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IMPACT OF SHOCK WAVES ON THE SIZE OF CALCIFICATION IN THE PRESENCE 

OF CALCANEAL SPUR AND PLANTAR FASCIITIS 

 

 

ABSTRACT 

 

Introduction: Plantar fasciitis is a disorder of foot function associated with heel pain. In patients 

with plantar fasciitis, a common associated finding may be the presence of a heel spur. However, 

plantar fasciitis can also exist without a heel spur. A heel spur can also be asymptomatic, meaning it 

can persist with no signs of plantar fasciitis. One of the reasons for conducting this research is that 

data in the literature on the impact of shock waves on the size of calcifications in plantar fasciitis is 

sparse. 

 

The aim: The aim of the research was to investigate the impact of the shock wave on the size of the 

calcifications and the pain intensity in the presence of a heel spur as well as the connection between 

the size of the heel spur and the pain intensity before and after the application of the shock wave 

therapy. 

 

Material and methods: The research was conducted as a prospective study with a duration of one 

year. The study includes 129 subjects of both sexes, who were divided into two groups according to 

the randomization. In the experimental group, 67 patients were treated with shock waves, while in 

the control group, 62 patients were treated with classic methods of physical therapy. Treatment 

outcomes were monitored using VAS score and heel spur size. 

 

Results: The size of calcifications in patients in the experimental group was statistically 

significantly smaller after 5 therapies compared to before treatment, and it was statistically 

significantly smaller after 10 therapies than after 5 therapies. In subjects from the experimental 

group, the VAS score values were lower after 5 treatments, while after 10 they were statistically 

significantly lower compared to the VAS score values at the start of treatment. 

 

Conclusions: The application of shock waves led to a reduction in heel spurs and a reduction in 

pain perception in the subjects of our study. However, the reduction in heel spur size caused by the 

application of the mechanical shock wave was not correlated with the reduction in pain intensity. 

 

Keywords: heel spur, fasciitis, plantar, prospective studies, heel, calcifications, mechanical shock 

wave, pain 
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UTICAJ MEHANIČKOG UDARNOG TALASA NA VELIČINU KALCIFIKACIJE KOD 

PRISUSTVA PETNOG TRNA I PLANTARNOG FASCITISA 

 

 

SAŽETAK: 

 

Uvod: Plantarni fascitis predstavlja poremećaj funkcije stopala koji je praćen bolom u peti. Kod 

pacijenata sa plantarnim fascitisom, vrlo čest udružen nalaz može biti prisustvo petnog trna. 

Međutim, plantarni fascitis može postojati i bez prisutnog petnog trna. Takođe, petni trn može biti 

asimptomatski, odnosno može perzistirati bez znakova plantarnog fascitisa. Jedan od razloga za 

izvođenje ovog istraživanja je taj što su podaci u literaturi o uticaju mehaničkog udarnog talasa na 

veličinu kalcifikata u okviru plantarnog fascitisa oskudni. 

 

Cilj rada: Ciljevi istraživanja bili su da se ispita uticaj mehaničkog udarnog talasa na veličinu 

kalcifikata i intezitet bola kod prisustva petnog trna, kao i međusobna povezanost veličine petnog 

trna i inteziteta bola pre i nakon primene terapije mehaničkim udarnim talasom. 

 

Materijal i metode: Istraživanje je sprovedeno kao prospektivna studija u trajanju od jedne godine. 

U studiju je bilo uključeno 129 ispitanika oba pola koji su metodom randomizacije podeljeni u dve 

grupe. U eksperimentalnoj grupi bilo je 67 pacijenata i oni su lečeni mehaničkim udarnim talasom, 

dok je u kontrolnoj grupi bilo 62 pacijenta koji su lečeni klasičnim metodama fizikalne terapije. 

Ishodi tretmana praćeni su VAS skorom i veličinom petnog trna. 

 

Rezultati: Veličina kalcifikata kod ispitanika eksperimentalne grupe posle 5 terapija bila je 

statistički značajno manja u odnosu na pre tretmana, dok je veličina kalcifikata posle 10 terapija bila 

statistički značajno manja u odnosu posle 5 terapija. Kod ispitanika iz eksperimentalne grupe 

vrednosti VAS skora bile su manje posle 5 tretmana, dok su posle 10 tretmana bile statistički 

značajno manje u poređenju sa vrednostima VAS skora na početku lečenja. 

 

Zaključak: Primena mehaničkog udarnog talasa dovela je do smanjenja kako petnog trna tako i do 

smanjenja osećaja bola kod ispitanika u našem istraživanju. Međutim, smanjenje veličine petnog 

trna koje je uzrokovala primena mehaničkog udarnog talasa nije bilo u korelaciji sa smanjenim 

intenziteta bola. 

 

Ključne reči: petni trn, fascitis, plantarni, prospektivna studija, kalcifikati, mehanički udarni talas, 

peta, bol 
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1. Introduction 

 

 
Plantar pain is a painful condition localized in the plantar segment of the heel. The 

occurrence of heel pain is a complex process that includes a series of changes at the level of the 

osteal and soft tissue structures of the foot (Riel, et al. 2017). This pain usually develops gradually 

and occurs occasionally. Over time, it can become strong and continuous (Ozdemir, et al. 2004). 

Plantar fasciitis is cited as the most common cause of heel pain (Ahmad, et al. 2016). The other 

most common causes of this pain are heel spurs, medial or lateral entrapment of the plantar nerve, 

atrophy of the heel fat pad and/or changes in the elasticity of the fat pad, fracture of the calcaneus, 

tumors of the calcaneus and surrounding soft tissues, pes planus or pes cavus, and rheumatic 

diseases (Ozdemir, et al. 2004). 

Any pain has a negative impact on the quality of life, however heel pain, regardless of the 

cause, additionally limits the mobility and reduces the activity of the patient (Palomo-López, et al. 

2018). 

The prevalence of plantar pain is around 9.6% of the population that is over 50 years old 

(Thomas, et al. 2019). From this, it can be concluded that every tenth inhabitant worldwide has a 

current health problem that, to a lesser or greater extent, affects his/her quality of life. 

 

 

1.1. Plantar fasciitis 
 

Plantar fasciitis is a disease manifesting as the occurrence of severe pain in the lower 

segment of the heel bone. In some cases, the pain is localized only in the region of the heel, while in 

other patients it can occur along the entire length of the medial longitudinal arch of the foot 

(Tenforde, et al. 2016). It most often occurs between the ages of forty and sixty (Tu and Bytomski, 

2011). 

The plantar fascia is a connective tissue structure. Similar to tendons and ligaments, it 

consists of elongated fibrocytes embedded in an extracellular matrix, which is composed of 

collagen fibers. Fibrocytes are arranged in longitudinal rows and form connections with fibrocytes 

from adjacent rows. In this way, groups of clearly differentiated connective tissue are formed. 

(Wearing, et al. 2006). 

The origin of the plantar fascia is on the anterior edge of the tuber calcanei. From here the 

plantar fascia fans out towards the toes. Anatomically, the fibers of the plantar fascia are grouped 

into three portions: the medial, central, and lateral (Chen, et al. 2014). The central portion of the 

plantar fascia is the strongest and thickest of the three abovementioned components, and some 

authors only use the term plantar fascia to denote this particular segment (Ehrman, et al. 2014). This 

part of the plantar fascia originates from the medial part of the tuber calcanei and separates into five 

bundles that attach at the bases of the proximal phalanges of the toes (Chen, et al. 2014). 

Different parts of the plantar fascia have different thicknesses (Chen, et al. 2014). However, 

many authors agree that pathological processes at the level of this fascia can lead to its thickening. 

This thickening is particularly important for establishing the diagnosis of plantar fasciitis, as well as 

in monitoring the response to treatment of this disease. The thickness of a healthy plantar fascia 

should not exceed 4 mm (Menz et al., 2019; Hansen, et al. 2018; McMillan, et al. 2009; Aggarwal, 

et al. 2020). 

Pain occurring in patients with thickened plantar fascia can be explained by the occurrence 

of myxoid degeneration (Lemont, et al. 2003). Also, one of the explanations for the occurrence of 

pain is the development of neurovascular ingrowth, accompanied by hyperemia (McMillan, et al. 

2013). The application of different treatment modalities for plantar fasciitis (local application of 



Doctoral dissertation Ivana Topalović 

2 

 

 

 

KS, low-intensity laser, ultrasound, corticosteroids), which led to a reduction in pain and 

improvement of the clinical presentation of this disease, at the same time resulted in a reduction in 

the thickness of the plantar fascia. This fact directly connects the occurrence of pain and the 

increase in the thickness of this anatomical structure (Melesa, et al. 2022). 

The plantar fascia has two important roles. Its first role is the effect of absorption of 

mechanical energy, and it involves preparing the foot to absorb the reactive forces of the surface 

when walking. When the foot touches the ground, the plantar fascia stretches to a limited extent. 

Limited stretching of the plantar fascia is enabled by the specific structure of the plantar fascia. 

Dorsiflexion in the ankle joint and simultaneous dorsiflexion of the proximal phalanges of the toes 

cause its stretching. In this way, the metatarsal joints are stabilized, which is a prerequisite for the 

foot to be able to absorb the reactive forces of the surface. Another role of the plantar fascia can be 

observed when the foot is lifted from the ground, during walking. As the result of momentum, the 

weight of the body is transferred to the front of the foot, which causes the heel to be lifted while the 

toes are extended. As a result, the plantar fascia is stretched, which raises the longitudinal arch of 

the foot and prepares the foot to lift off, i.e., push off from the surface. This function is called the 

windlass effect (Bolgla and Malone, 2004; Jeleč, et al. 2008). 

