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Background: Although the application of low-energy extracorporeal shock waves to treat musculoskeletal disor-
ders is controversial, there has been some limited, short-term evidence of its effectiveness for the treatment of
chronic plantar fasciitis.

Methods: From 1993 to 1995, a prospective, two-tailed, randomized, controlled, observer-blinded pilot trial was
performed to assess whether three applications of 1000 impulses of low-energy shock waves (Group I) led to a su-
perior clinical outcome when compared with three applications of ten impulses of low-energy shock waves (Group II)
in patients with intractable plantar heel pain. The sample size was 112. The main outcome measure was patient
satisfaction according to a four-step score (excellent, good, acceptable, and poor) at six months. Secondary out-
come measures were patient satisfaction according to the four-step score at five years and the severity of pain on
manual pressure, at night, and at rest as well as the ability to walk without pain at six months and five years.

Results: At six months, the rate of good and excellent outcomes according to the four-step score was significantly
(47%) better (p < 0.0001) in Group I than in Group II. As assessed on a visual analog scale, the score for pain
caused by manual pressure at six months had decreased to 19 points, from 77 points before treatment, in Group
I, whereas in Group II the ratings before treatment and at six months were 79 and 77 points (p < 0.0001 for the
difference between groups). In Group I, twenty-five of forty-nine patients were able to walk completely without pain
at six months compared with zero of forty-eight patients in Group II (p < 0.0001). By five years, the difference in
the rates of good and excellent outcomes according to the four-step score was only 11% in favor of Group I (p =
0.071) because of a high rate of good and excellent results from subsequent surgery in Group II; the score for
pain caused by manual pressure had decreased to 9 points in Group I and to 29 points in Group II (p = 0.0006 for
the difference between groups). At five years, five (13%) of thirty-eight patients in Group I had undergone an oper-
ation of the heel compared with twenty-three (58%) of forty patients in Group II (p < 0.0001). 

Conclusions: Three treatments with 1000 impulses of low-energy shock waves appear to be an effective ther-
apy for plantar fasciitis and may help the patient to avoid surgery for recalcitrant heel pain. In contrast, three
applications of ten impulses did not improve symptoms substantially.

painful heel, often combined with an inferior calca-
neal spur, is a common orthopaedic syndrome1-5. The
cause of this clinical entity remains enigmatic. The use

of conservative methods, with a stretching protocol regarded
as the mainstay of nonoperative treatment, alleviates the con-
dition in most patients6-9 . When conservative treatment has
failed, surgical release of the plantar fascia has been under-
taken with variable results10-12.

To our knowledge, the first paper reporting favorable re-
sults after application of shock waves for the treatment of
painful heel syndrome was published in 199613. Since then,
there have been only a few reports of the short-term results of
the application of low-energy extracorporeal shock waves

as a new nonsurgical treatment of chronic plantar fasciitis14-17.
The exact mechanism of action of this modality is unclear18.

The current study was designed to compare the six-
month and five-year results of three applications of 1000 im-
pulses with those of three applications of ten impulses of
low-energy extracorporeal shock waves to the painful heel. 

Materials and Methods
Study Design

prospective, two-tailed, randomized, controlled, observer-
blinded pilot trial was performed to compare the out-

comes of three applications of 1000 impulses of low-energy
shock waves with those of three applications of ten impulses of
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low-energy shock waves in patients with intractable heel pain.
One hundred and nineteen patients (fifty-one female and
sixty-eight male; mean age, forty-six years) who had had pain
for a mean of nine months (range, six to twenty months)
were eligible for the study. All 119 patients had been previ-
ously treated unsuccessfully. Eighty patients had been given
medication, mostly nonsteroidal anti-inflammatory drugs;
110 had worn shock-absorbing shoe inserts; forty-two had
performed some kind of stretching exercises on a regular ba-
sis; nineteen had used night splints; and eighty-one had been
treated with a cast for at least two weeks. An average of 1.9
corticosteroid injections (range, one to five injections) had
been given to the 119 patients, and an average of three differ-
ent physical therapy regimens (range, one to five different
regimens), such as icing, ultrasound, magnetic field therapy,
iontophoresis or phonophoresis, contrast baths, and radia-
tion therapy, had been tried. One hundred and twelve patients
agreed to the randomization procedure, and they formed the
study sample.

