got worse. The exercise was not wrong in
general, but wrong for that location at that moment. Once you understand that, shockwave makes more sense as
an adjunct rather than a rescue. It may reduce symptoms enough to let the patient train in a range the insertion
can actually handle. Over time, many can expand that range, but forcing it too early is a common setback.

I have seen this repeatedly in active adults in their forties, fifties, and sixties who are otherwise diligent and
motivated. They often arrive saying they were told to stretch harder because the calf felt tight. The reality is that



their “tightness” was partly protective guarding around an irritated insertion. Calf strength and ankle function still
matter, but the path back is usually through graded loading and symptom-guided progression, not aggressive
stretching into the sore attachment.

How results are judged
The best outcome measure is not whether the tender spot hurts when pressed in the clinic. It is whether the
person functions better. Can they walk farther with less pain the next morning? Can they climb stairs without
bracing? Can they return to doubles tennis, hill walking, or a steady 5-kilometer run without the tendon flaring
for three days?

Pain scales help, but tendons are notorious for producing good and bad days that can mislead both patient and
clinician. I prefer to track a few specific anchors: morning pain, pain during the key aggravating activity, and
recovery by the next day. If those markers are trending in the right direction over several weeks, the treatment
plan is likely working.

The timeline also matters. For a chronic insertional problem that has been present six months or longer,
expecting resolution in one week is unrealistic. A more defensible expectation is meaningful improvement over
six to twelve weeks when shockwave is paired with well-managed loading. Some improve faster. Some require
several months, particularly if deconditioning, excess weekly impact load, or higher body weight continues to
stress the area.

Risks, downsides, and common misconceptions
Shockwave is generally considered low risk when used appropriately, but “low risk” is not “no downside.” It can
be painful, it costs money, and not every patient responds. Bruising and transient soreness can occur.
Occasionally, someone finds the treatment too uncomfortable to continue even at lower settings. Those realities
should be discussed openly.

Another misconception is that a stronger dose always means a better result. In practice, there is a therapeutic
sweet spot. Too little may not be useful, but too much can flare symptoms and undermine rehab adherence. A
clinician who is attentive to irritability, tissue location, and patient feedback usually gets more from the treatment
than one who follows a rigid machine preset.

There is also the issue of over-reliance. I have seen patients bounce from passive treatment to passive treatment
for months, collecting temporary relief but never rebuilding tendon capacity. Tendons do not regain resilience
because a machine was applied to them. They regain resilience because loading is reintroduced intelligently and
consistently.

What to ask before starting treatment
A short, direct conversation before starting can prevent a lot of confusion later. Useful questions include these:

What structure do you think is causing my pain, and why?

Is this insertional tendon pain, mid-portion tendon pain, or something else?

What will I need to change in my exercise or daily activity while having Shockwave Therapy?

How many sessions do you usually recommend before deciding whether it is helping?

What would count as a good response in my case?



These questions quickly reveal whether the plan is grounded in tendon management or built around a device.
The distinction matters. A clinic that cannot explain what you should be doing between sessions is probably not
offering the treatment in its best form.

The role of imaging, surgery, and next steps if it does not work
Imaging can help when the diagnosis is unclear or when symptoms are not improving as expected, but it should
answer a question rather than satisfy curiosity. For insertional Achilles pain, ultrasound or MRI may identify
tendon thickening, calcification, bursitis, partial tearing, or a bony prominence. Those findings can inform
prognosis and help determine whether surgery should even enter the discussion.

Most people do not need surgery. Even quite persistent insertional tendon pain often improves with a
combination of load management, strength progression, footwear changes, and, in selected cases, shockwave.
But if someone has exhausted high-quality conservative care over many months and remains significantly limited,
surgical review can be appropriate. The procedure depends on the pathology, and recovery is not trivial, which is
one reason clinicians try to optimize nonoperative options first.

If shockwave does not help, that does not mean nothing will. It may mean the diagnosis needs rechecking, the
loading plan needs revision, or another contributing factor has been overlooked. Lumbar referral, inflammatory
disease, unrecognized weakness higher up the chain, or simply a training pattern that keeps provoking the tissue
are all possibilities.

What a sensible expectation looks like
The fairest way to view Shockwave Therapy is as a catalyst, not a cure-all. In the right patient, it can reduce pain
enough to allow meaningful rehab progression. That is valuable. It can also shorten a frustrating plateau in
chronic insertional tendon pain, especially when local tenderness and activity-related pain have become
stubborn. But it works best when the rest of the plan is equally thoughtful.

A sensible expectation sounds like this: over several weeks, pain should become less intrusive, function should
improve, and activity tolerance should rise in a way that holds up the next day. You may still feel the tendon for a
while. You may still need to manage hills, jumping volume, or shoe choice. Yet if the tissue becomes steadily less
reactive and more capable, that is real progress.

For patients with insertional tendon pain, the message is encouraging but measured. Shockwave is not hype
when used properly. It is one useful tool among several, and in chronic cases, sometimes a very useful one. The
key is pairing it with the kind of tendon rehab that respects the insertion rather than provoking it. When that
happens, the odds improve, and the path back to normal activity often becomes much clearer.
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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.