Prolonged trauma causes partial and/or complete disruption of the connective fibers of the 

plantar fascia. The plantar fascia, as a connective structure, can resist etiological factors, such as 

repeated trauma, stress, pressure on its individual parts, stretching, and the like, for a long period of 

time. However, when these etiological factors overpower the ability of the tissue to heal, plantar 

fasciitis develops. Plantar fasciitis is basically a degenerative disease of the plantar fascia. The name 

fasciitis suggests that it is an inflammatory disease. However, at the microscopic level we find 

disorganization of collagen fibers, an increase in the number of fibroblasts, and minimal 

inflammation of the fascia. All this speaks in favor of the degenerative nature of this disorder 

(Ehrman, et al. 2014). Plantar fasciitis is usually unilateral, although in some cases it can occur 

bilaterally (Malliaropoulos, et al. 2016). 

Diagnosis is usually established through clinical examination, i.e., through anamnesis and 

physical examination. The pain in the region of the heel at the insertion site of the plantar fascia to 

the heel bone is pathognomonic. The pain can occur at any time but is most intense in the morning. 

During the night, the foot assumes the position of slight plantar pronation. The plantar fascia is 

relaxed and with the first step in the morning there is a tightening and elongation of this anatomical 

structure, which is eventually manifested by the appearance of severe pain. This pain can also occur 

during the day, after rest or if the patient overburdens the foot (athletes, persons carrying heavy 

loads). The localization of the pain is explained by the fact that the enthesis of the plantar fascia is 

located exactly at the site of greatest pain. The attachment of the plantar fascia, i.e., its enthesis, 

suffers great strain from the weight of the body and over time a pathological process develops 

within it (Trojian and Tucker, 2019). As part of the physical examination, the heel can be palpated 

in the area of the projection of the plantar enthesis. Also, the Windlass Test can be useful in 

diagnosing plantar fasciitis. A positive result for this test is pain in the heel caused by dorsiflexion 

of the fingers in the metatarsophalangeal joints with a stabilized ankle joint. The specificity of this 

test is 100%, while the sensitivity is 32% (De Garceau, et al. 2003). 

Pain in the heel of the foot within differential diagnosis can also occur due to various 

diseases of neurological, bone and soft tissue structures (Goff and Crawford, 2011; Thompson, et al. 

2014). If necessary, additional diagnostics can be performed with X-ray imaging of the feet, 

ultrasound or MRI examination (Drake, et al. 2022). 

It is debatable whether plantar fasciitis occurs more often in men or women. Men are more 

likely to engage in heavy physical work that exposes the plantar fascia to increased strain. On the 

other hand, in women, we encounter altered biomechanics of gait as the result of wearing high- 

heeled shoes (Kirkpatrick, et al. 2017). When it comes to the age of the patients, plantar fasciitis is 
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more common in the elderly. This is explained by altered gait mechanics, with older adults taking a 

greater number of shorter steps (Scott, et al. 2007). 

Risk factors for the occurrence of plantar fasciitis are the following: body mass index > 27 

kg per m
2
, excessive running, intrinsic tightness of the foot and calf muscles, leg length 

discrepancy, occupations that require prolonged standing or walking, pes cavus (high foot arch), pes 

planus (excessive foot pronation), reduced ankle dorsiflexion, and a sedentary lifestyle (Goff and 

Crawford, 2011). 

For a long time, calcaneal spurs were thought to be one of the causes of plantar fasciitis. At 

present, the understanding of this problem is somewhat different, and the most acceptable theory for 

the formation of calcaneal spurs is the theory of vertical compression, which will be discussed in 

one of the subsequent chapters. The fact that these two diseases can be seen simultaneously in a 

large number of patients sparked the idea of their causal relationship. However, it is most likely that 

these diseases develop independently of each other. What is definitely true is that these two diseases 

have similar etiological factors. 

 

 

1.2. Calcaneal spur 
 

The calcaneal spur was first mentioned in literature in 1900 (Menz et al., 2019). It is 

believed that the formation of a calcaneal spur is an adaptive mechanism, i.e., the organism's 

reaction to continuous compression to the heel (Johal and Milner, 2012). There is no exact 

definition of this structure. However, it is described as a bony growth in the area of the medial end 

of the tuber calcanei, where the plantar fascia attaches to the heel bone (Kirkpatrick, et al. 2017; 

Alatassi, et al. 2018). Anatomically, some authors believe that the calcaneal spur lies deep in the 

plantar fascia, at the site of its attachment to the calcaneus, while others believe that the calcaneal 

spur is located above the plantar fascia, more precisely at the origin of the flexor digitorum brevis 

muscle (McCarthy and Gorecki, 1979). Some studies describe the calcaneal spur to be localized at 

the site of the origin of the abductor hallucis muscle (Forman and Green, 1990). In order to 

distinguish a calcaneal spur from a cortical irregularity of the heel bone, a criterion was adopted 

according to which a bone structure larger than two mm is considered a calcaneal spur (Prichasuk 

and Subhadrabandhu, 1994; Davis, et al. 1994). In their study, Moroney et al. reported that the 

prevalence of calcaneal spurs was 12.4%. They also pointed out that this prevalence increases with 

age, the female sex, obesity, diabetes mellitus, and osteoarthritis (Moroney, et al. 2014). In young 

and middle-aged people, the frequency of calcaneal spurs ranges from 11%, in India, to 21%, in 

USA. In Europe, the prevalence of heel spurs is around 17%. In the population older than 62 years, 

the frequency of calcaneal spurs is up to 55%. However, calcaneal spurs are found in as many as 

59% – 78% of patients who complain or have complained of heel pain, and in 81% of patients 

suffering from osteoarthritis (Menz, et al. 2008; Kirkpatrick, et al. 2017). The more frequent 

presence of calcaneal spurs in the elderly is explained by the change in gait pattern, as well as the 

shortening of the stride length (Scott, et al. 2007). In their review article, Kirkpatrick et al. reported 

that, in one study, 98.4% of subjects with calcaneal spurs were over 40 years of age. This means 

that less than 2% of subjects with calcaneal spurs in this study were under the age of 40 years 

(Kirkpatrick, et al. 2017). 

A calcaneal spur can be simple or irregular in appearance. A simple heel spur has a 

triangular appearance. The base of the triangle is located next to the calcaneal tuberosity, while the 

apex is oriented towards the forefoot, i.e., towards the toes. A simple heel spur has well-defined 

smooth cortical borders and well-developed trabeculae. An irregular spur, as its name suggests, has 

an irregular structure, ill-defined borders and no clear trabeculae (Rubin and Witten, 1963; 

Kirkpatrick, et al. 2017). 
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When the study of calcaneal spurs became more intensive, it was first believed that these 

bony structures were the cause of plantar fasciitis. However, some authors agreed that the presence 

of calcaneal spurs in patients with plantar fasciitis resulted from the same risk factors (Moroney, et 

al. 2014). It often happens that there are no signs of a calcaneal spur in a patient and that its 

presence is discovered incidentally, when examining the heel for some other reason (Johal and 

Milner, 2012). The question as to why calcaneal spurs occur in some patients but not for others, it's 

unclear.   What is known is that the occurrence of calcaneal spurs depends on numerous other 

factors, such as gender, age, the presence of a certain pathology, occupation, lifestyle, and many 

others (Velagala, et al. 2022). 

There are two theories attempting to explain the origin of calcaneal spurs. Initially, the 

theory of traction by the plantar fascia was developed. According to this theory, when there is an 

increased tension of the plantar fascia at the site of its attachment to the heel bone, i.e., at the site of 

its enthesis, the development of an inflammatory reaction occurs. As the result of this reaction, 

ossification develops in the area of plantar fascia enthesis, in other words, an osteophyte is formed 

(Bergmann, 1990; Irving, et al. 2007; Velagala, et al. 2022). This theory has not fully been accepted 

because there are certain limitations to it being understood. According to this theory, the trabeculae 

within the structure of the calcaneal spur should be positioned horizontally, i.e., in the direction of 

the pulling force. They are, however, positioned vertically, which speaks in favor of the second 

theory (Li and Muehleman, 2007). When the tension of the plantar fascia is removed surgically, by 

removing the heel spur, recurrence is possible. In these patients, traction by the plantar fascia is 

absent but the heel spur re-forms (Tountas and Fornasier, 1996). Finally, histological examination 

of the removed calcaneal spurs showed no signs of inflammation (Lemont, et al. 2003; Velagala, et 

al. 2022). 

According to the second theory, the cause lies in vertical compression. The enthesis of the 

plantar fascia is located in the region of the calcaneus, in the area that comes into contact with the 

ground and is therefore exposed to significant force. Due to increased vertical pressure, a 

microfracture of the calcaneus occurs, precisely at the site of this enthesis. As a protective 

mechanism, due to this prolonged trauma, fibrocartilaginous growths appear. Their role is to protect 

the calcaneus from microfissures. Accordingly, it can be concluded that the calcaneal spur 

represents an adaptive mechanism, i.e., a response to vertical force (Kumai and Benjamin, 2002). 

This theory is supported by the direction of the trabeculae, as described above, which corresponds 

to the direction of vertical force, as well as by the fact that calcaneal spurs are more common in 

obese people, as well as in people whose heels are exposed to greater strain (athletes, people who 

carry heavy loads, workers who work standing up for longer periods of time, etc.), (Menz, et al. 

2008; Velagala, et al. 2022). 

The investigation of the histological characteristics of calcaneal spurs obtained from 

cadavers and/or after their surgical removal, has enabled researchers to form a clearer picture, both 

of the histological features of these structures, as well as of the structures surrounding them. 

Histologically, the heel spur consists of a core, which is composed of mature lamellar bone, while 

intramembranous and endochondral ossification can be seen on the surface (Tountas and Fornasier, 

1996; Chen and Carter, 2005). The presence of osteoclasts, as well as the irregular surface of the 

calcaneal spurs, suggest continuous active regeneration of bone tissue (Tountas and Fornasier, 

1996; Kumai and Benjamin, 2002). When it comes to the surrounding tissue, for a long time it was 

believed that the calcaneal spur was completely imbedded in the enthesis of the plantar fascia. 

However, numerous studies indicate that the calcaneal spur is located above the plantar fascia or is 

only partially imbedded in it. It is mostly located in the surrounding muscles, such as the flexor 

digitorum brevis, the quadratus plantae, the abductor hallucis, and the abductor digiti minimi. 