Inclusion Criteria
The criterion for entry into the study was heel pain localized
to the site of the insertion of the plantar fascia and intrinsic
muscles on the medial calcaneal tuberosity on the anterior-
medial aspect of the heel for more than six months. The sever-
ity of the pain was recorded, and a low pain score was not an
exclusion criterion. The location of the pain was tested by ex-
erting pressure on the heel under sonographic control. Con-
servative therapy had to have failed for at least six months
before referral to our hospital. In order to allow positioning of
the shock-wave focus, a plantar heel spur had to be seen radio-
graphically in the area of the medial calcaneal tuberosity. The
size of the spur did not play a role as an inclusion criterion. 

Exclusion Criteria
The exclusion criteria, elicited from the patient’s medical
record, included dysfunction of the knee or ankle, local arthri-
tis, generalized polyarthritis, rheumatoid arthritis, ankylosing
spondylitis, Reiter syndrome, neurologic abnormalities, nerve
entrapment syndrome, a previous operation on the heel, an
age under eighteen years, pregnancy, an infection, or a tumor.
Thirteen patients were excluded from the study on the basis of
these criteria.

Except for previously worn shoe inserts, no additional
treatmentfor example, nonsteroidal anti-inflammatory
drugswas allowed during the first three months after appli-
cation of the extracorporeal shock waves. Three patients in
Group I and seven in Group II took such drugs; this was re-
garded as indicating failure of the extracorporeal shock-wave
application, and the patients were withdrawn from the study.
They were instructed to use the foot but to avoid painful stress.

Randomization
After six weeks with no treatment of any kind and after they
gave informed consent, the patients were evaluated again to
make sure that no exclusion criteria applied. Then they were

randomized into the two treatment groups with use of identi-
cal sealed envelopes. The first application of shock waves was
carried out immediately after the identification of the treat-
ment group.

The randomization began in 1993 and, as had been
planned previously, was stopped (in 1995) after fifty patients
in one of the two groups had not used additional treatment or
drugs for three months after shock-wave application (Fig. 1). 

Group I

Group I received a total of 3000 impulses of an energy flux den-
sity of 0.08 mJ/mm2. The group consisted of twenty-one women
and twenty-nine men, with a mean age of forty-four years
(range, twenty-six to sixty-one years). The mean duration of
pain was eight months (range, six to nineteen months). 

Group II

Group II received a total of thirty impulses of an energy flux
density of 0.08 mJ/mm2. There were twenty women and thirty
men, and their mean age was forty-nine years (range, thirty-
one to sixty-three years). The mean duration of pain was ten
months (range, six to twenty months).

Method of Treatment
Extracorporeal shock waves were applied by an experimental
device (Siemens Osteostar; Siemens AG, Erlangen, Germany)
characterized by the integration of an electromagnetic shock-
wave generator in a mobile fluoroscopy unit. By means of an
acoustic lens, the focus of the shock-wave source is just at the
center of the c-arm. The typical cigar-shaped focal extent of
the device, defined as the –6 dB focal contour in the x, y, and z
directions around the focus location, covers an area of 50 mm
in the axis of the shock wave, with a diameter of 7.0 mm per-
pendicular to the shock-wave axis. These technical parameters
are very comparable with those of modern shock-wave units
for treatment of musculoskeletal disorders.

