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Extracorporeal shock wave therapy (ESWT) is among the conservative treatments for Achilles tendinopathy. Unfortunately, no
optimal application parameters have been determined that would ensure ESWT effectiveness in this condition. +e aim of the
paper is to use research reports on ESWT in patients with Achilles tendinopathy to help practising physiotherapists establish the
most effective intervention parameters. A search was conducted using the following databases: PubMed, Scopus, EBSCOhost, and
Web of Science. +e papers were checked for relevant content and were included based on the following criteria: full-text article
published in English and including comprehensive description of shock wave application. Twenty-two articles met the inclusion
criteria. Most studies on the effectiveness of ESWT for Achilles tendinopathy included in this narrative review were randomized
controlled trials. Two case-control studies, a case series study, prospective audit, clinical trial protocol, and a pilot study were also
considered.+emajority were prospective studies. Only a few authors presented the findings from retrospective observations.+e
two modalities of shock wave therapy used for Achilles tendinopathy are focused shock waves and radial shock waves. +e
literature contains reports presenting mainly beneficial effects of ESWT in patients with Achilles tendinopathy.

1. Introduction

Järvinen et al. mentioned tendinopathy as being among the
most common clinical diagnoses of Achilles disorders
(55–65%) [1]. In the Netherlands, the incidence of Achilles
tendinopathy is 1.85 per 1,000 Dutch patients registered with
general practitioners [2]. Achilles tendinopathy is frequently
diagnosed in athletes and physical workers whose activity is
associated with major mechanical loading that exceeds the
tendon’s capacity. Men have a higher prevalence of Achilles
tendinopathy compared to premenopausal women, which is
probably due to higher levels of physical activity [3]. Also,
patients with unilateral Achilles tendinopathy are at high
risk of developing contralateral symptoms [4].

Achilles tendinopathy is confirmed by a clinical symp-
tom triad of pain, swelling, and limited function [5]. Achilles
tendon injuries are classified by the anatomical area into
noninsertional and insertional. +e major symptom of
noninsertional tendinopathy is pain located 2 to 6 cm
proximal to the insertion of the tendon into the calcaneus
[6, 7]. Patients suffering from insertional pathology usually
present with lesions in the distal portion of the structure, i.e.,
posterosuperior calcaneal protuberance [8].

+e aetiology of Achilles tendinopathy is associated
with several intrinsic and extrinsic factors. +e intrinsic
factors include impaired blood supply, gastrocnemius-
soleus dysfunction, age, sex, body weight, metabolic dis-
orders, lateral ankle instability, foot joint hypermobility,
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and foot deformities. +e extrinsic factors that might
contribute to Achilles tendinopathy are several sport dis-
ciplines (volleyball, basketball, and running), changes in
training schedules, training errors, past injuries,
inadequate footwear, and unsuitable training surfaces
[1, 5, 9–12]. Repetitive tendon strain (3–8%) promotes
cumulative microtrauma [1]. When the reparative capacity
of the tendon is exceeded, the tendon sheath may become
inflamed, resulting in oedema, pain, and/or tendon de-
generation [1, 9].

Histologically, tendinopathy is characterized by the
absence of inflammatory cells, poor healing, noninflam-
matory intratendinous collagen degeneration, collagen fibre
disorientation and thinning, hypercellularity with high
concentrations of glycosaminoglycans and proteoglycans,
and neovascularization [9, 12, 13].

Pain and oedema within the Achilles tendon as well as
structure stiffness preclude vigorous physical activity,
making the patient seek effective treatments. Initial ther-
apies include conservative interventions, e.g., a variety of
physical modalities (laser therapy, ultrasound, electro-
therapy, and shock waves) and exercises (also eccentric
exercise) [14]. +e authors of a recently published meta-
analysis do not recommend splints and orthoses to patients
with Achilles tendinopathy [15]. If the patient does not
benefit from conservative treatment, he or she is referred to
surgery, which, in the case of insertional tendinopathy,
involves tendon debridement via a medial, midline, or
lateral approach with variable detachment of the tendon
insertion [8]. +ose with noninsertional Achilles tendin-
opathy undergo minimally invasive procedures, e.g., ven-
tral scraping of the tendon or multiple percutaneous
longitudinal tenotomise [16]. +e initial results seem
encouraging.

Extracorporeal shock wave therapy (ESWT) is among
the more conservative treatments for Achilles tendinop-
athy. Unfortunately, no optimal application parameters
have been determined that would ensure ESWT effec-
tiveness in this condition. +e aim of this paper is to
present research reports on the use and efficacy of extra-
corporeal shock wave therapy in patients with Achilles
tendinopathy. We believe this narrative review will help
practising physiotherapists establish the most effective
intervention parameters.

2. Methods

2.1. Data Sources and Searches. +e aim of the present paper
is to describe the research reports, analysing the use and
effectiveness of ESWT in patients with Achilles tendinop-
athy. A search was conducted using the following databases:
PubMed, Scopus, EBSCOhost, and Web of Science (the last
search was on the 12th of February 2019). Keywords in-
cluding “Achilles tendinopathy,” “shock wave therapy,”
“extracorporeal shock wave,” “focused extracorporeal shock
wave,” “radial extracorporeal shock wave therapy,” “Achilles
tendon,” and “treatment” were used in various configura-
tions. Reference lists of all the retrieved articles were
manually checked for additional studies.

2.2. Study Selection. +e papers were checked for relevant
content and were included based on the following criteria:
full-text article published in English, including a compre-
hensive description of the shock wave application. Con-
ference abstracts, proceedings, case reports, systematic
reviews, meta-analyses, and narrative reviews were excluded.
+e results of the study selection procedure are summarized
in a flow diagram (Figure 1).

2.3. Data Extraction and Quality Assessment. +ree authors
selected the studies and extracted their characteristics and
results. All three are practising physiotherapists who apply
extracorporeal shock wave therapy in patients with different
musculoskeletal dysfunctions. +ey are also experienced in
carrying out research and are fluent in English.

Table 1 presents scientific publications extracted from
the Physiotherapy Evidence Database (PEDro) that had been
rated with the PEDro scale.+e PEDro scale (range from 1 to
10 points) is a valid measure of the methodological quality of
randomized clinical trials [24]. On the basis of the PEDro
score, the methodological quality was rated as high (PEDro
score: 7 and more), medium (PEDro score: 4–6), or low
(PEDro score: 3 or below) [25].