Extremely rarely, the entire calcaneal spur is located within the plantar fascia, i.e., its enthesis 

(McCarthy and Gorecki, 1979; Forman and Green, 1990; Barrett, et al. 1995; Abreu, et al. 2003). 
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For a long time, it was believed that the intensity of pain, with an existing calcaneal spur, 

depended on its size. It has been proven, however, that neither the size nor the shape of the 

calcaneal spur shows a statistically significant correlation with symptoms before therapy (Ahmad, 

et al. 2016). A calcaneal spur can exist without any symptoms and be discovered incidentally during 

a radiological examination of the foot. Heel pain is not present in these patients. On the other hand, 

a radiological examination of the feet, in a certain number of patients who consult a doctor because 

of heel pain, can confirm the presence of a heel spur. As a possible reason as to why pain occurs in 

some patients with a calcaneal spur, while in others it does not, the shape and position of the 

calcification is proposed. A vertical calcaneal spur is believed to physically irritate the plantar 

fascia, whereas a horizontal and/or hooked calcaneal spur does not (Ahmad, et al. 2016). 
 

Figure 1.1. Calcaneal spur measuring technique (Johal and Milner, 2012) 

 

There is no uniform classification of calcaneal spurs. For the purpose of easier analysis of 

these bone structures, some researchers were compelled to make a classification, within their own 

study. We have found several studies in literature, wherein the classification of calcaneal spurs was 

made: 

- Duvries described three types of calcaneal spurs: type 1 (large and asymptomatic), type 2 

(large and painful) and type 3 (small and irregular), (Duvries, 1957); 

- Ozdemir et al. classified calcaneal spurs according to size: small (1 – 2 mm), medium (3 – 

5 mm) and large (over 6 mm), (Ozdemir, et al. 2004); 

- Johal et al. also classified heel spurs according to size: small (1 – 3 mm), medium (4 – 7 

mm) and large (over 8 mm), (Johal and Milner, 2012); 

- Zhou et al. classified heel spurs based on the anatomical location of the calcification: type 

A (located above the plantar fascia) and type B (located within the plantar fascia), (Zhou, et al. 

2015); 

- Ahmad et al. described three types of calcaneal spurs: type 1 (horizontal), type 2 (vertical) 

and type 3 (hooked), (Ahmad, et al. 2016). 

The presence of a calcaneal spur is most easily determined by a lateral x-ray of the heel. 

Diagnosis of this disease is possible using other visualization methods, such as ultrasound and 

NMRI (Drake, et al. 2022). There is no universal technique for measuring calcaneal spur size. 



Doctoral dissertation Ivana Topalović 

6 

 

 

 

However, several authors have described a technique for measuring the size of these bony 

outgrowths. On the lateral radiograph of the heel, two lines are important. The first line (Figure 1.1. 

line a) represents the margin of the heel bone and passes through the base of the calcaneal spur. The 

second line (Figure 1.1. line b) represents the length of the calcaneal spur expressed in millimeters. 

This line originates at the apex of the heel spur and extends downwards to the previous line that 

represents the margin of the calcaneus (Johal and Milner, 2012; Hayta, et al. 2016). 

 

 

1.3. Treatment of plantar fasciitis and calcaneal spurs 
 

Treatment for plantar fasciitis and heel spurs is similar. In both cases, it is pain that brings 

the patient to the doctor. Therapy for these patients is based on eliminating pain and restoring foot 

function. Treatment of heel pain is often long-term. It is often necessary to apply several therapeutic 

procedures. Therapy can be divided into conservative and surgical (Trojian and Tucker, 2019). 

Patients who complain of heel pain are always first treated with conservative therapy. Symptoms 

improve in about 80% of patients with plantar fasciitis within 12 months (Buchbinder, 2004). 

However, 10%–20% of patients require additional therapy (Thomas, et al. 2010). Conservative 

treatment consists of rest, modification of physical activity, ice massage, application of non- 

steroidal anti-inflammatory drugs, stretching and strengthening exercises, and heel braces. It is also 

recommended to adapt the treatment to the patient's symptoms, lifestyle and activity level 

(Schneider, et al. 2018). 

Numerous studies have shown that the application of exercises aimed at stretching the 

plantar fascia has produced good results (Trojian and Tucker, 2019) Counterstrain exercises can 

lead to immediate improvement of symptoms in plantar fasciitis (Wynne, et al. 2006). By reducing 

the strain on the plantar fascia, foot braces reduce the symptoms of plantar fasciitis (Baldassin, et al. 

2009). These prostheses, in fact, provide support to the medial arch and thereby reduce foot 

pronation (Landorf, et al. 2006). Acupuncture is another method in the treatment of plantar fasciitis. 

This is a traditional Chinese method wherein thin needles are inserted at the site of the trigger points 

(Zhuang, et al. 2013). Due to the stimulation of certain trigger points, biochemical changes occur 

within the tissues, resulting in improved blood. All of this ultimately results in the reduction of pain 

(He and Ma, 2017). Night splints keep the foot and ankle in dorsiflexion. In this way, the foot is 

prevented from spontaneously assuming the position of plantar flexion. During plantar flexion of 

the foot, the plantar fascia is shortened. With the first steps in the morning or after a long period of 

rest, the plantar fascia stretches, resulting in pain. Night splints prevent the occurrence of this pain 

(Banerjee, et a. 2012, Lee, et al. 2012). 

The use of corticosteroids has proven to be one of the methods successful in treating plantar 

fasciitis. However, corticosteroids are drugs that have a number of side effects. Therefore, the use 

of these drugs should be limited to as few applications as possible, and when it comes to the method 

of application, it is justified to administer them locally. Applied locally, as an injection in the region 

of the heel of the foot, they can cause rupture of the plantar fascia, atrophy of the skin and of the fat 

pad of the heel (Schulhofer, 2013; Lee, et al. 2014; Thompson, et al. 2014). Rupture of the plantar 

fascia can result in loss of the longitudinal medial arch of the foot (Kim, et al. 2010). 

Ultrasound is also used in the treatment of plantar fasciitis. It increases the level of cellular 

activity and circulation in the treated tissue (Baker, et al. 2001). In this way, it removes pain and 

limited mobility, and reduces disability in patients (Akinoglu, et al. 2017). Low-intensity laser 

therapy can be used alone or in combination with other conservative treatment modalities (Melesa, 

et al. 2022). The low-intensity laser acts on the metabolism of serotonin, which is a powerful pain 

suppressant. Also, it stimulates the process of the regeneration of fibrous tissue (Yinilmez Sanmak, 

et al. 2018). 
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Plantar fasciitis is a disease which, in a certain number of cases, can resolve on its own or 

with applied conservative therapy. If patients still have symptoms after a year, it is necessary to 

consider surgical treatment. Percutaneous and endoscopic methods of accessing the plantar fascia 

differ. The open procedure requires the patient to stay in bed for a longer period of time and it takes 

the patient longer to return to their normal everyday activities. Therefore, in today’s world, the 

endoscopic method is more acceptable (Cottom and Baker, 2016). Plantar fasciotomy can be partial 

and/or complete (Thomas, et al. 2010). Adverse effects that may occur are the following: infection, 

arch destabilization, midfoot pain, heel pain, and loss of arch height (Trojian and Tucker, 2019). 

 

 

1.4. Mechanical shock waves 
 

Mechanical shock waves are sound waves that propagate through a medium. By spreading 

through the medium, these waves cause it to deform, i.e., change its density. Extracorporeal 

mechanical shockwave therapy is a non-invasive form of treatment developed from extracorporeal 

shock wave lithotripsy. Mechanical shock waves are used in urology for lithotripsy, i.e., stone 

disintegration. For all other indications, mechanical shock waves are used to induce regenerative 

changes in tissues (Auersperg and Trieb, 2020). 

Historically speaking, mechanical shock waves for the treatment of musculoskeletal diseases 

originated as a modification of extracorporeal shockwave lithotripsy. The possibility of stone 

destruction in urolithiasis has encouraged the idea of treating calcifications in musculoskeletal 

diseases (Notarnicola and Moretti, 2012). The first research related to the application of mechanical 

shock waves for the treatment of musculoskeletal diseases was carried out in Germany and 

Bulgaria. However, the desire to introduce mechanical shock waves in the treatment of 

musculoskeletal diseases was accompanied by a lack of evidence on the effectiveness of this 

therapy. All this had the effect that, in 1999, funding for this type of treatment by health insurance 

funds in Germany was discontinued (Auersperg and Trieb, 2020). This was followed by three 

multicenter studies, initiated by the German Society for Orthopedics and Trauma Surgery. The final 

results of these studies indicated better mechanical shockwave treatment outcomes, as compared to 

placebo, which enabled mechanical shock waves to remain a therapeutic option for treating 

musculoskeletal diseases (Haake, et al. 2002; Haake, et al. 2003; Gerdesmeyer, et al. 2003). 

Numerous studies followed, whose results suggested that the application of this type of therapy 

successfully led to a reduction in pain, in patients with plantar fasciitis and other diseases of the 

musculoskeletal system. Owing to these results, the US Food and Drug Administration also 

approved the use of mechanical shock waves in the treatment of musculoskeletal diseases 

(Notarnicola and Moretti, 2012). 

A mechanical shock wave is characterized by a large amplitude of positive pressure (10 – 

100 MPa), a short pressure rise time (< 1 µs), and a small amplitude of negative pressure (1 – 10 

MPa) (Rompe, et al. 2007). 

There is a number of devices for the production (induction) of mechanical shock waves. 

Electrohydraulic devices were in use first. With the development of this treatment method, 

piezoelectric and then various electromagnetic devices (with a flat coil or a cylindrical coil) were 

developed. All of the abovementioned devices are intended to produce focused mechanical shock 

waves (Auersperg and Trieb, 2020). In the meantime, the so-called radial devices, which use 

compressed air or electromagnetic forces to propel a "projectile" within the device, have been 

developed. The "projectile" reaches high speed and transfers its energy to the applicator, which is in 

contact with the skin. In this way, mechanical shock waves are transmitted to the tissue via the 

applicator (Auersperg and Trieb, 2020). Radial devices generate waves whose energy is highest at 

the point of entry into the treated part of the body. The waves generated in this way spread radially 
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in all directions and their intensity decreases the deeper they penetrate into the tissue (Auersperg 

and Trieb, 2020). 
 