Once the tip of the plantar heel spur was situated in the
center of the c-arm, the shock-wave unit was docked to the foot
by means of a water-filled cylinder. Common ultrasound gel
(University Hospital, Mainz, Germany) was used as a contact
medium between the cylinder and the skin. Three times, at
weekly intervals, 1000 or ten impulses of an energy flux density
of 0.08 mJ/mm2 were administered to the heel; this dose was se-
lected on the basis of experience in an earlier study19. Shock
waves are considered low-energy when the energy flux density
ranges from 0.05 to 0.10 mJ/mm2, making the use of local anes-
thetics unnecessary, although the treatment is unpleasant. 

Method of Evaluation
All patients were assessed before and after treatment. At a
mean of twenty-four weeks (range, twenty-two to twenty-six
weeks) after the last application of the extracorporeal shock
waves, follow-up was performed by a blinded observer, an or-
thopaedic surgeon who had not been involved in the selection
of the patients or in the shock-wave treatment and who did
not ask the patients about the number of impulses applied.
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Another blinded observer, also an or-
thopaedic surgeon, performed another
follow-up examination at a mean of
five years (range, fifty-four to sixty-six
months). The protocols of treatment
and evaluation were closely monitored
to guarantee that the treating physician
did not evaluate his or her patients at
the time of follow-up. 

Primary Outcome Measure
The primary outcome measure was de-
fined prospectively as the pain rating at

six months after shock-wave application
compared with the pretreatment con-
dition. The rating, according to modi-
fied criteria of the Roles and Maudsley
score20, was defined as excellent (no pain,
patient satisfied with the treatment out-
come, and unlimited walking without
pain), good (symptoms substantially
decreased, patient satisfied with the
treatment outcome, and ability to walk
without pain for more than one hour),
acceptable (symptoms somewhat de-
creased, pain at a more tolerable level

than before treatment, and patient
slightly satisfied with the treatment out-
come), or poor (symptoms identical or
worse and patient not satisfied with the
treatment outcome). Treatment was
considered successful when the patient
had an excellent or good score.

Secondary Outcome Measures
The Roles and Maudsley score20 at five
years was defined prospectively as a sec-
ondary outcome measure. Other pro-
spectively defined secondary outcome
measures were the extent of pain at
night, at rest, and on manual pressure as
specified on a visual analog scale rang-
ing from 0 (no pain) to 100 (worst imag-
inable pain) at six months and at five
years. To assess pain on manual pressure,
the physician used his or her thumb to
gradually increase pressure on the pa-
tient’s contralateral unaffected heel until
pain began; then a comparable amount
of pressure was applied to the affected
heel, and the patient rated the pain that
it caused. The exact amount of pressure
was not measured.

Walking ability without a need for
rest to relieve pain in the heel was rated as
0 (less than five minutes), 1 (less than fif-
teen minutes), 2 (less than thirty minutes),
3 (less than forty-five minutes), 4 (less
than sixty minutes), or 5 (unlimited).

All patients had a radiograph made
of the heel before the treatment and at the
six-month follow-up evaluation.

Statistical Analysis
The aim of this study was to assess
whether there was a dose-dependent ef-
fect of low-energy extracorporeal shock-
wave therapy in the treatment of recalci-
trant heel pain. Our hypothesis was that
three applications of 1000 impulses is su-
perior to three applications of ten im-
pulses with regard to the results at six
months.

The methods for statistical analysis
had been determined by the local Insti-
tute for Medical Statistics and Docu-
mentation before the study was started.
Accordingly, the statistical analysis was
performed at that institute when the
study was completed. 

The Wilcoxon rank-sum test was
applied for the comparison of the two

Fig. 1

Profile of the randomized, controlled trial.
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groups for such pseudo-continuous, non-normally distributed
variables as pain at night, pain at rest, and pain on manual
pressure21. The Roles and Maudsley score20 and walking ability,
categorical variables, were compared between groups with the
Fisher exact test and its extension to 2 × n contingency tables.
The level of significance was set at 95%. Differences with p val-
ues of <5% were considered significant. Multiple adjustment
was not performed for secondary outcome parameters that
were measured in an explorative way. The primary outcome
measure, the Roles and Maudsley score at six months, was
tested in a confirmatory way22.