3. Results

+e search and databases yielded a total of 143 articles (the
majority were indexed in the Web of Science), of which only
22 met the inclusion criteria (Figure 1).

Most studies on the effectiveness of ESWT for Achilles
tendinopathy included in this narrative review are ran-
domized controlled trials [6, 17–23, 26–28]. Two case-
control studies [7, 29], a case series study [30], prospective
audit [31], clinical trial protocol [32], and a pilot study [33]
were also considered. +e majority were prospective studies
[6, 7, 17, 19–23, 26–30, 32–34]. Only Erroi et al. [35], Furia
[7, 29], and Wei et al. [36] presented the findings from
retrospective observations.

+e methodological quality of scientific publications
extracted from the PEDro database was rated as high
[6, 17, 20–22], or medium [18, 19, 23]. All these studies had a
quality score ranging from 4 to 9 points. +e study by
Rasmussen et al. scored the highest, i.e., 9 of 10 points [21],
while the study by Notarnicola et al. had a sum score of 4
[19].

4. Discussion

+e likelihood of full recovery to physical activity from
chronic symptoms typical of tendinopathy has been esti-
mated at 80% [13]. ESWT is a conservative treatment that
seems to yield promising response rates in patients with
Achilles tendinopathy.

Lee et al. investigated the long-term outcome and factors
affecting the prognosis of ESWT for chronic refractory
Achilles tendinopathy [37]. Immediate treatment success
was associated with an absence of a retrocalcaneal enthe-
sophyte on X-ray, presence of pretreatment abnormal ul-
trasonography echogenicity, shorter mean duration of
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“posttreatment soreness,” and shorter duration of “post-
treatment soreness after first ESWT.” +e only prognostic
factor associated with long-term success was the duration of
“posttreatment soreness after first ESWT.”

Trials with high methodological quality ratings (PEDro
scale) revealed that 4 months after completion of radial
shock wave therapy (2000 pulses, 8Hz, 2.5-3 bars, and 3
sessions), the success rate in patients suffering from non-
insertional Achilles tendinopathy was 52%, while 64% of the
patients with chronic insertional Achilles tendinopathy
confirmed complete recovery or marked improvement [22].
An approach combining eccentric loading and radial shock
wave therapy (2000 pulses, 8Hz, 3 bars, and 3 sessions)
increased the proportion of “completely recovered” or
“much improved” patients to 82% [6]. It should be noted,
however, that other authors did not find any beneficial ef-
fects in the shock wave therapy group compared to the
control [23]. ESWTalso did not prove to be superior to other
therapies, including platelet-rich plasma injections [35],
peritendinous hyaluronan injections [27], high-volume
image-guided injection [34], Cold air and High-Energy
Laser +erapy [19], or endoscopy-assisted radiofrequency
ablation [36]. Rasmussen et al. [21] and Wheeler and Tat-
tersall [34] reported significant improvements following
ESWT procedures performed in patients with chronic
noninsertional Achilles tendinopathy; however, only a few
parameters of the patients’ clinical condition and activity
level were affected.

Contrasting ESWT outcomes seem to result from the
complexity of Achilles tendon dysfunction, differences in
shock wave application, and different methods of therapy
result objectivization. Table 2 shows the intervention
characteristics and major conclusions of studies on the ef-
fectiveness of ESWT for Achilles tendinopathy.

4.1. Achilles Tendon Dysfunction Characteristics. A chronic
Achilles tendinopathy duration of more than three months
was the basic eligibility criterion in the majority of the
studies [21, 30, 31]. A four-month duration was selected as
the eligibility criterion by Costa et al. [23], while others
considered patients who had been suffering for six months
[6, 7, 17, 19, 20, 22, 28, 29, 34–36]. Santamato et al. [33] and
Lynen et al. [27] used shorter eligibility periods, i.e., 4 and 6
weeks, respectively, while several authors did not specify the

duration of Achilles tendinopathy symptoms at all
[26, 32, 38]. Regarding acute tendinopathy, Ciccotti et al.
[41] emphasized that although patients describe the pain as
acute, the degenerative character of the dysfunction indi-
cates that the tendon’s adaptation to tensile overloading has
been impaired long before symptom occurrence.

Timely differentiation between acute or chronic ten-
dinopathy is essential for diagnostic and therapeutic con-
siderations [42]. Taylor et al. believed that the effects of radial
shock wave therapy are better in patients over the age of 60
and with a symptom duration of less than 12 months [31].
Older patients with longer symptom durations are less likely
to benefit from ESWT [22]. Other studies failed to show a
significant correlation between pain severity and functional/
activity impairments [34]. +e likelihood of spontaneous
regeneration in patients with midportion Achilles tendin-
opathy of more than 6-month duration is low [22].

+e ESWT outcome also depends on the location of the
Achilles tendon injury and the presence of other tendon
pathologies. +e studies were carried out among patients
with insertional [19, 20, 26, 28–30, 32, 35, 36, 38] and
noninsertional Achilles tendinopathy [6, 7, 22, 27, 33].
Rasmussen [21] and Vahdatpour [17] did not specify the
type of tendinopathy they had studied. A prospective audit
[31] carried out in a group of 46 patients revealed that radial
shock wave therapy (2500 pulses, 10Hz, 1.5–2.5 bars, and 3
sessions) significantly reduced tendon pain and improved
the performance in patients with both insertional and
noninsertional refractory Achilles tendinopathy over the
two-year period of therapy completion. However, an in-
crease in patients’ satisfaction at all follow-up consultations
(i.e., at 6 and 16 weeks and 2 years of therapy completion)
was only observed in the group with noninsertional ten-
dinopathy [31].

Achilles tendinopathy tends to be associated with
Haglund’s deformity. A retrospective study by Wu et al.
confirmed that the cooccurrence of these two conditions
limited the effectiveness of radial shock wave therapy [38].
Haglund’s deformity was among the exclusion criteria in
several trials [20, 35].

4.2. Methods of ShockWave Application. +e two modalities
of shock wave therapy used for Achilles tendinopathy are
focused shock waves [7, 17, 23, 29, 33, 35] and radial shock

Articles excluded based on title 
and abstract (n = 114)

Articles excluded on the basis 
of eligibility criteria (n = 7)

Included articles (n = 22)

Remaining articles (n = 29)

Results of literature search (n = 143)
PubMed (n = 78); EBSCOhost (n = 65); 

Web of Science (n = 143); Scopus 
(n = 106)

Figure 1: Diagram flow for the study search and selection.