 

Figure 1.2. Graphic representation of a typical mechanical shock wave (Rompe et al., 2007) 

 

The waves produced by focused mechanical shockwave devices are very different from the 

waves produced by radial devices. Namely, radial devices produce pressure pulses that do not have 

the characteristics of a standard mechanical shock wave created in one of the devices for the 

induction of a focused mechanical shock wave. Also, the rise time and the maximal pressure of the 

radial wave are much smaller (Auersperg and Trieb, 2020). 

The common feature of all focused mechanical shock waves is that they carry the greatest 

energy in the focus. However, focused mechanical shock waves differ from each other depending 

on the type of apparatus where they are induced. The quality of electrohydraulic generated 

mechanical shock waves differs greatly from the quality of shock waves induced in electromagnetic 

and/or piezoelectric devices (Auersperg and Trieb, 2020). Numerous studies using mechanical 

shock waves describe results that sometimes contradict each other. The question arises as to 

whether the reason for the difference in efficiency lies, in fact, in the difference in the quality of 

differently induced mechanical shock waves. The answer to this question has not yet been found, 

but the fact remains that impulses do differ from each other (Auersperg and Trieb, 2020). 

Radial mechanical shock waves have the point of highest pressure and of highest energy 

flow density outside the tissue, i.e., at the tip of the applicator. On the other hand, focused 

mechanical shock waves have the point of highest pressure and highest energy flow density in the 

center of the focus, in other words, within the treated tissue. These facts are the main reason why 

radial mechanical shock waves are better tolerated than focused mechanical shock waves (Chang 

2012, Eslamian, et al. 2016). 

When the use of mechanical shock waves in the therapy of diseases of the musculoskeletal 

system began, it was considered that the use of higher energy waves gave better results. However, it 

was observed very early on that lower intensity waves caused tissue regeneration without damaging 

it (Rompe, et al. 1998). Depending on the energy they carry, i.e., depending on the energy flux 
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density, mechanical shock waves can be divided into the following categories (Chow and Cheing, 

2007): 

- low energy mechanical shock waves (energy flux density less than 0.1 mJ/mm
2
) 

- mechanical shock waves of medium energy (energy flux density 0.1 - 0.2 mJ/mm
2
) 

- high energy mechanical shock waves (energy flux density higher than 0.2 mJ/mm
2
). 

The biological effects, i.e., the effects of mechanical shock waves on tissue, do not depend 

only on energy flux density, but on other factors as well. One of the frequently mentioned factors 

that can affect the effectiveness of this type of therapy is the application of anesthesia. Initially, 

mechanical shock waves were applied with anesthesia. For this purpose, general, regional or local 

anesthesia was used (Lohrer, et al. 2010). However, the monitoring of VAS score results showed 

that anesthesia reduced the effectiveness of mechanical shock waves (Rompe, et al. 2005; Wang, et 

al. 2019). In their meta-analysis, Wang et al. reported that the use of low-intensity mechanical 

shock waves, without local anesthesia, in the treatment of plantar fasciitis, was effective and led to a 

significant reduction in pain. Conversely, they stated that the application of the same therapy for the 

same indication with the simultaneous use of local anesthesia did not lead to a reduction in pain 

(Wang, et al. 2019). On the one hand, the use of anesthesia ensures the painless application of 

mechanical shock waves of higher intensity, while on the other hand, as can be seen from numerous 

studies, it reduces their effectiveness. Due to the reduction in the effectiveness of this type of 

therapy, it is recommended that the application of anesthesia depends on the intensity of the applied 

energy, i.e., that mechanical shock waves of higher energy levels are applied under local anesthesia 

(Lohrer, et al. 2016). Today, the use of local anesthesia is not recommended when applying 

mechanical shock waves in the therapy of soft tissue diseases (Schmitz, et al. 2015), while, at the 

same time, it is considered useful for bone-related indications (Schaden, et al. 2015). Mechanical 

shock waves that cause pain during application lead to the release of neuropeptides which promote 

local and central trophic effects for increasing the metabolism in bradytrophic tissues 

(Klonschinski, et al. 2011; Schmitz, et al. 2015). In their study, Klonschinski et al. state the 

following: "mechanical shock waves dose-dependently activate and sensitize primary afferent 

nociceptive C-fibers, but activation and sensitization are prevented if local anesthesia is applied" 

(Klonschinski, et al. 2011). One of the important advantages of using radial mechanical shock 

waves, compared to the use of the first generation of focused mechanical shock waves, is that this 

type of therapy does not require the use of anesthesia. Unlike focused mechanical shock waves, this 

type of shock waves can be delivered to tissue without the administration of any form of anesthesia 

(Chang, et al. 2012; Eslamian, et al. 2016). 

The mechanism of how mechanical shock waves act on tissue is complex and is explained 

by mechanotransduction. Namely, mechanical energy causes changes inside the cell, more 

precisely, changes in the cellular skeleton. In other words, mechanical energy causes changes in the 

cell which are reflected in the release of mRNA from the nucleus, which further affects various 

cellular structures, such as mitochondria, the endoplasmic reticulum, intracellular vesicles, etc., so 

that the enzymatic response leads to an improvement in the healing process (Wang, et al. 2003, 

Auersperg and Trieb, 2020). In animal experiments, it has been proven that mechanical shock 

waves induce oxygen and free radicals, which further promote the production of certain growth 

factors (Wang, et al. 2004, Auersperg and Trieb, 2020). This type of therapy reduces the expression 

of matrix metalloproteinases and pro-inflammatory interleukins. Mechanical shock wave also 

increases the synthesis of growth factors and the release of anti-inflammatory cytokines, thus 

stimulating the tissue recovery process (De Girolamo, et al. 2014). Over time, mechanical shock 

waves reduce pain and improve organ function by, among other things, leading to intense axon 

stimulation and a reduction in the number of unmyelinated sensory fibers. Also, by increasing 

angiogenesis, they lead to tissue revitalization (Chang, et al. 2012). 

Fast healing with the use of mechanical shock waves is not possible. Healing with this type 

of therapy takes time (Auersperg and Trieb, 2020). 
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The indications for the application of mechanical shockwave therapy are numerous 

(DIGEST Guidelines, 2019): 

1. Tendinopathies in the upper extremities: Tendinosis calcarea, radial epicondylopathy, ulnar 

epicondylopathy, and Morbus Dupuytren; 

2. Tendinopathies in the lower extremities: trochanteric pain syndrome, plantar fasciitis, Achilles 

tendon tendinopathy, patella tip syndrome, tibial stress syndrome, hamstring tendinopathy, and 

Morbus Ledderhose; 

3. Cartilage and bone: arthrosis, Osteochondrosis dissecans, bone marrow edema syndrome, 

pseudarthrosis, and stress fractures; 

4. Skin: extracorporeal shock wave therapy on the skin and extracorporeal shock wave therapy on 

cellulite; 

5. Myofascial pain therapy; 

6. Urology: extracorporeal shockwave therapy of urological diseases. 

Regardless of such a large number of indications, the application of mechanical shock waves 

has shown the best results in the treatment of certain orthopedic diseases. Some of the conditions in 

which the role of this type of therapy has been more intensively studied are as follows: non-union of 

bone fractures, calcifying tendinitis of the shoulder, lateral epicondylitis of the elbow, plantar 

fasciitis, and inflammation of the Achilles tendon (Wang, et al. 2003). 

The application of mechanical shock waves is quite safe and there are only a few known side effects 

that can occur with the application of this therapy. These side effects are the appearance of pain 

during the procedure and the appearance of minor hematomas. The way that this therapy produces 

pain has been described earlier in this segment of the study. Contraindications for the application of 

mechanical shock waves are as follows: coagulopathy, the presence of an embryo or fetus, and 

severe infections (Auersperg and Trieb, 2020). 

 

From all that has been described above, plantar fasciitis has a high frequency in the general 

population. Just like plantar fasciitis, a calcaneal spur can also often be the cause of heel pain. Each 

of these diseases separately, or in many cases together, greatly affect the quality of life in patients. 

In addition to the pain present, patients also have limited mobility, which makes daily activities 

even more difficult. As a result, patients are forced to take long-term rest, treatment and absence 

from work. As we have seen, there is a number of therapeutic options, but in a certain number of 

cases, patients do not respond appropriately to therapy, which is why in such cases it is necessary to 

resort to surgical treatment. All therapeutic procedures carry certain costs. Some of them are 

cheaper and some are more expensive. Also, being absent from work leads to additional costs that 

are not negligible. Because of all this, it is necessary to help the patient heal and return to their 

normal way of life, as soon as possible. 

On the other hand, the application of mechanical shock waves for therapeutic purposes has 

not been fully explored. It is a relatively new therapeutic option, which, based on current 

knowledge, is expected to have a bright future. Patients tolerate it well, it is non-invasive, easy to 

perform, and relatively inexpensive. Because of all the above, we believe that studies such as ours 

would greatly contribute to the development of this therapeutic method. 
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2. Aims and Objectives 

 

 
The aims and objectives of this thesis were as follows: 

 

1. to investigate the impact of the mechanical shock wave on calcification size, in case of a 

calcaneal spur; 

 

2. to investigate the impact of the mechanical shock wave on pain intensity, in case of a 

calcaneal spur; 

 

3. to investigate the association between the size of the calcaneal spur and pain intensity, 

before and after shockwave therapy application 
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3. Material and methods 

 

 
3.1. Study design 

 

The research was conducted as a prospective study, at the Clinic for Physical Medicine and 

Rehabilitation of the Clinical Center of Serbia, Faculty of Medicine, University of Belgrade, lasting 

one year. The study included 129 subjects of both sexes, treated at the aforementioned clinic, in the 

period between January 1, 2021, and December 31, 2021. The patients were divided into two 

groups. The experimental group comprised 67 patients, while the control group had 62 patients. 