As this was a pilot study, no sample size or power calcu-
lation could be performed before it was started. The six-
month results of this comparative study were analyzed on the
basis of the total number of patients whom we originally in-
tended to treatthat is, fifty patients in each group.

Results
Follow-up

s had been previously planned, the randomization process
was stopped after fifty patients in either group had not used

additional treatment or drugs for three months after the shock-
wave application. To reach this goal, 112 patients were random-
ized to the two treatment groups: fifty-four were assigned to
Group I and fifty-eight, to Group II. At three months, three
patients in Group I and seven patients in Group II had to be ex-
cluded from the study because, as mentioned, they had had ad-

ditional conservative therapy during that time. One patient in
each group could not be contacted, leaving fifty patients in both
groups as the basis for the current study.

At six months, forty-nine of the fifty patients in Group I
could be evaluated. One patient refused to participate in the
study any longer because the shock-wave therapy had not im-
proved his condition. In Group II, forty-eight of the fifty pa-
tients could be examined at six months. Two patients stopped
participating because the shock-wave application had not im-
proved their condition. At five years, thirty-eight of the fifty
patients in Group I could be examined. Four patients stopped
participating because the shock-wave application had not im-
proved their condition, and seven patients could not be con-
tacted. At five years, forty of the fifty patients in Group II
could be evaluated. One patient stopped participating because
the shock-wave therapy had not improved his condition, and
seven patients could not be contacted (Fig. 1).

Primary Outcome Measure
Modified Roles and Maudsley Score20 at Six Months

At six months, six (12%) of the forty-nine patients in Group I
had an excellent result, twenty-two (45%) had a good result,
twenty (41%) had an acceptable result, and one (2%) had a
poor result. In Group II, none of the forty-eight patients had
an excellent result, five (10%) had a good result, twenty (42%)
had an acceptable result, and twenty-three (48%) had a poor
result. The rate of good and excellent outcomes (i.e., success-

A

Fig. 3

Scores on a visual analog scale (VAS) for 

pain on manual pressure before and 

after low-energy extracorporeal shock-

wave therapy for chronic heel pain. NS = 

not significant.

Fig. 2

Percentage of patients with a good or 

excellent outcome according to the 

modified four-step Roles and Maudsley 

scale20.
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ful results) was 47% higher (95% confidence interval, 37% to
57%) in Group I than in Group II, and the difference between
the groups was significant (p < 0.0001).

A post hoc power analysis of the primary outcome mea-
sure—with use of the relative success rates in Group I (0.57 ±
0.50) and Group II (0.10 ± 0.31), the given sample sizes in
Group I (forty-nine) and Group II (forty-eight), and the sig-
nificance level of the test to reject the null hypothesis (α =
0.05)showed a statistical power of 0.9.

Secondary Outcome Measures
Modified Roles and Maudsley Score20 at Five Years

At five years, twelve (32%) of the thirty-eight patients in
Group I had an excellent result, eighteen (47%) had a good re-
sult, seven (18%) had an acceptable result, and one (3%) had
a poor result. In Group II, fifteen (38%) of the forty patients
had an excellent result, twelve (30%) had a good result, nine
(23%) had an acceptable result, and four (10%) had a poor re-
sult. With the numbers available, this difference of 11% (95%
confidence interval, 4% to 18%) in the success rate between
the two groups was no longer significant (p = 0.071) (Fig. 2).
It should be noted that many of the good and excellent results
in Group II followed surgery performed subsequent to the
shock-wave therapy, as discussed below.

Pain on Manual Pressure

During the five years that these patients were followed after
treatment, the mean score for pain on manual pressure gradu-
ally decreased from 77 ± 13 points (before treatment) to 19 ±

12 points (at six months) and 9 ± 11 points (at five years) in
Group I. In Group II, the mean scores were 79 ± 11 points be-
fore treatment, 77 ± 10 points at six months, and 29 ± 25
points at five years. There was a significant difference between
Group I and Group II at both six months (p < 0.0001) and five
years (p = 0.0006) (Fig. 3).