BioMed Research International 3



Ta
bl

e
1:

Sc
ie
nt
ifi
c
pu

bl
ic
at
io
ns

ex
tr
ac
te
d
fr
om

th
e
Ph

ys
io
th
er
ap
y
Ev

id
en
ce

D
at
ab
as
e
(P
ED

ro
)
th
at

ha
d
be
en

ra
te
d
w
ith

th
e
PE

D
ro

sc
al
e.

Re
fe
re
nc
e

El
ig
ib
ili
ty

cr
ite
ri
a

sp
ec
ifi
ed

Su
bj
ec
ts

ra
nd

om
ly

al
lo
ca
te
d
to

gr
ou

ps
A
llo

ca
tio

n
co
nc
ea
le
d

G
ro
up

s
sim

ila
r
at

ba
se
lin

e

Bl
in
di
ng

of
al
ls
ub

je
ct
s

Bl
in
di
ng

of
al
l

th
er
ap
ist
s

Bl
in
di
ng

as
se
ss
or
s

>8
5%

fo
llo

w
-

up

In
te
nt
io
n-

to
-t
re
at

an
al
ys
is

Be
tw
ee
n-
gr
ou

p
st
at
ist
ic
al

co
m
pa
ri
so
n

Po
in
t
an
d

va
ri
ab
ili
ty

m
ea
su
re
s

Sc
or
e∗

Ro
m
pe

et
al
.

[6
]

+
+

+
+

+
+

+
+

+
8

V
ah
da
tp
ou

r
et

al
.[
17
]

+
+

+
+

+
+

+
+

+
8

N
ja
w
ay
a

et
al
.[
18
]

+
+

+
+

+
+

5

N
ot
ar
ni
co
la

et
al
.[
19
]

+
+

+
+

+
4

Ro
m
pe

et
al
.

[2
0]

+
+

+
+

+
+

+
+

+
8

Ra
sm

us
se
n

et
al
.[
21
]

+
+

+
+

+
+

+
+

+
+

9

Ro
m
pe

et
al
.

[2
2]

+
+

+
+

+
+

+
+

+
8

C
os
ta

et
al
.

[2
3]

+
+

+
+

+
-

+
+

6

∗
El
ig
ib
ili
ty

cr
ite
ria

ite
m

is
no

ti
nc
lu
de
d
in

PE
D
ro

sc
or
e
ca
lc
ul
at
io
ns
.

4 BioMed Research International



Ta
bl

e
2:

St
ud

ie
s
on

th
e
eff
ec
tiv

en
es
s
of

ex
tr
ac
or
po

re
al

sh
oc
k
w
av
e
th
er
ap
y
fo
r
A
ch
ill
es

te
nd

in
op

at
hy
.

Re
fe
re
nc
e

Sa
m
pl
e

siz
e

G
ro
up

s
D
ur
at
io
n
of

sy
m
pt
om

s
Ty

pe
of

sh
oc
k

w
av
e
th
er
ap
y

N
um

be
r
of

sh
oc
ks
/

fr
eq
ue
nc
y

En
er
gy

flu
x

de
ns
ity

N
um

be
r
of

se
ss
io
ns

O
ut
co
m
e

m
ea
su
re

Fo
llo

w
-u
p

St
ud

y
co
nc
lu
sio

ns

Ro
m
pe

et
al
.

[6
]

68

I:
ec
ce
nt
ri
c

lo
ad
in
g
tr
ai
ni
ng

II
:e
cc
en
tr
ic

lo
ad
in
g

tr
ai
ni
ng

+
ES

W
T

>6
m
on

th
s

RS
W
T

20
00
;8

H
z

3
ba
rs
;0

.1
m
J/

m
m

2

3
se
ss
io
ns
,

on
ce

a
w
ee
k

V
IS
A
-A

;g
en
er
al

as
se
ss
m
en
tb

y
6-

po
in
tL

ik
er
ts
ca
le
;

11
-p
oi
nt

N
RS

;
an
te
ro
po

st
er
io
r

di
am

et
er

of
A
ch
ill
es

te
nd

on
of

aff
ec
te
d
an
d

un
aff

ec
te
d
le
g

6
an
d
16

w
ee
ks

A
tt
he

4-
m
on

th
fo
llo

w
-u
p,

fo
r
al
l

ou
tc
om

e
m
ea
su
re
s,
th
e

ES
W
T
+
ec
ce
nt
ri
c

lo
ad
in
g
tr
ai
ni
ng

gr
ou

p
sh
ow

ed
sig

ni
fic
an
tly

m
or
e

fa
vo
ra
bl
e
re
su
lts

th
an

th
e
gr
ou

p
I

Fu
ri
a
[7
]

68
I:
ES

W
T

II
:c
on

tr
ol

gr
ou

p
>6

m
on

th
s

FS
W
T

30
00

sh
oc
ks
;

1–
4
H
z

0.
21

m
J/
m
m

2
1
se
ss
io
n

V
A
S;

Ro
le
s
an
d

M
au
ds
le
y
sc
or
e

1,
3,

an
d
12

m
on

th
s

ES
W
T
gr
ou

p
ex
hi
bi
te
d
be
tte

r
th
er
ap
y
ou

tc
om

es
co
m
pa
re
d
to

co
nt
ro
l

pa
rt
ic
ip
an
ts

V
ah
da
tp
ou

r
et

al
.[
17
]

43
I:
ES

W
T

II
:s
ha
m

ES
W
T
>6

m
on

th
s

C
om

bi
na
tio

n
of

RS
W
T
+
FS

W
T

in
on

e
se
ss
io
n

RS
W
T:

30
00
;2

.2
1

H
z

FS
W
T:

15
00
;2
.3
H
z

RS
W
T:

1.
8–

2.
6
m
J/
m
m

2

ES
W
T:

0.
25
–0

.4
m
J/
m
m

2

4
se
ss
io
ns
,

on
ce

a
w
ee
k

A
O
FA

S;
V
A
S

Im
m
ed
ia
te
ly

af
te
r
th
e
en
d
of

tr
ea
tm

en
t,
4
an
d

16
w
ee
ks

M
ea
n
A
O
FA

S
an
d

V
A
S
sc
or
es

di
ffe
re
d

sig
ni
fic
an
tly

be
tw
ee
n
ES

W
T

an
d
sh
am

ES
W
T

gr
ou

ps
at
16

w
ee
ks

of
th
er
ap
y

co
m
pl
et
io
n

M
aff

ul
li
et
al
.

