
Shockwave Therapy is one of those treatments that attracts a lot of interest for a simple reason: when it is used
for the right person, in the right area, at the right stage of healing, it can move a stubborn problem forward
without surgery or a long medication plan. The flip side is just as important. It is not a cure-all, and it is not
automatically the best choice for every tendon ache, heel pain, or athletic injury.

That is where patient selection matters. In practice, the question is rarely just, “Does this treatment work?” The
better question is, “Does this treatment fit this patient’s diagnosis, timeline, tissue quality, goals, and tolerance for
recovery?” Those details often determine whether someone feels real progress after a short series of sessions or
walks away disappointed because the problem was never a good match in the first place.

Shockwave Therapy is most commonly used for chronic musculoskeletal conditions, especially those involving
tendons, fascia, and areas where healing has stalled. It is frequently discussed for plantar fasciitis, Achilles
tendinopathy, patellar tendinopathy, tennis elbow, calcific shoulder pain, and certain myofascial trigger points.
Some clinics also use it in men’s health and wound care settings, but candidacy depends heavily on the condition
being treated, the device being used, and the training of the clinician delivering it.

A good candidate is not simply someone in pain. A good candidate is someone whose condition matches what
shockwave can reasonably address.

What Shockwave Therapy actually does
Despite the dramatic name, Shockwave Therapy does not mean an electric shock. In musculoskeletal care, it
refers to acoustic waves delivered into tissue. The goal is usually to stimulate a healing response, influence pain
signaling, and improve tissue remodeling in areas that have become chronically irritated or degenerative.

That distinction matters because many people imagine it as a treatment for inflammation in the classic sense. Yet
a large share of patients seeking shockwave do not have a hot, swollen, newly injured tissue. They have a tendon
or fascia that has been painful for months, sometimes longer, and has stopped progressing despite stretching,
rest, inserts, braces, massage, or a round of anti-inflammatory medication. In those cases, the tissue often
behaves less like an acute injury and more like a chronic overload problem with poor healing.

This is why timing is central to candidacy. Someone with a fresh strain from last weekend may not be the best fit.
Someone with six months of morning heel pain that flares with the first steps out of bed, despite trying
supportive shoes and activity changes, may be much closer to the typical profile.



There are different forms of shockwave, usually described as focused and radial. Patients do not need to
memorize the physics, but they should know that the device type, energy level, and treatment plan can affect
both comfort and outcomes. One clinic’s approach may not be identical to another’s, even when both use the
same umbrella term.

The strongest candidates tend to share a few patterns
Across orthopedic and sports medicine settings, the best candidates often have chronic, localized pain linked to a
diagnosis that has already been reasonably evaluated. They can usually point to a very specific spot. Pressing that
area reproduces symptoms. Loading the tissue, such as pushing off through the foot, gripping, jumping, or
climbing stairs, tends to provoke the pain in a predictable way.

The pattern often includes duration. A patient who has had symptoms for three weeks is not the same as a
patient who has had them for eight months. Shockwave is commonly considered when the problem has become
persistent and has not fully responded to sensible conservative care.

It also helps when the treatment target is something shockwave is known to be used for. Plantar fasciitis is a
classic example. Many people with heel pain improve with footwear changes, calf work, activity modification, and
time. But there is a subgroup whose pain lingers despite doing many things right. Those patients often ask about
injections or surgery because they are tired of negotiating every morning around pain. In that group, Shockwave
Therapy may be a reasonable next step before moving toward more invasive options.

The same logic applies to insertional or mid-portion Achilles tendinopathy, tennis elbow, jumper’s knee, and
certain calcific shoulder conditions. These are not minor annoyances for many patients. They affect work, training,
sleep, and mood. A recreational runner may cut mileage in half. A nurse may finish a shift limping. A carpenter
with elbow tendinopathy may avoid simple gripping tasks for weeks. When the pain keeps returning because the
tissue has not truly adapted, shockwave can become part of a larger plan aimed at changing the trajectory.

Chronic tendon and fascia pain is often the sweet spot
If there is one broad category where candidacy is strongest, it is chronic tendon and fascia disorders. Tendons are
notorious for recovering slowly. They have relatively limited blood supply compared with muscle, and they do not
always bounce back simply because a person rests for a week or two. In fact, some patients rest extensively, feel
temporary relief, then flare again as soon as activity resumes.

This is especially common in people who load one area repeatedly. Runners, court sport athletes, warehouse
workers, hairstylists, mechanics, and anyone who spends long hours on their feet can fall into this cycle. They are
not necessarily reckless with training or work habits. Often, life itself keeps reloading the same tissue.

A strong candidate in this category usually has a diagnosis that makes sense mechanically. Heel pain should
actually fit plantar fasciitis or a related plantar fascial disorder. Elbow pain should be consistent with lateral
epicondylopathy rather than referred neck pain. Achilles pain should be clearly distinguished from a partial tear,
bursitis, or an inflammatory condition. Shockwave works best when the target is clear.

Patients also do better when they understand that treatment is not passive magic. A tendon that has been
overloaded for months typically needs load management, sometimes a progressive strengthening program, and
realistic expectations around symptom change. In practice, the people most satisfied with shockwave are often
those who treat it as one tool in a broader plan, not a stand-alone rescue.