Night Pain and Resting Pain

Night pain in Group I was significantly less than that in Group
II at six months (p < 0.0001) and five years (p = 0.0015). In
addition, resting pain in Group I was significantly less than
that in Group II at six months (p < 0.0001) and five years (p =
0.0033) (Table I).

Walking

The ability to walk without pain was also significantly better
in Group I than it was in Group II at six months (p < 0.0001)
and five years (p = 0.0023) (Fig. 4). In Group I, twenty-five of
forty-nine patients were able to walk completely without pain
at six months compared with zero of forty-eight patients in
Group II (p < 0.0001).

Radiographic Evaluation
Radiographs made at six months after treatment did not show
any structural changes of the hindfoot.

Complications
The low-energy extracorporeal shock-wave therapy was felt to
be unpleasant by all patients, although it was not thought to

Fig. 4

Grades for walking ability (see text) 

before and after low-energy extracorpo-

real shock-wave therapy for chronic heel 

pain. NS = not significant.

TABLE I Scores* for Subjective Variables in Patients Receiving Three Thousand Shock-Wave Impulses (Group I) and Those 
Receiving Thirty Shock-Wave Impulses (Group II) 

0 mo 6 mo 5 yr

Group I 
(N = 50)

Group II 
(N = 50) P Value

Group I 
(N = 49)

Group II 
(N = 48) P Value

Group I 
(N = 38)

Group II 
(N = 40) P Value

Night pain 31 ± 8 30 ± 10 0.8681 6 ± 10 32 ± 9 <0.0001 4 ± 8 11 ± 15 0.0015

Resting pain 27 ± 14 26 ± 14 0.0890 7 ± 10 25 ± 13 <0.0001 4 ± 9 11 ± 12 0.0033

*The scores were determined on a visual analog scale of 0 (no pain) to 100 (worst imaginable pain).
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be as unpleasant as the local infiltration that all patients had
experienced during the various and unsuccessful treatment
regimens prior to the current study. No patient stopped the
shock-wave procedure because of pain. No side effects were
seen at the follow-up examinations at six months and five
years. There were no hematomas, infections, or abnormal
neurologic findings.

Additional Treatment 
Between three and six months: Between three months and six
months, nine of the forty-nine patients in Group I took oral
nonsteroidal anti-inflammatory drugs and had local infil-
tration with corticosteroids and anesthetics and one patient
had the calcaneal spur removed surgically. In Group II, only
four of the forty-eight patients did not need any additional
treatment. Patients took nonsteroidal anti-inflammatory
medication and/or had local injections, and one had surgical
release of the plantar fascia.

At five years: At an average of five years (range, fifty-four
to sixty-six months), none of the thirty-eight Group-I pa-
tients were receiving conservative therapy on a regular basis
and five (13%) had undergone surgery. One of these five pa-
tients had an excellent result; two, a good result; and two, an
acceptable result. In Group II, nine (23%) of the forty pa-
tients were receiving regular conservative treatment at five
years and twenty-three (58%) had been operated on. Nine of
the twenty-three patients had an excellent result after the op-
eration, ten had a good result, two had an acceptable result,
and two had a poor result. There were significantly more op-
erative procedures in Group II than in Group I (p < 0.0001).
As a consequence of the high (83%) rate of excellent and good
results after surgery in Group II, the results in Group I and
Group II were no longer significantly different five years after
shock-wave application.

Discussion
n a review of the literature since 1966, Atkins et al.1 and
Crawford et al.2 found only eleven randomized, controlled

trials assessing the treatment of plantar fasciitis. There was
limited evidence of the effectiveness of topical corticosteroids
administered by iontophoresis, dorsiflexion night splints, and
low-energy extracorporeal shock-wave therapy.