[2
6]

80
I:
ES

W
T

N
ot

kn
ow

n
RS

W
T

50
0
+
25
00

1.
5
+
2.
5
ba
rs

3
se
ss
io
ns
,

on
ce

a
w
ee
k

V
A
S;

V
IS
A
-A

;
Eu

ro
Q
ol
t5

D
3,

6,
12
,a

nd
24

m
on

th
s

Si
gn

ifi
ca
nt

im
pr
ov
em

en
t
of

V
A
S,

EQ
-5
D

m
ob

ili
ty
,E

Q
-5
D

pa
in
/d
isc

om
fo
rt
,

an
d
EQ

-5
D

us
ua
l

ac
tiv

iti
es

sc
or
es

at
3
m
on

th
s
of

th
er
ap
y

co
m
pl
et
io
n.

V
IS
A
-A

im
pr
ov
em

en
t
at

12
m
on

th
s
of

th
er
ap
y

co
m
pl
et
io
n

BioMed Research International 5



Ta
bl

e
2:

C
on

tin
ue
d.

Re
fe
re
nc
e

Sa
m
pl
e

siz
e

G
ro
up

s
D
ur
at
io
n
of

sy
m
pt
om

s
Ty

pe
of

sh
oc
k

w
av
e
th
er
ap
y

N
um

be
r
of

sh
oc
ks
/

fr
eq
ue
nc
y

En
er
gy

flu
x

de
ns
ity

N
um

be
r
of

se
ss
io
ns

O
ut
co
m
e

m
ea
su
re

Fo
llo

w
-u
p

St
ud

y
co
nc
lu
sio

ns

N
ja
w
ay
a

et
al
.[
18
]

31

I:
pa
tie
nt
-g
ui
de
d

ES
W
T

II
:u

ltr
as
ou

nd
gu
id
ed

Eff
ec
t
of

ul
tr
as
ou

nd
ev
al
ua
te
d

ir
re
sp
ec
tiv

e
of

sy
m
pt
om

du
ra
tio

n

RS
W
T

20
00
;1

5
H
z

1.
4–
1.
8
ba
rs

3
to

5
se
ss
io
ns

V
A
S;

V
IS
A
-A

6
w
ee
ks
,3

an
d
6

m
on

th
s

N
o
di
ffe
re
nc
e

be
tw
ee
n
gr
ou

p
I

an
d
II

re
su
lts

in
te
rm

s
of

pa
in

or
fu
nc
tio

n
ou

tc
om

e
at
3
or

6
m
on

th
so

f
fo
llo

w
-u
p

Ly
ne
n
et

al
.

[2
7]

59
I:
hy
al
ur
on

an
in
je
ct
io
ns

II
:E

SW
T

>6
w
ee
ks

N
ot

kn
ow

n
15
00
;4

H
z

N
ot

kn
ow

n
3
se
ss
io
ns
,

on
ce

a
w
ee
k

V
A
S;

V
IS
A
-A

;
C
G
I;
po

w
er

D
op

pl
er

ul
tr
as
on

og
ra
ph

y;
th
e
in
te
ns
ity

of
cl
in
ic
al

pa
ra
m
et
er
s

4
w
ee
ks
,3

an
d
6

m
on

th
s

Tw
o
hy
al
ur
on

an
in
je
ct
io
ns

yi
el
de
d

gr
ea
te
r
tr
ea
tm

en
t

su
cc
es
s
in

A
ch
ill
es

te
nd

in
op

at
hy

th
an

st
an
da
rd

ES
W
T

N
ot
ar
ni
co
la

et
al
.[
19
]

60

I:
C
H
EL

T
th
er
ap
y

(C
ol
d
ai
r
an
d

H
ig
h-
En

er
gy

La
se
r
+

er
ap
y)

II
:E

SW
T

>6
m
on

th
s

N
ot

kn
ow

n
16
00

0.
05
–0

.0
7
m
J/

m
m

2

3
se
ss
io
ns

at
3-

to
4-

da
y

in
te
rv
al
s

V
A
S;

an
kl
e-

hi
nd

fo
ot

sc
al
e;

Ro
le
s
an
d

M
au
ds
le
y
sc
or
e

Im
m
ed
ia
te
ly

af
te
r
th
e
en
d
of

tr
ea
tm

en
t,
2
an
d

6
m
on

th
s

C
om

pa
re
d
to

ES
W
T,

C
H
EL

T
th
er
ap
y
m
or
e

eff
ec
tiv

el
y
re
du

ce
s

pa
in

an
d
im

pr
ov
es

fu
nc
tio

n
in

pa
tie
nt
s
w
ith

in
se
rt
io
na
l

A
ch
ill
es

te
nd

in
op

at
hy

N
ot
ar
ni
co
la

et
al
.[
28
]

64

I:
ES

W
T
+
di
et
ar
y

su
pp

le
m
en
ts

II
:

ES
W
T
+
pl
ac
eb
o

(c
on

tr
ol

gr
ou

p)

>6
m
on

th
s

N
ot

kn
ow

n
16
00

0.
05
–0

.0
7
m
J/

m
m

2

A
t3

-
to

4-
da
y

in
te
rv
al
s

V
A
S;

an
kl
e-

hi
nd

fo
ot

sc
al
e;

Ro
le
s
an
d

M
au
ds
le
y
sc
or
e;

ox
im

et
ry

2
an
d
6
m
on

th
s

Pa
tie
nt
s
w
ith

in
se
rt
io
na
l

A
ch
ill
es

te
nd

in
op

at
hy

sh
ow

ed
gr
ea
te
r

im
pr
ov
em

en
ti
n

cl
in
ic
al

an
d

fu
nc
tio

na
l

co
nd

iti
on

as
w
el
l

as
re
du

ce
d
te
nd

on
pe
rf
us
io
n

fo
llo

w
in
g
a

co
m
bi
na
tio

n
of

ES
W
T
di
et
ar
y

su
pp

le
m
en
ts

co
m
pa
re
d
to

ES
W
T
al
on

e

6 BioMed Research International



Ta
bl

e
2:

C
on

tin
ue
d.

Re
fe
re
nc
e

Sa
m
pl
e

siz
e

G
ro
up

s
D
ur
at
io
n
of

sy
m
pt
om

s
Ty

pe
of

sh
oc
k

w
av
e
th
er
ap
y

N
um

be
r
of

sh
oc
ks
/

fr
eq
ue
nc
y

En
er
gy

flu
x

de
ns
ity

N
um

be
r
of

se
ss
io
ns

O
ut
co
m
e

m
ea
su
re

Fo
llo

w
-u
p

St
ud

y
co
nc
lu
sio

ns

Ro
m
pe

et
al
.