When plantar fasciitis patients are good candidates



Heel pain deserves special mention because it is one of the most common reasons people ask about Shockwave
Therapy. The classic candidate is someone with pain near the bottom of the heel, often worse with the first few
steps in the morning or after sitting, and aggravated by prolonged standing or walking. Many have already tried
better shoes, over-the-counter orthotics, calf stretching, and some degree of rest.

What makes someone a better candidate is not just symptom location, but symptom behavior and duration. If
the pain has been present for several months and has resisted a thoughtful conservative program, shockwave
enters shock wave therapy the conversation more naturally. It is particularly relevant when the person wants to
avoid repeated steroid injections or is not ready to discuss surgery.

In clinical life, these patients are often frustrated because the problem seems small to outsiders. It is only “heel
pain.” Yet it can become surprisingly disruptive. Teachers pace on hard floors all day. Service workers rarely sit.
Parents of young children carry extra load before the workday even starts. By the time they seek shockwave, they
are often tired of waking up and negotiating with their own foot before breakfast.

For the right plantar fasciitis patient, shockwave is appealing because it is non-surgical and usually does not
require the downtime associated with invasive procedures. That said, improvement can be gradual. It is not
unusual for symptoms to change over a period of weeks rather than overnight.

Athletes and active adults can be excellent candidates, with one caveat
Athletes often do well with Shockwave Therapy because their pain is easier to classify. Their symptoms are
commonly linked to a clear loading pattern, a repeatable movement, and a known training history. A volleyball
player with jumper’s knee, a runner with Achilles tendinopathy, or a tennis player with elbow pain can often
describe exactly when the problem began and what aggravates it.

That kind of clarity helps. Treatment is more effective when the diagnosis is more precise.

The caveat is that active patients are also the most likely to sabotage progress by returning to full load too
quickly. This is not a character flaw. Competitive people push. They test. They feel 20 percent better and assume
they are ready for 100 percent of their usual volume. Tendons do not negotiate that way.

A good athletic candidate is therefore someone who can tolerate a short-term modification of training while the
tissue calms and remodels. In many cases, complete shutdown is not necessary. Smart load adjustment is. That
may mean reducing sprint volume, limiting jumping, changing surfaces, avoiding hill work, or temporarily
modifying gym lifts. The patients who understand this tend to get far more out of shockwave than those who
expect treatment to neutralize poor loading decisions.

Who may not be a good candidate
Not every painful structure should be treated with shockwave, and not every patient should receive it even if the
diagnosis seems close. There are clear situations where caution or avoidance is appropriate.

People with a very recent acute injury, especially if a tear, fracture, or significant tissue disruption has not
been ruled out.

Patients with pain that is poorly localized, radiating, numb, burning, or more consistent with nerve-related
symptoms than tendon or fascial pain.

Anyone with a condition or medication issue that raises bleeding risk, if the clinician believes treatment
would be unsafe in that context.

Patients with a known tumor, active infection, or other serious pathology in the treatment area.
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People expecting a one-session cure without any willingness to modify load or follow a rehab plan.

This list is not exhaustive, and exact contraindications vary with device type, treatment site, and medical history.
Pregnancy, implanted devices, clotting concerns, and use near certain anatomical areas may also matter. That is
why a proper screening visit is more than paperwork. It is a safety step.

There is also a practical category of poor candidates that deserves honesty: patients with the wrong diagnosis. I
have seen heel pain that turned out to be nerve entrapment, “tennis elbow” that was really coming from the
neck, and stubborn calf pain that was not tendinopathy at all. If the diagnosis is off, the treatment can be
technically perfect and still fail.

The role of failed conservative care
One of the most common markers of a good candidate is failed conservative treatment, but that phrase needs
some nuance. Failed care does not mean the patient casually stretched twice and gave up. It means they have
tried a reasonable first-line plan with enough consistency to judge whether it helped.

For plantar fasciitis, that might include shoe changes, calf mobility work, foot support, and a reduction in
aggravating load. For tendinopathy, it often includes some combination of activity modification and
strengthening. For shoulder calcific pain, it might include physical therapy and a review of movement tolerance.

There is an important judgment call here. Some patients have technically tried many things, but none of them
were done long enough or specifically enough to count. Others have done almost everything right and still
plateaued. The second group is often where shockwave has the clearest role.

If a patient comes in after eight months of diligent rehab, can demonstrate their exercises, and has objective
limits in sport or daily activity, I take their interest in Shockwave Therapy much more seriously than if they are
shopping for a shortcut before basic care has even had a chance to work.

What a good evaluation looks like before treatment
A proper candidacy assessment should feel targeted, not rushed. The clinician should know when the pain
started, whether there was a distinct injury, what makes it worse, what has already been tried, and whether
imaging or prior exams changed the picture. A focused physical exam should identify the tender structure and try
to reproduce the pain in a way that fits the suspected diagnosis.