Patients in the experimental group were treated with mechanical shock waves, while patients in the 

control group were treated with standard methods of physical therapy (cryotherapy, drug 

electrophoresis, magnetotherapy, laser therapy and transcutaneous electrical nerve stimulation – 

TENS). The Ethics Committee of the Faculty of Medicine, University of Belgrade, approved the 

execution of this study. 

Before starting the study, all patients were given anamnestic data related to the current 

disease and other diseases that were present in patients. Anamnestic data referred to the current 

disease as well as to other diseases present in the patients. The data from the anamneses were 

extensive and precise, with the aim of giving the examiner a clear picture of the complaints for 

which the patient sought treatment. . From the data obtained, we obtained precise data on the onset 

and course of the disease. The data obtained from the anamnesis were as follows: 

 personal information (sex, year of birth, occupation, place of residence); 

 the leg that the patient was complaining of; 

 whether the complaints lasted all day or occurred periodically; 

 whether the complaints were more pronounced in the morning, during the day or at night; 

 whether the complaints affected the mobility of the patient; 

 whether walking was difficult; 

 duration of complaints prior to visiting the doctor; 

 whether, in the meantime, the patient had been taking any drugs, systemically and/or locally; 

 whether the patient contacted the doctor for the first time on that occasion or whether he/she 

had already sought help; 

 whether the patient had received any advice from a doctor on a prior occasion; 

 whether the patient had put ice on the leg, and if so, who had recommended this to him/her; 

 the time when the diagnosis of the patient's pathology was established and by which 

diagnostic method; 

 who decided on the type of diagnostic method applied to determine the size of the 

calcification; 

 according to the patient's opinion, which etiological factor was the cause of the resulting 

condition; 

 whether the complaints occurred after some strenuous activity, such as sports or some other 

similar activities (track and field, playing tennis, etc.); 

 whether a change of footwear had preceded the occurrence of the first complaints; 

 whether the patient was overweight (body weight, body height, body mass index – BMI); 

 whether a foot injury had preceded the occurrence of the first complaints; 

 whether the patient had any foot deformities, such as flat feet (pedes plani); 

 whether the patient was being treated for diabetes mellitus; 

 whether the patient was being treated for any heart disease; 
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 whether the patient had any malignant diseases; 

 whether the patient had had an injury or was treated for a fracture of the leg affected by 
plantar fasciitis; 

 whether the patient had had a knee or hip prosthesis fitted, especially if it was on the side 
affected by plantar fasciitis. 

 

After anamnesis and clinical examination, the treatment protocols with mechanical shock 

waves and standard methods of physical therapy were explained in detail to all subjects who met the 

inclusion criteria and who did not have any exclusion criteria. Also, the patients were familiar with 

the biological effects, contraindications and side effects of both of the above-mentioned therapies. 

After this, the respondents opted for one of the two treatment methods. 

 

The inclusion criteria were as follows: 

 sensation of pain in the heel of the foot; 

 an established diagnosis of plantar fasciitis – first episode; 

 radiologically confirmed existence of a calcaneal spur; 

 patients above the age of 18 years. 

 

The exclusion criteria were as follows: 

 previous existence of plantar fasciitis; 

 persons under the age of 18 years; 

 absence of a calcaneal spur on X-ray images of the heel; 

 previous long-term use of corticosteroids and/or NSAIDs and/or analgesics due to the 
treatment of other diseases; 

 previous injury to the leg affected by plantar fasciitis; 

 existence of a contraindication for the application of mechanical shockwave therapy 

(presence of a metal implant in a patient, malignant tumor in the region of the foot, 

osteomyelitis in the region of the foot, hemiplegia, hemiparesis, polyneuropathy of various 

etiology, and an implanted pacemaker); 

 

The size and exact position of the calcaneal spur was determined for all subjects included in 

the research, using ultrasound or x-ray diagnostics. The size of the calcaneal spur was measured a 

second time after the fifth mechanical shockwave treatment or after the first cycle of standard 

physical therapy. The size of the calcaneal spur was measured for the third time after 10 mechanical 

shockwave treatments, i.e., after the second cycle of physical therapy. 

After the researchers explained the study design to them in detail, all of the subjects gave 

their written consent for inclusion in the study, i.e., they signed their informed consent. Patients 

from the experimental and control groups who started the study, remained in the study until its 

conclusion, which means that there were no individuals dropping out of the study. Attrition of the 

groups was not recorded. 

The technique of therapy application differed in the experimental group and the control 

group. 
 

 

3.2. Experimental group 
 

Patients in the experimental group were treated with focused mechanical shock waves. The 

device used in the research for the application of this type of therapy was MASTERPLUS MP 200, 

serial number: BS 2058, 2011STORZ MEDICAL, Switzerland. This type of apparatus is able to 
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generate focused or radial mechanical shock waves. The device consists of a compressor, a control 

(display) panel and an amplifier in the shape of a gun. Various options for the quality of shock 

waves can be set via the control panel, while the set characteristics of mechanical shock waves can 

be monitored in real time via the display on the control panel. The frequency of the shock waves, 

the number of shock waves and their strength can be monitored on the display. The frequency of 

mechanical shock waves, which can be prescribed using this device, ranges from 1 to 30 hertz (Hz), 

the number of shocks ranges from 10 to 2,200 per one treatment, while the range of the strength of 

the shock waves is from 1 to 25 bars. 
 

Figure 3.1. The device used in the study 

 

Each patient was individually informed and prepared for the application method, as well as 

for the mechanical shockwave application technique itself. The application of mechanical shock 

waves basically does not cause pain. However, a thin layer of contact gel or malposition (bad angle) 

of the amplifier can cause pain. Therefore, all patients were warned to report any pain. In order to 
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fully apply the therapy to the patients, without pain, a sufficient amount of the contact gel, as 

suggested by the device manufacturer, was used. In case the patient still reported pain during the 

application of therapy, the angle between the surface of the skin where the mechanical shock wave 

was being applied and the amplifier was corrected. 
 

Figure 3.2. The amplifier of the device used in the study 

 

The application of therapy to the sole of the foot was carried out via an amplifier for focused 

mechanical shock waves. The procedure consists of having a bare foot patient lie down on his 

stomach. A roller is placed under the knee, which provides a relaxing position for the lower leg and 

foot. The amplifier is placed at a right angle in relation to the skin of the sole of the foot. The point 

of contact between the amplifier and the skin should be located in the region of the heel of the foot, 

at the point of greatest pain, which is previously determined by palpation. 

The therapy parameters are set via the control panel of the device. In our study, 1,600 shock 

waves were used, at a frequency of 10 Hz and with a shock strength of 1.6 bars. Mechanical 

shockwave therapy was performed for seven days. The planned number of treatments was ten. In 

case of the detection of changes on the patient’s skin or in case of the patient's expressed desire, it 

was possible to stop the treatment earlier. However, all patients in the experimental group ended up 

having 10 treatments, which means that the treatment lasted a total of 10 weeks. 
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Figure 3.3. Application of focused mechanical shock waves 

 

 

3.3. Control group 
 

The subjects of the control group were treated with standard physical therapy methods. The 

treatment protocol for this group of patients included: cryotherapy, drug electrophoresis, 

magnetotherapy, laser therapy and transcutaneous electrical nerve stimulation (TENS). 

The initial procedure was cryotherapy. It involved applying ice to the sole of the foot along 

the plantar fascia for five to ten minutes. The ice massage was performed from heel to toe, without 

strong pressure and observing the recommended duration of the massage. If the patient complained 

of pain and discomfort after a few minutes of cryotherapy, the massage was stopped. The following 

day cryotherapy was continued for as many minutes as the patient was comfortable with. 

The treatment that was administered next, within the treatment protocol for these patients, 

was drug electrophoresis. Electrophoresis electrodes were placed along the length of the sole so that 

the cathode was positioned distally, on the toes, while the anode was placed on the calcaneal part of 

the plantar fascia attachment. Here, in addition to the effect of the medicine, the effect of the poles 

of the galvanic current was also achieved. In the acute phase of treatment, when the patients were in 

severe pain, dexazone and novocaine were administered, as the goal was to relieve the patient’s 

pain, as soon as possible. Drug electrophoresis was applied for 15 to 20 minutes, depending on the 

drug applied and the surface area of the electrodes that were used. 

The next therapy administered according to the treatment protocol was magnetotherapy. A 

low frequency alternating magnetic field was applied. The method of application was to place the 

antennas transversely on the foot, by placing one antenna on the dorsal and the other on the plantar 

side of the foot. The application lasted 20 minutes, with a frequency of 10 Hz and a magnetic field 

strength of 40 gauss. 
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Laser therapy followed. Laser biostimulation was applied, with a laser probe that measured 

one centimeter in diameter. The therapy was applied at the point of attachment of the plantar fascia 

to the heel bone, as well as along the plantar fascia, at five points in a row. The application time per 

point was five minutes, with a frequency of 100 Hz. 

The last treatment in the series was transcutaneous electrical nerve stimulation. 

Conventional TENS therapy was applied, lasting 10 minutes, with electrodes placed longitudinally 

along the plantar fascia. 

This protocol was applied for ten days in patients belonging to the control group. It should 

be noted that cryotherapy was discontinued after five days. In a certain number of patients of this 

group, the pain completely subsided after a series of ten days of combined physical therapy, and 

they did not continue the treatment. For those subjects whose pain did not decrease even after a 

series of ten treatments, a ten-day break was made. After the break, another cycle of therapy was 

administered for the same duration. Cryotherapy was not prescribed in the new cycle of treatment, 

because the patient's complaints were already in the subacute phase of the disease. 

 

 

3.4. Technique of outcome measurement 
 

In our study, treatment outcomes were monitored through calcaneal heel spur size and 

through pain intensity. Regardless of the group they belonged to, all patients underwent the 

identical protocol of outcome follow-up. 