[2
0]

50
I:
ec
ce
nt
ri
c

lo
ad
in
g
tr
ai
ni
ng

II
:E

SW
T

O
ve
r
6
m
on

th
s

RS
W
T

20
00
;8

H
z

2.
5
ba
rs
;0

.1
2
m
J/

m
m

2

3
se
ss
io
ns
,

on
ce

a
w
ee
k

V
IS
A
-A

;g
en
er
al

as
se
ss
m
en
tb

y
6-

po
in
tL

ik
er
ts
ca
le
;

11
-p
oi
nt

nu
m
er
ic

ra
tin

g
sc
al
e

(N
RS

);
pa
in

th
re
sh
ol
d;

te
nd

er
ne
ss
at

3
kg

as
se
ss
ed

on
aN

RS
fr
om

0
to

10

6
an
d
16

w
ee
ks

Fo
r
al
lo

ut
co
m
e

m
ea
su
re
s,
th
e

ES
W
T
gr
ou

p
sh
ow

ed
sig

ni
fic
an
tly

m
or
e

fa
vo
ra
bl
e
re
su
lts

th
an

gr
ou

p
I
w
ith

ec
ce
nt
ri
c
lo
ad
in
g

on
ly

Ra
sm

us
se
n

et
al
.[
21
]

48
I:
ES

W
T

II
:s
ha
m

ES
W
T
>3

m
on

th
s

RS
W
T

ES
W
T:

20
00
;5

0
H
z

Sh
am

ES
W
T:

20
00
;5

0
H
z

ES
W
T:

0.
12
–0

.5
1
m
J/

m
m

2

Sh
am

ES
W
T:

0
m
J/
m
m

2

4
se
ss
io
ns
,

on
ce

a
w
ee
k

A
O
FA

S
sc
or
e;

V
A
S

4,
8,

an
d
12

w
ee
ks

ES
W
T
re
su
lte
d
in

fu
nc
tio

na
l

im
pr
ov
em

en
tb

ut
di
d
no

th
av
e
a

cl
ea
r
im

pa
ct

on
pa
in

se
ve
ri
ty

Ro
m
pe

et
al
.

[2
2]

75

I:
ec
ce
nt
ri
c

lo
ad
in
g
tr
ai
ni
ng

II
:l
ow

-e
ne
rg
y

ES
W
T

II
I:
w
ai
t-
an
d-
se
e

po
lic
y

>6
m
on

th
s

RS
W
T

20
00
;8

H
z

3
ba
rs
;0

.1
m
J/

m
m

2

3
se
ss
io
ns
,

on
ce

a
w
ee
k

V
IS
A
-A

;g
en
er
al

as
se
ss
m
en
tb

y
6-

po
in
tL

ik
er
ts
ca
le
;

11
-p
oi
nt

nu
m
er
ic

ra
tin

g
sc
al
e

(N
RS

);
pa
in

th
re
sh
ol
d;

te
nd

er
ne
ss
;

an
te
ro
po

st
er
io
r

di
am

et
er

of
A
ch
ill
es

te
nd

on
of

aff
ec
te
d
an
d

un
aff

ec
te
d
le
g

6
an
d
16

w
ee
ks

Fo
r
al
lo

ut
co
m
e

m
ea
su
re
s,
gr
ou

p
I

(e
cc
en
tr
ic
lo
ad
in
g)

an
d
II

(E
SW

T)
sh
ow

ed
sig

ni
fic
an
tly

be
tte

r
re
su
lts

th
an

gr
ou

p
II
I
(w

ai
t-
an
d-
se
e

po
lic
y)

C
os
ta

et
al
.

[2
3]

49
I:
ES

W
T

II
:p

la
ce
bo

>4
m
on

th
s

FS
W
T

15
00
;n

ot
kn

ow
n

M
ax

0.
2
m
J/
m
m

2
3
se
ss
io
ns
,

on
ce

a
m
on

th

V
A
S;

ra
ng

es
of

m
ot
io
n
at

th
e

an
kl
e
jo
in
t;
ca
lf

di
am

et
er
;t
en
do

n
di
am

et
er
;s
in
gl
e-

le
g
he
el

ri
se
;

sin
gl
e-
le
g
tip

to
e

ju
m
p;

FI
L;

Eu
ro
Q
ol

ge
ne
ra
liz
ed

he
al
th

st
at
us

qu
es
tio

nn
ai
re

3
m
on

th
s,
1
ye
ar

+
er
e
w
as

no
di
ffe
re
nc
e
be
tw
ee
n

th
e
gr
ou

ps
in

pa
in

re
lie
f,
ra
ng

e
of

m
ot
io
n
at

th
e

an
kl
e
or

di
ffe
re
nc
es

in
th
e

FI
L
or

EQ
ol
sc
or
es

BioMed Research International 7



Ta
bl

e
2:

C
on

tin
ue
d.

Re
fe
re
nc
e

Sa
m
pl
e

siz
e

G
ro
up

s
D
ur
at
io
n
of

sy
m
pt
om

s
Ty

pe
of

sh
oc
k

w
av
e
th
er
ap
y

N
um

be
r
of

sh
oc
ks
/

fr
eq
ue
nc
y

En
er
gy

flu
x

de
ns
ity

N
um

be
r
of

se
ss
io
ns

O
ut
co
m
e

m
ea
su
re

Fo
llo

w
-u
p

St
ud

y
co
nc
lu
sio

ns

Fu
ri
a
[2
9]

68

I:
ES

W
T

Ia
:l
oc
al

an
ae
st
he
sia

fie
ld

bl
oc
k

Ib
:n

on
lo
ca
l

an
ae
st
he
sia

II
:c
on

tr
ol

gr
ou

p

>6
m
on

th
s

FS
W
T

30
00

sh
oc
ks
;

1–
4
H
z

0.
21

m
J/
m
m

2
1
se
ss
io
n

V
A
S;

Ro
le
s
an
d

M
au
ds
le
y
sc
or
e

1,
3,

an
d
12

m
on

th
s

ES
W
T
pr
ov
ed

an
eff
ec
tiv

e
tr
ea
tm

en
t

fo
r
ch
ro
ni
c

in
se
rt
io
na
l

A
ch
ill
es

te
nd

in
op

at
hy
.