A satisfying clinical outcome after application of low-
energy extracorporeal shock waves was first reported in patients
with chronic tendinosis of the elbow22. We showed comparable
short-time results for patients with plantar fasciitis and a heel
spur13. Similarly positive outcomes have been confirmed in
clinical studies from various university hospitals15-17. Maier et
al.16 reported good or excellent results, according to the modi-
fied Roles and Maudsley score, in thirty-six of forty-eight
heels at twenty-nine months. The clinical outcome was not in-
fluenced by the duration of the follow-up period. No negative
side effects were reported. Wang et al.23 reported that thirty-
three of forty-one patients were either free of symptoms or
substantially better at twelve weeks after shock-wave therapy.
Ogden et al.24 performed a randomized, placebo-controlled

study with 119 patients in the treatment group and 116 pa-
tients in the placebo group. Twelve weeks after a single ap-
plication of 1500 high-energy shock waves at 18 kV with the
patient under regional anesthesia, the result was successful in
47% of the patients. The success rate after the sham treatment
was only 30%. This study led the United States Food and Drug
Administration to approve shock-wave therapy for painful
heels. Buch et al.25 reported the results of another random-
ized, placebo-controlled study, involving 150 patients, for the
United States Food and Drug Administration. Therapy with
3800 high-energy impulses was applied once with the patient
under regional anesthesia. At three months, 70% of the pa-
tients in the treatment group and 40% of those in the placebo
group fulfilled the success criterion, which was a change in the
visual analog score for pain while walking for the first few
minutes in the morning. Chen et al.26 studied eighty patients
treated with 1000 shock-wave impulses at 14 kV. Of fifty-four
patients who were evaluated at six months, 59% had no symp-
toms and 27% had substantial improvement. 

In the current study, six months after low-energy shock-
wave treatment, the results of three applications of 1000 im-
pulses were significantly better than those of three applications
of ten impulses (57% good or excellent outcomes compared
with 10% good or excellent outcomes). 

At five years, Group II had a substantial improvement in
all parameters compared with those at the six-month follow-
up evaluation, and the overall outcome, based on the four-
step score, was no longer significantly better in Group I. 

It should be noted that separating the clinical results
into only four broad categories, with use of an unvalidated
modified Roles and Maudsley scale20 originally designed for
the upper extremity, may not provide a sufficiently sensitive
test. However, Group-I patients also fared better with regard
to pain on manual pressure, at night, and at rest and with re-
gard to walking. Five years after the shock-wave therapy, 13%
of the patients in Group I and 58% of the patients in Group II
had been operated on. Of the twenty-three patients who were
operated on in Group II, 83% had a good or excellent out-
come. If even more patients in this group had undergone sur-
gery, the ratings concerning pain and walking may have
reached levels comparable with those in Group I.

None of the outcome variables in our study is free from
the possibility of observer bias, although this risk was kept low
by making sure that an independent observer evaluated the
patients before and after treatment. Pain, however, may be in-
fluenced by many factors and is difficult to measure. While we
attribute the substantial improvement in Group II at five years
to the surgical procedures that the patients had undergone
during the follow-up period, the excellent long-term results in
Group I have to be regarded with caution. It is known that the
vast majority of patients with heel pain have improvement
within a few months after the onset of symptoms. Clinical evi-
dence of the efficacy of any treatment during this time is dif-
ficult to obtain5. The self-limiting character of the disease
therefore has to be considered as does the fact that spontane-
ous improvement is difficult to distinguish from a long-lasting

I
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effect of low-energy extracorporeal shock-wave application.
No side effects were recorded following the application of

the low-energy extracorporeal shock waves in our patients. This
clinical experience is supported by previous histological and
magnetic resonance imaging-based studies16,27. In contrast,
high-energy shock waves, which are also used for the treatment
of heel pain17,24-26, may produce side effects such as periosteal de-
tachment and small fractures of the inner surface of the cortex28.