The size of the calcaneal spur was measured in all patients, at the beginning of the study. To 

this end, ultrasound or X-ray diagnostics were applied. The size of the calcaneal spur was then 

measured at the end of the study. In the patients belonging to the experimental group, the size of the 

calcaneal spur was also measured after five treatments had been applied. 

Pain intensity was determined using the Visual Analogue Scale (VAS) for pain. VAS was 

determined in all patients, at the beginning of the study. The same measurement was repeated after 

the end of treatment. In the experimental group, patients were subjected to one more measurement, 

i.e., establishing VAS after the fifth mechanical shockwave treatment. 
 

Figure 3.4. VAS scale used in the study 
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The VAS scale for measuring pain intensity is divided into divisions ranging from 0 to 10. 

Within this scale, 0 represents the absence of pain, while 10 represents maximum pain. Before 

being interviewed about the intensity of pain, all patients were informed about which marks were 

for the highest and which were for the lowest pain. Figure 3.4 shows the VAS scale used in our 

research. On one side of this scale there are numbers from 0 to 10, while on the other side there are 

five different facial expressions. The graphic facial expressions are marked with numbers from 1 to 

5. The state without pain corresponds to the facial expression marked with number 1, while extreme 

pain is represented by the facial expression marked with number 5. Facial expressions 

corresponding to numbers 2, 3 and 4 represent transitional states of pain that are between the above- 

mentioned two states. Using the VAS scale designed in this way, it is quite simple to quantify pain 

in patients. However, testing with the VAS scale was only started when each individual patient fully 

understood the way in which this scale was used. 

 

 

3.5. Statistical data processing 
 

Depending on the type of variables and the normality of the distribution, the data description 

is presented as n (%), arithmetic mean ± standard deviation, or the median (range, min – max). 

Among the methods for testing statistical hypotheses, the following were used: t-test, Mann- 

Whitney test, chi-square test, Fisher's exact probability test, the Friedman test and the Wilcoxon 

test. Quantile regression was used to model the relationship between dependent variables 

(difference between pre-post median values for calcification size and VAS) and potential predictors. 

To model the relationship between binary outcomes and potential predictors, logistic regression was 

used. Statistical hypotheses were tested at a statistical significance level (alpha level) of 0.05. 

The results are presented tabularly and graphically. All data were processed in the IBM 

SPSS Statistics 22 (SPSS Inc., Chicago, IL, USA) software package. 
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4. Results 

 

 
4.1. Subjects 

 

Table 1. Distribution of study subjects, by groups 

Group n % 

Experimental group 67 51.9 

Control group 62 48.1 

Total 129 100.0 

 

Of the total number of subjects involved in the study, 67 (51.9%) belonged to the 

experimental group, while 62 (48.1%) were in the control group. 

 

 

4.2. Sex structure 
 

Table 2. Distribution of study subjects, by sex 

Experimental 

 

 
Control group Total 

Sex group 
 

 n % n % n % 

Male 32 47.8 34 54.8 66 51.2 

Female 35 52.2 28 45.2 63 48.8 

Total 67 100.0 62 100.0 129 100.0 

 

Of a total of 129 subjects, 66 were male and 63 were female. There were 32 (47.8%) men in 

the experimental group and 34 (54.8%) men in the control group. There were 35 (52.2%) women in 

the experimental group and 28 (45.2%) women in the control group. Such a distribution of men and 

women did not demonstrate statistically significant differences in the sex structure of the groups 

(χ
2
=0.646; p=0.422). 

 

 

4.3. Age structure 
 

Table 3. Distribution of study subjects, by age 

Age (years) mean SD med min max p-value 

Experimental group 

Control group 

55.3 

51.8 

10.5 

14.3 

54.0 

55.0 

36.0 

20.0 

88.0 
0.123 

76.0 
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The average age of the subjects in the experimental group was 55.3±10.5 years, while the 

average age of the controls was 51.8±14.3 years, which is not a statistically significant difference 

(t=1.555; p=0.123). 

A comparison of the experimental group and the control group showed that these two groups 

were not statistically significantly different with regards to size, sex structure, and age structure. 

 

 

4.4. Method of diagnosis 
 

Table 4. Distribution of study subjects in the experimental group and the control group, by 

diagnostic method 
 

 
Diagnostic method 

Experimental 

group 
Control group Total 

 

 n % n % n % 

US 64 95.5 49 79.0 113 87.6 

X-ray 3 4.5 13 21.0 16 12.4 

Total 67 100.0 62 100.0 129 100.0 

 

In the experimental group, the diagnosis was established with US in 64 (95.5%) patients, 

while X-ray was used to establish the diagnosis in three (4.5%) subjects. In the control group, the 

diagnosis was established with US in 49 (79.0%) subjects, while in 13 (21.0%) patients it was 

established with the use of X-ray. There is a statistically significant difference (χ
2
=8.059; p=0.005) 

in the method of diagnosis between the experimental group and the control group. 

 

 

4.5. Time from onset of symptoms to beginning of treatment 
 

Table 5. Time elapsed (months) from onset of symptoms to the beginning of treatment of 

experimental and control group subjects 
 

Time from symptoms to 
mean SD med min max p-value 

treatment (months)  

Experimental group 

Control group 

7.3 

3.3 

7.6 

2.6 

6.0 

2.0 

1.0 

1.0 

48.0 
<0.001 

12.0 

 

The median time from the onset of symptoms to the beginning of treatment of the subjects in 

the experimental group was six months (range: 1-48 months), while it was two months in the 

control group (range: 1-12 months), which is a statistically significant difference (U=1120.5; 

p<0.001). The subjects of the experimental group began treatment significantly later. 
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Graph 1. Time elapsed (months) from the onset of symptoms to the beginning of treatment of 

experimental and control group subjects 

 

 

4.6. Pain during mechanical shock wave application 
 

Most of the subjects felt no pain during mechanical shock wave application. Only 7 (10.4%) 

subjects reported feeling pain during the application of this form of treatment. 

 

 

4.7. Affected leg 
 

Table 6. Distribution of study subjects, by leg affected with plantar fasciitis 

Experimental 

Affected leg group 
Control group Total 

 

 n % n % n % 

Right 45 67.2 30 48.4 75 58.1 

Left 22 32.8 32 51.6 54 41.9 

Total 67 100.0 62 100.0 129        100.0 

 

In the experimental group, 45 (67.2%) subjects had an affected right leg, while in 22 

(32.8%) subjects the left leg was affected. In the control group, 30 (48.4%) subjects had their right 

leg affected, while 32 (51.6%) subjects had an affected left leg, which is a statistically significant 

difference (χ
2
=4.665; p=0.031). 
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4.8. Etiology 
 

  Table 7. Distribution of study subjects, by plantar fasciitis etiology  
Experimental 

Control group 
Etiology  group    p-value 

 n  % n %  

Change of footwear 31  46.3 20 32.8 0.120 

Track and field sports 24  35.8 18 29.0 0.411 

Tennis 40  59.7 29 46.8 0.141 

Obesity 18  26.9 16 25.8 0.891 

Pedes plani 24  35.8 23 37.1 0.880 

Previous foot injury 13  19.4 15 24.2 0.510 

 

Change of footwear, as an etiological factor in the development of plantar fasciitis, was 

present in 31 (46.3%) subjects of the experimental group and 20 (32.8%) subjects of the control 

group. There was no statistically significant difference in the change of footwear, as an etiological 

factor in the development of plantar fasciitis, in experimental and control group subjects (χ
2
=2.421; 

p=0.120). 

Engaging in track and field sports, as an etiological factor in the development of plantar 

fasciitis, was present in 24 (35.8%) subjects of the experimental group and 18 (29.0%) subjects of 

the control group. There was no statistically significant difference regarding the involvement in 

track and field sports, as an etiological factor in the development of plantar fasciitis, in experimental 

and control group subjects (χ
2
=0.676; p=0.411). 

Playing tennis, as an etiological factor in the development of plantar fasciitis, was present in 

40 (59.7%) subjects of the experimental group and 29 (46.8%) subjects of the control group. There 

was no statistically significant difference with regards to playing tennis, as an etiological factor in 

the development of plantar fasciitis, in experimental and control group subjects (χ
2
=2.163; 

p=0.141). 

Obesity, as an etiological factor in the development of plantar fasciitis, was present in 18 

(26.9%) subjects of the experimental group and 16 (25.8%) subjects of the control group. There was 

no statistically significant difference in obesity, as an etiological factor in the development of 

plantar fasciitis, in experimental and control group subjects (χ
2
=0.019; p=0.891). 

Pedes plani, as an etiological factor in the development of plantar fasciitis, was present in 24 

(35.8%) subjects of the experimental group and 23 (37.1%) subjects of the control group. There was 

no statistically significant difference in relation to pedes plani, as an etiological factor in the 

development of plantar fasciitis, in experimental and control group subjects (χ
2
=0.023; p=0.880). 

Previous foot injury, as an etiological factor in the development of plantar fasciitis, was 

present in 13 (19.4%) subjects of the experimental group and 15 (24.2%) subjects of the control 

group. There was no statistically significant difference in relation to previous foot injury, as an 

etiological factor in the development of plantar fasciitis, in experimental and control group subjects 

(χ
2
=0.435; p=0.510). 
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Graph 2. Distribution of study subjects, by etiology of plantar fasciitis development 

 

 

4.9. Calcification size before treatment 
 

  Table 8. Calcification size before treatment, in millimeters  
Calcification size 

(before treatment) 
mean SD med min max p-value 

 

Experimental group 5.0 2.5 4.2 2.0 15.0 
     <0.001 
Control group 3.3 1.5 2.9 1.2 7.5 

 

The median calcification size before treatment, in subjects belonging to the experimental 

group, was 4.2 mm (range: 2.0-15.0 mm), while it was 2.9 mm (range: 1.2-7.5 mm) in the control 

group subjects. There is a statistically significant difference (U=1098.0; p<0.001) in the size of the 

calcification before therapy, in experimental and control group subjects. Subjects belonging to the 

experimental group had significantly higher calcification values before treatment. 
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Graph 3. Calcification size before treatment 

 

 

4.10. Calcification size after treatment 
 

Table 9. Calcification size after treatment, in millimeters 
 

Calcification size 

(after treatment) 
mean SD med min max p-value 

 

Experimental group 2.0 1.2 2.0 0.0 6.2 
     <0.001 
Control group 3.3 1.5 3.0 1.2 7.5 

 

The median calcification size after treatment, in subjects belonging to the experimental 

group, was 2.0 mm (range: 0.0-6.2 mm), while it was 3.0 mm (range: 1.2-7.5 mm) in the control 

group subjects. There is a statistically significant difference in calcification size (U=1023.0; 

p<0.001). Subjects belonging to the control group had significantly higher calcification values after 

treatment. 
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Graph 4. Calcification size after treatment 
 

 
 

 

Graph 5. Calcification size before and after treatment 
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4.11. Calcification size in the experimental group 
 

Table 10. Calcification size in experimental group subjects – before treatment, after five treatments, 

  and after ten treatments, in millimeters  
 

Calcification size mean SD med min max p-value 

Before treatment 5.0 2.5 4.2 2.0 15.0  

After five treatments 3.8 1.7 3.4 1.2 10.0 <0.001 

After ten treatments 2.0 1.2 2.0 0.0 6.2  

 

Calcification size values in experimental group subjects, during the observation period, are 

presented in Table 10. 