Lo
ca
lfi

el
d
bl
oc
k

an
ae
st
he
sia

m
ay

de
cr
ea
se

th
e

eff
ec
tiv

en
es
s
of

th
is
pr
oc
ed
ur
e

Pa
vo
ne

et
al
.

[3
0]

40
I:

ES
W
T
+
ec
ce
nt
ri
c

ex
er
ci
se
s

>3
m
on

th
s

RS
W
T

80
0;

4
H
z

14
ke
V

4
se
ss
io
ns
,

w
ith

a
2-

w
ee
k

in
te
rv
al

V
A
S;

A
O
FA

S
hi
nd

fo
ot

sc
or
e

2,
6,

an
d
12

m
on

th
s

ES
W
T
co
m
bi
ne
d

w
ith

ec
ce
nt
ri
c

ex
er
ci
se
s
pr
ov
ed

eff
ec
tiv

e
in

pa
tie
nt
s
w
ith

ch
ro
ni
c

in
se
rt
io
na
l

A
ch
ill
es

te
nd

in
op

at
hy

Ta
yl
or

et
al
.

[3
1]

46

I:
in
se
rt
io
na
l

A
ch
ill
es

te
nd

in
op

at
hy

II
:n

on
in
se
rt
io
na
l

A
ch
ill
es

te
nd

in
op

at
hy

>3
m
on

th
s

RS
W
T

25
00
;1

0
H
z

1.
5
ba
rs
–2

.5
ba
rs

3
se
ss
io
ns
,

on
ce

a
w
ee
k

V
A
S
at

re
st

an
d

on
ac
tiv

ity
;V

IS
A
-

A
;L

ik
er
t

sa
tis
fa
ct
io
n
sc
or
e

6
an
d
16

w
ee
ks
,2

ye
ar
s

ES
W
T
ap
pe
ar
ed

to
be

be
ne
fic
ia
li
n
th
e

lo
ng

-t
er
m

im
pr
ov
em

en
t
of

pa
in

an
d

fu
nc
tio

na
l

ou
tc
om

e
in

pa
tie
nt
s
w
ith

re
fr
ac
to
ry

in
se
rt
io
na
la

nd
no

ni
ns
er
tio

na
l

A
ch
ill
es

te
nd

in
op

at
hy

M
an
su
re

ta
l.

[3
2]

19
I:

ES
W
T
+
ec
ce
nt
ri
c

ex
er
ci
se
s

N
ot

kn
ow

n
RS

W
T

20
00
–3

00
0;

7–
10

H
z

1.
5–

2.
5
ba
rs

2
se
ss
io
ns
,

on
ce

ev
er
y

tw
o
w
ee
ks

V
A
S;

V
IS
A
-A

;
A
O
FA

S;
al
go
m
et
ry

24
w
ee
ks

Ec
ce
nt
ri
c
ex
er
ci
se
s

co
m
bi
ne
d
w
ith

ES
W
T

sig
ni
fic
an
tly

im
pr
ov
ed

pa
tie
nt
s’

sy
m
pt
om

s

8 BioMed Research International



Ta
bl

e
2:

C
on

tin
ue
d.

Re
fe
re
nc
e

Sa
m
pl
e

siz
e

G
ro
up

s
D
ur
at
io
n
of

sy
m
pt
om

s
Ty

pe
of

sh
oc
k

w
av
e
th
er
ap
y

N
um

be
r
of

sh
oc
ks
/

fr
eq
ue
nc
y

En
er
gy

flu
x

de
ns
ity

N
um

be
r
of

se
ss
io
ns

O
ut
co
m
e

m
ea
su
re

Fo
llo

w
-u
p

St
ud

y
co
nc
lu
sio

ns

Sa
nt
am

at
o

et
al
.[
33
]

12
I:
ES

W
T

>4
w
ee
ks

FS
W
T

16
00
;4

H
z

0.
12

m
J/
m
m

2
5
se
ss
io
ns
,

on
ce

a
w
ee
k

V
A
S;

V
IS
A
-A

;
ra
ng

e
of

m
ot
io
n

ac
tiv

e
do

rs
ifl
ex
io
n
an
d

pl
an
ta
r
fle
xi
on

an
kl
e;
Ro

le
s
an
d

M
au
ds
le
y
sc
or
e

1
an
d
3
m
on

th
s

ES
W
T

sig
ni
fic
an
tly

im
pr
ov
ed

cl
in
ic
al

co
nd

iti
on

bu
t
di
d

no
tc

au
se

ne
ov
as
cu
la
ri
za
tio

n

W
he
el
er

an
d

Ta
tte

rs
al
l

[3
4]

63

I:
ES

W
T

II
:h

ig
h-
vo
lu
m
e

im
ag
e-
gu
id
ed

in
je
ct
io
n

N
ot

kn
ow

n
N
ot

kn
ow

n
20
00
;1

0
H
z

2.
1
±
0.
3–

2.
9
±
0.
4

3
se
ss
io
ns
,

on
ce

a
w
ee
k

V
A
S;

V
IS
A
-A

;
M
O
X
FQ

6
w
ee
ks
,3

an
d
6

m
on

th
s

St
at
ist
ic
al
ly

sig
ni
fic
an
t

im
pr
ov
em

en
ti
n

gr
ou

ps
Ia
nd

II
.N

o
sig

ni
fic
an
t

in
te
rg
ro
up

di
ffe
re
nc
es

Er
ro
ie

ta
l.

[3
5]

45
I:
ES

W
T

II
:p

la
te
le
t-
ri
ch

pl
as
m
a

>6
m
on

th
s

FS
W
T

24
00
;n

ot
kn

ow
n

0.
17
–0

.2
5
m
J/

m
m

2

3
se
ss
io
ns
,

on
ce

a
w
ee
k

V
IS
A
-A

;V
A
S;

Ro
le
s
an
d

M
au
ds
le
y
sc
or
e

Im
m
ed
ia
te
ly

af
te
r
th
e
en
d
of

tr
ea
tm

en
t,
2,

4,
an
d
6
m
on

th
s

Bo
th

th
er
ap
eu
tic

m
od

al
iti
es

ar
e
sa
fe

an
d
eff
ec
tiv

e

W
ei

et
al
.