Sometimes imaging matters. Sometimes it does not. A classic plantar fasciitis presentation does not always
require advanced imaging before a patient is considered for shockwave. On the other hand, imaging can be very
useful if symptoms are atypical, severe, treatment-resistant, or suggest a tear, stress injury, or other pathology.

Patients should also hear a plain explanation of expected treatment discomfort, number of sessions, recovery
timeline, and what else they will need to do. That conversation alone often reveals whether someone is a good
candidate. If a patient cannot accept that progress may be gradual, or insists on maintaining a clearly aggravating
workload unchanged, their chances of satisfaction drop.

Questions worth asking before you proceed
A patient does not need to become an expert before agreeing to treatment, but a few questions can sharpen
decision-making and expose whether the clinic is taking candidacy seriously.

What diagnosis are you treating, and what findings make you confident that shockwave fits it?



What type of shockwave device do you use, and how many sessions do you usually recommend for this
condition?

What should I expect during and after treatment, including soreness, downtime, and timeline for
improvement?

What else should I be doing alongside treatment, such as strengthening, footwear changes, or activity
modification?

If this does not help, what are the next reasonable options?

Those questions tend to shift the conversation from marketing to medicine. That is exactly where it belongs.

The patient mindset that predicts better outcomes
There is a behavioral side to candidacy that does not get discussed enough. The best candidates are usually
engaged, realistic, and coachable. They understand that pain that took six months to develop may not reverse in
six days. They are willing to tolerate some treatment discomfort if they believe the plan makes sense. They also
tend to track patterns well, which helps the clinician adjust loading and expectations.

By contrast, the weakest candidates often bounce from one passive treatment to another without ever
addressing the mechanical driver behind the pain. They may have had massage, dry needling, taping, inserts, soft
tissue work, and multiple gadgets at home, but never committed to the part that asks the tissue to adapt
differently. Shockwave can still help some of these patients, but it is less likely to stick if nothing else changes.

This matters because many chronic musculoskeletal problems improve when treatment and behavior pull in the
same direction. If the tissue is being irritated every day by the same avoidable pattern, no modality gets a fair
chance.

Age, activity level, and job demands all shape candidacy
There is no perfect age range for Shockwave Therapy. Good candidates can be young athletes, middle-aged
runners, or older adults with long-standing overuse pain. What matters more than age is tissue behavior, medical
history, and whether the condition itself matches shockwave’s strengths.

Job demands are especially important. A desk worker with elbow pain and the ability to modify activity may
progress differently than a line cook or mechanic who cannot avoid repetitive gripping. Likewise, someone with
heel pain who can alternate sitting and standing may recover more smoothly than someone working 10-hour
shifts on concrete. That does not make the second person a poor candidate. It simply means the plan must
account for reality.

One of the most useful clinical conversations is not about the machine at all. It is about what the patient has to
do tomorrow, next week, and next month. If treatment recommendations do not fit life, adherence suffers. When
the plan respects life constraints, outcomes usually improve.

Cost, convenience, and expectations matter more than people think
Some patients are medically appropriate candidates but practically poor candidates because the treatment
burden does not fit their circumstances. Shockwave is often delivered as a series of sessions rather than a single
visit. Coverage varies. Some patients pay out of pocket. Travel time, work schedules, caregiving demands, and
session discomfort all influence whether completing the plan is realistic.



This is not a minor issue. A patient who can only attend one session of a recommended series may not get the
same chance at benefit as someone who completes the plan and follows through with rehab. Honest clinicians
should discuss this upfront rather than letting enthusiasm override practicality.

Expectation setting is equally important. A good candidate understands that success may mean meaningful pain
reduction and better function, not total elimination of every symptom under every load. For a runner, success
may be getting back to consistent training without next-day Achilles pain. For a warehouse employee, success
may be finishing a shift with manageable heel soreness rather than severe limping. These outcomes matter, even
if they do not sound dramatic in a brochure.

When candidacy is borderline
There is a gray zone where shockwave may be reasonable, but confidence is lower. This includes mixed pain
presentations, cases where imaging and symptoms do not line up neatly, and patients with long histories of
multiple overlapping problems. In these situations, the clinician’s judgment matters a great deal.

A borderline candidate might still proceed if the diagnosis is probable, risk is low, and the alternatives are less
appealing. But the consent conversation should be more cautious. The patient should know that response is less
predictable and that lack of progress may mean the diagnosis needs to be revisited.

That honesty protects both sides. It also tends to improve trust, because patients can usually tell when a clinician
is discussing a treatment thoughtfully rather than trying to fit every complaint into one machine’s indications.

The simplest answer
The best candidate for Shockwave Therapy is usually someone with a clearly diagnosed, chronic tendon or fascial
problem that has not improved enough with sensible conservative care, who wants a non-surgical option, and
who is willing to combine treatment with appropriate rehab and load management.

That answer sounds simple, but getting there requires judgment. Duration matters. Diagnosis matters. Daily
demands matter. Expectations matter. For the right patient, shockwave can be a valuable step between basic care
and more invasive treatment. For the wrong patient, it becomes another attempt that misses the real problem.

If you are considering it, the most important part is not the machine. It is the quality of the evaluation that
determines whether you belong in the chair in the first place.
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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.