There is a statistically significant difference in the values of calcification size during the 

observation period (χ
2
=132.0; df=2; p<0.001). A statistically significant reduction in calcification 

size over time was registered. 

There is a statistically significant difference in calcification size after ten treatments, as 

compared to the calcification size before treatment (p<0.001) and after five treatments (p<0.001). 

There is also a statistically significant difference in calcification size after five treatments, as 

compared to calcification size before treatment (p<0.001). 
 

 

Graph 6. Values of calcification size in experimental group subjects – before treatment, after five 

treatments, and after ten treatments 



Doctoral dissertation Ivana Topalović 

27 

 

 

 

4.12. VAS before treatment 
 

Table 11. VAS values before treatment 

VAS (before treatment) mean SD med min max p-value 

Experimental group 

Control group 

8.7 

7.9 

1.1 

2.0 

9.0 

8.0 

6.0 

1.0 

10.0 
0.038 

10.0 

 

The median VAS before treatment, in the experimental group subjects, was 9.0 (range: 6.0-

10.0), while it was 8.0 (range: 1.0-10.0), in the control group subjects. There is a statistically 

significant difference (U=1647.5; p=0.038) in VAS values before treatment in the experimental 

group and the control group. The subjects of the experimental group had significantly higher VAS 

values before treatment. 
 

 

 

Graph 7. VAS values before treatment 

 

 

4.13. VAS after treatment 
 

Table 12. VAS values after treatment 

VAS (after treatment) mean SD med min max p-value 

Experimental group 

Control group 

1.9 

1.8 

1.2 

1.3 

2.0 

2.0 

0.0 

0.0 

4.0 
0.537 

6.0 

 

The median VAS after treatment, in experimental subjects, was 2.0 (range: 0.0-4.0), and it 

was also 2.0 (range: 0.0- 6.0) in control group subjects. There was no statistically significant 



Doctoral dissertation Ivana Topalović 

28 

 

 

 

difference (U=1889.0; p=0.537) in VAS values after treatment in experimental and control group 

subjects. 
 

 

Graph 8. VAS values after treatment 
 

 
 

 

Graph 9. VAS values before and after treatment 
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4.14. VAS in the experimental group 
 

Table 13. VAS in experimental group subjects – before treatment, after five treatments, and after 

  ten treatments  
 

VAS mean SD med min max p-value 

Before treatment 8.7 1.1 9.0 6.0 10.0  

After five treatments 5.1 1.4 6.0 2.0 8.0 0.024 
After ten treatments 1.9 1.2 2.0 0.0 4.0  

 

VAS values for experimental group subjects during the observation period are presented in 

Table 13. 

There is a statistically significant difference in VAS values during the observation period         

(χ
2
=7.429; df=2; p=0.024). A statistically significant drop in VAS values was registered over time. 

There is a statistically significant difference in VAS values after ten treatments, as compared to VAS 

values before treatment (p=0.040). However, there is no statistically significant difference in VAS 

values after five treatments, as compared to VAS before treatment (p=0.231), nor a statistically 

significant difference in VAS values after ten treatments, as compared to VAS after five 

treatments (p=1.000). 
 
 

Graph 10. VAS values in experimental group subjects – before treatment, after five treatments, and 

after ten treatments 
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4.15. Difference in calcification size before-after treatment 
 

The median calcification size difference before-after treatment was 0.5 (range: 6.2-14.0). 

 

Graph 11. Values of calcification size difference before-after treatment 

 

 

Table 14. Quantile regression, with the calcification size difference after-before treatment as the 

  dependent variable  

Univariate analysis Multivariate analysis 
Variables 

 

 

 

 

 

 

 

 
With the difference in calcification size before-after treatment, as the dependent variable, 

those variables which were statistically significant in the univariate models, at the level of 

significance of 0.05, were included into the multivariate quantile regression model. 

The experimental group, as compared to the controls (B=2.700; p<0.001) is a statistically 

significant predictor of greater calcification size reduction. 

 B p B p 

Group (Experimental group/Control group) 2.700 <0.001 2.700 <0.001 

Men/Women -0.400 0.412   

Age 0.026 0.194   

Time from symptoms onset to treatment 0.140 < 0.001   
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4.16. Difference in VAS before-after treatment 
 

The median difference in VAS before-after treatment was 7 (range: 0 – 10). 
 
 

 

Graph 12. The differences in VAS values before-after treatment 

 

 

Table 15. Quantile regression with the difference in the VAS before-after treatment as the 

  dependent variable  

Univariate analysis Multivariate analysis 
Variables 

 

 

 

 

 

 

 

 
The experimental group, as compared to the controls (B = 1.000; p = 0.006) is a statistically 

significant predictor of greater VAS reduction, from univariate models. 

 B p B p 

Group (Experimental group/Control group) 1.000 0.006   

Men/Women 0.000 1.000   

Age <0.001 1.000   

Time from symptoms onset to treatment 0.000 1.000   
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4.17. Association between calcification size and VAS 
 
 

Graph 13. Association between calcification size before treatment and VAS before treatment, in 

the experimental group 

 

In the experimental group, there is no statistically significant association between 

calcification size before treatment and VAS before treatment (rs=0.51; p=0.682). 
 
 

Graph 14. Association between calcification size before treatment and VAS before treatment, in 

the control group 
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In the control group, there is a statistically significant positive association between 

calcification size before treatment and VAS before treatment (rs=0.37; p=0.003). A larger 

calcification size before treatment is associated with higher values of VAS. 
 
 

Graph 15. Association between calcification size after treatment and VAS after treatment, in the 

experimental group 

 

In the experimental group, there is no statistically significant association between 

calcification size after treatment and VAS after treatment (rs=0.23; p=0.066). 
 
 

Graph 16. Association between calcification size after treatment and VAS after treatment, in the 

control group 
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In the control group, there is no statistically significant association between calcification size 

after treatment and VAS after treatment (rs = 0.19; p = 0.156). 
 
 

Graph 17. Association between the difference in calcification size before-after treatment and the 

difference in VAS before-after treatment, in the experimental group 

 

In the experimental group, there is no statistically significant association between the 

difference in calcification size before-after treatment and the difference in VAS before-after 

treatment (rs=0.12; p=0.328). 
 
 

Graph 18. Association between the difference in calcification size before-after treatment and the 

difference in VAS before-after treatment, in the control group 
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In the control group, there is no statistically significant association between the difference in 

calcification size before-after treatment and the difference in VAS before-after treatment (rs=0.003; 

p=0.981). 

 

 

4.18. Treatment outcome 
 

Table 16. Distribution of study subjects, by treatment outcome 

Treatment outcome n % 

Improvement 80 62.5 

No improvement 48 37.5 

Total 128 100.0 

 

Of the total number of subjects involved in the study, improvement after treatment was 

registered in 80 (62.5%) patients. 

 

 

4.19. Treatment outcome by group 
 

Table 17. Distribution of study subjects in relation to treatment outcome, by group 
 

Improvement No improvement Total 
Group  

 n % n % n % 

Experimental group 66 82.5 1 2.1 67 52.3 

Control group 14 17.5 47 97.9 61 47.7 

Total 80 100.0 48 100.0 128 100.0 

 

Improvement was registered in 66 (82.5%) subjects of the experimental group and in 14 

(17.5%) subjects of the control group, which is a statistically significant difference (χ
2
=77.773; 

p<0.001). 

 

 

4.20. Treatment outcome by sex 
 

Table 18. Distribution of study subjects in relation to treatment outcome, by sex 
 

Improvement No improvement Total 
Gender  

 n % n % n % 

Male 38 47.5 27 56.3 65 50.8 

Female 42 52.5 21 43.8 63 49.2 

Total 80 100.0 48 100.0 128 100.0 
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Improvement was registered in 38 (47.5%) male subjects and 42 (52.5%) female subjects, 

while no improvement was found in 27 (56.3%) male subjects and 21 (43.8%) female subjects, 

which is not a statistically significant difference (χ
2
=0.919; p=0.338). 

 

4.21. Treatment outcome by age 
 

Table 19. Distribution of study subjects in relation to treatment outcome, by age 

Age (years) mean SD med min max p-value 

Improvement 

No improvement 

55.2 

50.8 

11.4 

14.0 

54.5 

54.0 

30.0 

20.0 

88.0 
0.123 

73.0 

 

The average age of subjects showing improvement was 55.2±11.4 years, while in subjects 

showing no improvement the average age was 50.8±14.0 years, which is not a statistically 

significant difference (t=1.927; p=0.056). 