[3
6]

78

I:
en
do

sc
op

y-
as
sis

te
d

ra
di
of
re
qu

en
cy

ab
la
tio

n
II
:E

SW
T

II
I:
ec
ce
nt
ri
c

ex
er
ci
se
s

>6
m
on

th
s

N
ot

kn
ow

n
20
00
;1

0
H
z

0.
12

m
J/
m
m

2
3
se
ss
io
ns
,

on
ce

a
w
ee
k

A
O
FA

S;
V
A
S;

V
IS
A
-A

6,
12
,a

nd
18

m
on

th
s

En
do

sc
op

y-
as
sis

te
d

ra
di
of
re
qu

en
cy

ab
la
tio

n
yi
el
de
d

be
tte

r
ou

tc
om

e
th
an

ES
W
T

W
u
et

al
.

[3
8]

67

I:
w
ith

H
ag
lu
nd

’s
de
fo
rm

ity
II
:w

ith
ou

t
H
ag
lu
nd

’s
de
fo
rm

ity

N
ot

kn
ow

n
RS

W
T

20
00
;8

H
z

0.
12

m
J/
m
m

2
5
se
ss
io
ns
,

on
ce

a
w
ee
k

V
IS
A
-A

sc
or
e;
6-

po
in
t
Li
ke
rt

sc
al
e

H
ag
lu
nd

’s
de
fo
rm

ity
ad
ve
rs
el
y
aff

ec
te
d

ES
W
T
ou

tc
om

e

C
ar
ul
li
et

al
.

[4
0]

10
2

I:
ES

W
T

>3
m
on

th
s

N
ot

kn
ow

n
24
00

0.
08
–0

.3
3
m
J/

m
m

2

3
se
ss
io
ns
,

on
ce

a
m
on

th
N
RS

;A
O
FA

S
1,

6,
an
d
12

m
on

th
s

ES
W
T
re
du

ce
s

pa
in

an
d
im

pr
ov
es

fu
nc
tio

n
in

pa
tie
nt
s
w
ith

ch
ro
ni
c
A
ch
ill
es

te
nd

in
op

at
hy

ES
W
T,

ex
tr
ac
or
po

re
al

sh
oc
k
w
av
e
th
er
ap
y;

FS
W
T,

fo
cu
se
d
sh
oc
k
w
av
e
th
er
ap
y;

RS
W
T,

ra
di
al

sh
oc
k
w
av
e
th
er
ap
y;

V
A
S,

V
isu

al
A
na
lo
g
Sc
al
e;

V
IS
A
-A

,V
ic
to
ri
an

In
st
itu

te
of

Sp
or
t
A
ss
es
sm

en
t-
A
ch
ill
es

qu
es
tio

nn
ai
re
;A

O
FA

S,
A
m
er
ic
an

O
rt
ho

pa
ed
ic
Fo

ot
an
d
A
nk

le
So
ci
et
y
sc
or
e;
N
RS

,n
um

er
ic
ra
tin

g
sc
al
e;
FI
L,

Fu
nc
tio

na
lI
nd

ex
of

Lo
w
er

Li
m
b
A
ct
iv
ity

;C
G
I,
C
lin

ic
al
G
lo
ba
lI
m
pr
es
sio

n;
M
O
X
FQ

,M
an
ch
es
te
r-

O
xf
or
d
Fo

ot
Q
ue
st
io
nn

ai
re
.

BioMed Research International 9



waves [6, 17, 18, 20, 22, 30–32, 38]. +e volume of tissue
affected is different for each of these modalities. Most lesions
treated with focused shock waves need accurate pretreat-
ment identification using ultrasound. Maximal energy is
delivered into a focused point at a predetermined tissue
depth. In radial shock wave therapy, the energy is dissipated
over a large area. +e type of transmitter applied to the skin
and the way pressure waves penetrate the tissue cause the
maximal flux energy to be reached at the skin surface, not at
a selected depth [43]. Njawaya et al. studied the effect of
ESWT in patients suffering from calcific Achilles tendin-
opathy [18]. +e application of 2000 pulses (15Hz, with an
energy increase from 1.4 to 1.8 bars, and sessions 3 through
5) was equally beneficial in patients with and without ul-
trasound navigation of the shock wave [18].

+e search of the science databases did not yield any
articles comparing the effects of radial and focused shock
wave therapies on Achilles tendinopathy.

Vahdatpour et al. evaluated the effectiveness of a
combination (radial plus focused) shock wave therapy [17].
Patients with chronic Achilles tendinopathy received four
ESWTsessions (RSWT: 3000, 2.21Hz, and 1.8–2.6mJ/mm2;
FSWT: 1500, 2.3Hz, and 0.25–0.4mJ/mm2) and, addition-
ally, a 4-week physical-supportive treatment. Posttherapy
American Orthopaedic Foot and Ankle Society and Visual
Analog Scale scores were significantly improved compared
to the sham ESWT group.

While treating Achilles tendinopathy, most researchers
used 3 sessions of ESWT [6, 18–20, 22, 26, 28, 31] with a one-
week break in between [6, 20, 22, 26, 31]. +ere were also
shorter breaks of 3 to 4 days [19, 28] or longer 2-week breaks
[30, 32]. +e number of pulses per session ranged from 800
to 3000 [6, 18, 20, 22, 26, 30–32, 38]; the pulse frequency was
4 to 50Hz [6, 18, 20–22, 30–32, 38]. Focused shock waves
were applied once [7, 29], three [23, 35] or five times [33],
once a week [33, 35], or once a month [23]. +e number of
pulses was 1500 to 3000 [7, 23, 29, 33, 35]. However, only
Santamato et al. [33] and Furia [7, 29] specified the pulse
frequency, which was 1–4Hz.

For neuromuscular dysfunction, the effect of shock wave
therapy tends to be dose-dependent and causes symptom
improvement over time [44]. +e intensity of radial shock
waves applied for Achilles tendinopathy was 1.4–3 bars
[6, 18, 20, 22, 26, 31, 32], whereas in the case of focused shock
wave therapy, the energy flux density was 0.12–0.4mJ/mm2

[7, 17, 23, 29, 33, 35].
Low-energy extracorporeal shock wave therapy is usually

quite well tolerated. Since discomfort experienced during
impulse application is rather mild, there is no need for
anaesthesia, and the treatments can be repeated. High-en-
ergy ESWT tends to be more painful and therefore requires
local analgesics. However, pain assessment at 12 months
after a single application of high-energy extracorporeal
shock wave therapy for insertional Achilles tendinopathy
(3000 pulses and total energy flux density of 604mJ/mm2)
revealed that the pain-alleviating effects of this procedure
were significantly better in the patients who received non-
local anaesthesia compared to those who had been treated
using a local anaesthesia field block [29].