In conclusion, the current pilot study revealed dose-
related effects of low-energy extracorporeal shock-wave ther-
apy in patients with chronic plantar fasciitis. The therapy with
three applications of 1000 impulses appeared to be a useful,
noninvasive treatment method with negligible side effects that
reduced the necessity for a surgical procedure. Nevertheless,
low-energy shock-wave application cannot be recommended
as a first-line procedure for chronic heel pain. Although the
United States Food and Drug Administration recently ap-
proved a shock-wave device for therapy for heel pain29, addi-

tional controlled studies are still needed to verify the results of
this study and to define the precise role of this new modality
in the treatment of chronic plantar fasciitis. �

References

1. Atkins D, Crawford F, Edwards J, Lambert M. A systematic review of treat-
ments for the painful heel. Rheumatology (Oxford). 1999;38:968-73.

2. Crawford F, Atkins D, Edward J. Interventions for treating plantar heel pain (Co-
chrane Review). Cochrane Library, Issue 3. Oxford: Update Software, 2000.

3. Dasgupta B, Bowles J. Scintigraphic localisation of steroid injection site in 
plantar fasciitis. Lancet. 1995;346:1400-1.

4. Martin RL, Irrgang JJ, Conti SF. Outcome study of subjects with insertional 
plantar fasciitis. Foot Ankle Int. 1998;19:803-11.

5. Schepsis AA, Leach RE, Gorzyca J. Plantar fasciitis. Etiology, treatment, sur-
gical results, and review of the literature. Clin Orthop. 1991;266:85-96.

6. Pfeffer G, Bacchetti P, Deland J, Lewis A, Anderson R, Davis W, Alvarez R, 
Brodsky J, Frey C, Herrick R, Myerson M, Sammarco J, Janecki C, Ross S, 
Bowman M, Smith R. Comparison of custom and prefabricated orthoses 
in the initial treatment of proximal plantar fasciitis. Foot Ankle Int. 
1999;20:214-21. 

7. Probe RA, Baca M, Adams R, Preece C. Night splint treatment for plantar 
fasciitis. A prospective randomised study. Clin Orthop. 1999;368:190-5.

8. Sobel E, Levitz SJ, Caselli MA. Orthoses in the treatment of rearfoot prob-
lems. J Am Podiatr Med Assoc. 1999;89:220-33.

9. Wapner KL, Sharkey PF. The use of night splints for treatment of recalcitrant 
plantar fasciitis. Foot Ankle. 1991;12:135-7.

10. Benton-Weil W, Borrelli AH, Weil LS Jr, Weil LS Sr. Percutaneous plantar 
fasciotomy: a minimally invasive procedure for recalcitrant plantar fasciitis. 
J Foot Ankle Surg. 1998;37:269-72.

11. Tomczak RL, Haverstock BD. A retrospective comparison of endoscopic plan-
tar fasciotomy to open plantar fasciotomy with heel spur resection for chronic 
plantar fasciitis/heel spur syndrome. J Foot Ankle Surg. 1995;34:305-11.

12. Ward WG, Clippinger FW. Proximal medial longitudinal arch incision for plan-
tar fascia release. Foot Ankle. 1987;8:152-5.

13. Rompe JD, Hopf C, Nafe B, Burger R. Low-energy extracorporeal shock wave 
therapy for painful heel: a prospective controlled single-blind study. Arch 
Orthop Trauma Surg. 1996;115:75-9. 

14. Heller KD, Niethard FU. [Using extracorporeal shockwave therapy in orthopae-
dicsa meta-analysis]. Z Orthop Ihre Grenzgeb. 1998;136:390-401. German.

15. Krischek O, Rompe JD, Herbsthofer B, Nafe B. [Symptomatic low-energy 
shockwave therapy in heel pain and radiologically detected plantar heel 
spur]. Z Orthop Ihre Grenzgeb. 1998;136:169-74. German.