Taylor et al. emphasized the risks of high-dose ESWT
and therefore did not use it in patients with refractory
Achilles tendinopathy [31]. Chao et al. demonstrated that a
low-energy level with a low number of impulses (0.36mJ/
mm2 with 50 and 100 impulses) had positive stimulatory
effects, while a high-energy level and high number of im-
pulses (0.68mJ/mm2 with 250 and 500 impulses) had sig-
nificant inhibitory effects [45].

A considerable majority of researchers did not observe
any significant adverse effects during or after extracorporeal
shock wave application. Several authors reported transient
posttherapy skin reddening but no bruising [6, 20, 22,
31, 35, 38]. Some patients only mentioned mild to moderate
discomfort [31]. Costa et al. reported Achilles tendon
rupture within two weeks of the first shock wave therapy
session [23]. Although they did not consider this to be an
adverse effect of focused shock waves, they strongly sug-
gested carrying out meticulous diagnostic tests prior to
ESWT application, especially in patients over the age of 60
years [23].

Shock wave treatment can be combined with other
therapies. Several authors suggested that a combination of
ESWT and eccentric exercises was an effective treatment
for insertional Achilles tendinopathy [6, 30, 32]. +e trial by
Rompe et al., which scored high on the PEDro scale (Ta-
ble 1), compared the effectiveness of two management
strategies for midportion Achilles tendinopathy [6]. At the
4-month follow-up, eccentric loading alone was less effective
with respect to pain alleviation and function improvement
than a combination of eccentric loading and repetitive
ESWT. +e authors emphasized that 82% of the combined
regimen group reported complete recovery or significant
improvement.

Notarnicola et al. showed greater improvement in clinical
and functional conditions as well as reduced tendon perfusion
following a combination of ESWT with daily dietary sup-
plementation (arginine-L-alpha-ketoglutarate and hydrolysed
collagen type I) compared to ESWT alone [28].

4.3. Evaluation of �erapy Outcomes. +e majority of re-
searchers used subjective methods to evaluate ESWT out-
comes in patients with Achilles tendinopathy [6, 7, 17–23,
26, 27, 29–31, 33–35, 38].

+e most frequently used subjective measures was the
Visual Analog Scale (VAS) for pain [7, 17–19, 21, 23,
26, 27, 29–36] and the Victorian Institute of Sport Assess-
ment-Achilles questionnaire (VISA-A) [6, 18, 20, 22, 26,
27, 32–36, 38]. +e VISA-A questionnaire is a valid and
reliable index of the clinical severity of Achilles tendinop-
athy. It should be noted that the questionnaire is not a
diagnostic tool, and cooccurrence of other conditions that
might affect the lower limb function reduces the VISA-A
scores [39].

Other instruments measuring treatment outcomes, such
as the American Orthopaedic Foot and Ankle Society
(AOFAS) score [17, 21, 30, 32, 36, 40], Roles and Maudsley
score [7, 19, 29, 33, 35], and 6-point Likert satisfaction score
[6, 20, 22, 31, 38], have also been used.
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Objective measurements were also employed, including
ultrasound examination of the anteroposterior diameter of
the Achilles tendon [6, 22], power Doppler ultrasonography
to evaluate the vascularization of the affected Achilles tendons
[27, 33], oximetry [28], and digital pressure algometry [32].

Cheng et al. investigated the utility of ultrasonography
for the assessment of ESWT effectiveness in patients with
insertional Achilles tendinopathy [46]. Ultrasound imaging
facilitated the evaluation of changes in the thickness and
crosssectional area of the Achilles tendon, size of calcific
plaques, tendon structure, and neovascularization. Never-
theless, the authors concluded that the outcome of ESWT in
insertional Achilles tendinopathy cannot be predicted by the
variables observed by ultrasonography [46].

Literature reviews clearly illustrate the need for clinical
trials in which the outcomes of ESWT for Achilles ten-
dinopathy will be objectively measured. +e accuracy and
reliability of such objective measurements should also be
determined.

4.4. Mechanisms of Shock Wave Action. +e mechanisms of
ESWTaction on human tendinous tissue seem complex and
remain to be fully elucidated [47].

Waugh et al. proposed a hypothesis that shock waves
might promote proinflammatory and catabolic processes
associated with the removal of damaged matrix constituents
[48]. Repair processes promoted by extracorporeal shock
waves have been attributed to tenocyte proliferation and
collagen synthesis [45, 49]. It has also been speculated that
shock waves might reactivate the healing process through
microdisruption of avascular or minimally vascularized
tissues [50], resulting in neovascularization, improved blood
supply, and stimulation of tissue regeneration [51].

Numerous researchers have observed pain relief by
extracorporeal shock wave application [6, 17, 19, 22, 26,
33, 35, 40]. Shock wave-related pain relief has been attrib-
uted to a decrease in substance P release from the treated
area [52], selected loss of unmyelinated nerve fibres at the
sites of shock wave application [53], activation of the se-
rotonergic system [54], or pain suppression system at the
level of the spinal cord [55].

Optimization of collagen synthesis, maturation, and
strength progressively increases tendon tensile strength and
hence recovery [13]. Collagen neosynthesis [13] and neo-
vascularization [44] within the affected tendon seem to
account for the gradual and long-term benefits of shock
wave therapy in tendinopathy.

It should be noted that ESWT effectiveness was not
assessed immediately after the completion of extracorporeal
shock wave therapy but several weeks or months later.
Rompe et al. suggested that collagen turnover and remod-
elling needed time, and hence the main follow-up should be
carried out no sooner than 4 months from baseline [22].
Shock wave therapy does not induce rapid symptom im-
provement; rather, it initiates reparative processes within
injured tissues [56]. Patients with Achilles tendinopathy
experienced gradual pain relief and functional capacity
improvement [7, 19, 26, 27, 29, 35, 40].

5. Conclusions

+e complexity of the biological response to shock waves,
the high diversity of application methodologies, and the lack
of objective measurements all prevent ESWT effectiveness
for Achilles tendinopathy from being fully determined.
+ere are knowledge gaps yet to be researched, and the
results of experimental studies remain contradictory. Our
literature review shows that irrespective of the ultimate
outcomes, shock wave therapy is a safe, well-tolerated
treatment modality.

Nevertheless, there is a need for further multidirectional
and multicentre, randomized controlled studies on the ef-
fectiveness of shock waves for Achilles tendinopathy that
should fulfil the criteria for evidence-based medicine.
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