16. Maier M, Steinborn M, Schmitz C, Stabler A, Kohler S, Pfahler M, Dürr HR, 
Refior HJ. Extracorporeal shock wave application for chronic plantar fasciitis 
associated with heel spurs: prediction of outcome by magnetic resonance im-
aging. J Rheumatol. 2000;27:2455-62.

17. Perlick L, Boxberg W, Giebel G. [High energy shock wave treatment of the 
painful heel spur]. Unfallchirurg. 1998;101:914-8. German.

18. Loew M, Daecke W, Kusnierczak D, Rahmanzadeh M, Ewerbeck V. Shock-
wave therapy is effective for chronic calcifying tendinitis of the shoulder. J 
Bone Joint Surg Br. 1999;81:863-7.

19. Rompe JD, Hopf C, Küllmer K, Heine J, Bürger R. Analgesic effect of extracor-
poreal shock-wave therapy on chronic tennis elbow. J Bone Joint Surg Br. 
1996;78:233-7.

20. Roles NC, Maudsley RH. Radial tunnel syndrome: resistant tennis elbow as a 
nerve entrapment. J Bone Joint Surg Br. 1972;54:499-508.

21. Lehmann EL. Nonparametrics: statistical methods based on ranks. San Fran-
cisco: Holden-Day; 1975.

22. Maurer W, Hothorn LA, Lehmacher W. Multiple comparison in drug clinical 
trials and preclinic assays: a-priori ordered hypotheses. In: Vollmer J, editor. 
Biometrie in der pharmazeutischen Industrie. German. Volume 6. Testing prin-
ciples in clinical and preclinical trials. Stuttgart: Fischer; 1995. p 3-18.

23. Wang CJ, Chen HS, Chen WS, Chen LM. Treatment of painful heels using 
extracorporeal shock wave. J Formos Med Assoc. 2000;99:580-3.

24. Ogden JA, Alvarez R, Levitt R, Cross GL, Marlow M. Shock wave therapy 
for chronic proximal plantar fasciitis. Clin Orthop. 2001;387:47-59.

25. Buch M, Fleming L, Theodore G, Amendola A, Bachmann C, Zingas C. Re-
sultate einer prospektiven placebokontrollierten randomisierten doppelblin-
den Multicenterstudie zur Evaluation der Effektivität und Sicherheit der 
Stoßwellentherapie bei plantarer Fasciitis. Read at the Symposium on Mus-
culoskeletal Shock Wave Therapy; 2001 Mar 30-31; Mainz, Germany.

26. Chen HS, Chen LM, Huang TW. Treatment of painful heel syndrome with 
shock waves. Clin Orthop. 2001;387:41-6.

27. Rompe JD, Kirkpatrick CJ, Küllmer K, Schwitalle M, Krischek O. Dose-
related effects of shock waves on rabbit tendo Achillis. A sonographic 
and histological study. J Bone Joint Surg Br. 1998;80:546-52.

28. Ikeda K, Tomita K, Takayama K. Application of extracorporeal shock wave on 
bone: preliminary report. J Trauma. 1999;47:946-50.

29. Henney JE. From the Food and Drug Administration: shock wave for heel pain. 
JAMA. 2000;284:2711.

Jan D. Rompe, MD
Carsten Schoellner, MD
Bernhard Nafe, MD
Department of Orthopaedics, Johannes Gutenberg University School of 
Medicine, Langenbeckstraße 1, D-55101 Mainz, Germany. E-mail 
address for J.D. Rompe: rompe@mail.uni-mainz.de

The authors did not receive grants or outside funding in support of their 
research or preparation of this manuscript. They did not receive pay-
ments or other benefits or a commitment or agreement to provide such 
benefits from a commercial entity. No commercial entity paid or 
directed, or agreed to pay or direct, any benefits to any research fund, 
foundation, educational institution, or other charitable or nonprofit 
organization with which the authors are affiliated or associated.

 on April 3, 2006 www.ejbjs.orgDownloaded from 

http://www.ejbjs.org