 

 

4.22. Treatment outcome by time elapsed between onset of symptoms and 

beginning of treatment 
 

Table 20. Distribution of study subjects in relation to treatment outcome, by time elapsed from 

onset of symptoms to beginning of treatment 

Time elapsed from onset of 

symptoms to beginning of 

 

mean 

 

SD 

 

med 

 

min 

 

max p-value 

treatment (months)      

Improvement 

No improvement 

6.5 

3.4 

7.2 

2.6 

4.5 

3.0 

1.0 

1.0 

48.0 
0.002 

12.0 

 

The median time elapsed from the onset of symptoms to the beginning of treatment, in 

subjects showing improvement, was 4.5 months (range: 1-48), while in subjects showing no 

improvement, it was 3 (range: 1-12), which is a statistically significant difference (U=1297.0; 

p=0.002). The subjects showing improvement started treatment significantly later. 
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Graph 19. Distribution of study subjects in relation to treatment outcome, by time elapsed from 

onset of symptoms to beginning of treatment 

 

 

4.23. Treatment outcome by affected leg 
 

Table 21 Distribution of study subjects in relation to treatment outcome, by affected leg 
 

Improvement No improvement Total 
Affected leg  

 n % n % n % 

Right 48 60.0 27 56.3 75 58.6 

Left 32 40.0 21 43.8 53 41.4 

Total 80 100.0 48 100.0 128 100.0 

 

Improvement was registered in 48 (60.0%) subjects with an affected right leg and in 32 

(40.0%) subjects with an affected left leg, while no improvement was registered in 27 (56.3%) 

subjects with an affected right leg and in 21 (43.8%) subjects with an affected left leg, which is not 

a statistically significant difference (χ
2
=0.174; p=0.677). 
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4.24. Treatment outcome by etiology of calcaneal spur development 
 

  Table 22. Distribution of study subjects in relation to treatment outcome, by etiology  
No 

ETIOLOGY 
Improvement 

improvement p-value 
 

 n % n %  

Change of footwear 34 42.5 16 34.0 0.346 

Track and field sports 30 37.5 12 25.0 0.145 

Tennis 46 57.5 23 47.9 0.292 

Obesity 22 27.5 11 22.9 0.566 

Pedes plani 28 35.0 19 39.6 0.603 

Previous foot injury 17 21.3 11 22.9 0.825 

 

Change of footwear, as an etiological factor in calcaneal spur development, was present in 

34 (42.5%) subjects with improvement and in 16 (34.0%) subjects without improvement, which is 

not a statistically significant difference (χ
2
=0.887; p=0.346). 

Involvement in track and field sports, as an etiological factor in calcaneal spur development, 

was present in 30 (37.5%) subjects with improvement and in 12 (25.0%) subjects without 

improvement, which is not a statistically significant difference (χ
2
=2.126; p=0.145). 

Tennis playing, as an etiological factor in calcaneal spur development, was present in 46 

(57.5%) subjects with improvement and in 23 (47.9%) subjects without improvement, which is not 

a statistically significant difference (χ
2
=1.109; p=0.292). 

Obesity, as an etiological factor in calcaneal spur development, was present in 22 (27.5%) 

subjects with improvement and in 11 (22.9%) subjects without improvement, which is not a 

statistically significant difference (χ
2
=0.329; p=0.566). 

Pedes plani, as an etiological factor in calcaneal spur development, was present in 28 

(35.0%) subjects with improvement and in 19 (39.6%) subjects without improvement, which is not 

a statistically significant difference (χ
2
=0.271; p=0.603). 

Previous foot injury, as an etiological factor in calcaneal spur development, was present in 

17 (21.3%) subjects with improvement and in 11 (22.9%) subjects without improvement, which is 

not a statistically significant difference (χ
2
=0.049; p=0.825). 

. 
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Graph 20. Distribution of study subjects in relation to treatment outcome, by etiology 

 

 

4.25. Treatment outcome by calcification size before treatment 
 

Table 23. Distribution of study subjects in relation to treatment outcome, by calcification size 

  before treatment  
Calcification size 

(before treatment) 
mean SD med min max p-value 

Improvement 4.8 2.4 4.1 1.8 15.0 

No improvement 3.2 1.5 2.9 1.2 7.5 
<0.001 

Median calcification size before treatment in subjects showing improvement was 4.1 mm 

(range: 1.8-15.0 mm), while it was 2.9 mm (range: 1.2-7.5 mm) in patients who showed no 

improvement, which was a statistically significant difference (U=1076.5; p<0.001). Subjects who 

showed improvement had significantly higher calcification values before treatment. 
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Graph 21. Distribution of study subjects in relation to treatment outcome, by calcification size 

before treatment 

 

 

4.26. Multivariate logistic regression with the „no improvement” outcome 

as the dependent variable 
 

The multivariate logistic regression model included those predictors of unfavorable outcome 

(no improvement) which, in the univariate logistic regression models, were statistically significant 

at the level of significance of 0.05. 

The model contains three predictors presented in Table 24, which were compared in 128 

subjects, of whom 48 had an outcome of significance. The entire model (with all the predictors) was 

statistically significant (p < 0.001). 

 

Table 24. Multivariate logistic regression with the outcome „no improvement” as the dependent 

  variable  

95% confidence 

interval 
Independent variable B p OR    

 lower 

limit 

upper 

limit 

Group (control vs. experimental) 5.283 <0.001 197.06 20.64 1880.96 

Time from symptoms onset to 
0.023 

 

0.777 
 

1.02 
 

0.87 
 

1.20 
treatment     

Calcification size before treatment - 0.200 0.272 0.82 0.57 1.17 
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In the multivariate logistic regression model, the statistically significant predictor of an 

unfavorable outcome (“no improvement”) was the type of treatment (B=5.283; p<0.001), whose 

odds ratio was OR = 197.06. This shows that subjects belonging to the control group had an almost 

200 times higher chance of an unfavorable treatment outcome, with the control of all other factors 

in the model. 
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5. Discussion 

 

 
Plantar fasciitis is a functional foot disorder, which is associated with pain in the heel, i.e., 

increased sensitivity of the middle aspect of the tuber calcanei. Functionally speaking, plantar 

fasciitis is most commonly associated with decreased dorsiflexion of the foot (Melesa, et al. 2022). 

The diagnosis of this disease is very often confirmed on clinical examination and is relatively easy 

to establish (Troijan and Tucker, 2019). A characteristic symptom of this condition is pain at the 

site of plantar facia insertion to the medial calcaneal tubercle. One of the important characteristics 

of this pain is that it is the most intense in the morning or after a long rest (Lee, et al. 2003; 

Toomey, 2009; Wang, et al. 2019). Additional diagnostic procedures are usually not necessary, but 

will be performed in patients who do not respond to therapy and in those with chronic pain 

(Ehrman, et al. 2014). In patients with pain in the heel, the presence of a calcaneal spur can be 

confirmed on an X-ray image, while US can clearly confirm plantar fascia thickening (Menz et al., 

2019; Drake, et al. 2022). Both of these abnormalities, each on its own, or both of them together, 

may be associated with pain in the heel (Ahmad, et al. 2016; Menz et al., 2019). 

In our study, all of the patients had a calcaneal spur. The inclusion criterion was that the 

patient was suffering from plantar fasciitis in conjunction with a calcaneal spur. In most cases, the 

presence of a calcaneal spur was confirmed with US. In less than 5% of the subjects from the 

experimental group and in around 20% of the subjects belonging to the control group, the presence 

of the calcaneal spur was confirmed with an X-ray image. In all other subjects, the presence of a 

calcaneal spur was confirmed with US. The difference in the method of establishing the diagnosis 

between the experimental and the control group was statistically significant. 

Ultrasound, as a diagnostic method, has an exceptionally important role in diseases of the 

foot. Changes occurring in patients with pain in the heel of the foot, which require additional 

imaging diagnostics, are the following: thickening of the plantar fascia, partial or complete rupture 

of the plantar fascia, abnormalities of the heel fat pad, calcaneal spur, increased hyperemia of the 

plantar fascia, and abnormalities in the bones of the foot (Drake, et al. 2022). Thickening of the 

plantar fascia is one of the most important changes found in plantar fasciitis (Hansen, et al. 2018; 

Drake, et al. 2022). Ultrasound is most commonly used for determining its thickness. The thickness 

of the plantar fascia can also be measured with MRI. However, when measuring the plantar fascia 

using MRI, incorrect, i.e., larger measurements may be obtained. This may happen as the result of 

maloriented scans, i.e., if the scan is at an oblique angle in relation to the plane of maximal 

thickness (Drake, et al. 2022). Partial or complete rupture of the plantar fascia, as well as changes 

related to the heel fat pad can clearly be seen on US and/or MRI examination (Sabir, et al. 2005). 

For diagnosing plantar fascia hyperemia, the appropriate method is Doppler ultrasound (McMillan, 

et al. 2013), while US elastography is the appropriate method for investigating the elasticity of the 

plantar fascia (Lee, et al. 2014). Lateral X-ray of the heel is usually the method of discovering a 

calcaneal spur. With all the advantages of the US examination, it must also be noted that its 

successfulness also greatly depends on the doctor performing it. This method cannot reveal edema 

of the calcaneal bone marrow, which can be the cause of pain in the heel in a certain number of 

cases (Ehrman, et al. 2014). Diagnosis of this change is possible with the use of MRI (Sutera, et al. 

2010). The application of laboratory diagnostics in patients with plantar fasciitis is not customary. 

This type of diagnostics is performed only in case of suspected association between the pain and 

some other disease, such as rheumatoid arthritis, ankylosing spondylitis, osteoarthritis, gout, etc. 

(Thomas, et al. 2010). 

In all the subjects in our study, the calcaneal spur was localized unilaterally. In 75 (58%) 

subjects, it was located on the right side, while in 54 (42%) subjects it was localized on the left side. 

If we observe each group separately, we find that, in the experimental group, the calcaneal spur was 
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located on the right foot twice as often (45 or 67.2% calcaneal spurs were on the right side, as 

compared to 22 or 32.8% calcaneal spurs on the left side), while in the control group, the calcaneal 

spurs were almost equally distributed in the right leg (30 or 48.4% calcaneal spurs) and in the left 

leg (32 or 51.6% calcaneal spurs). The difference between the control group and the experimental 

group, regarding right or left localization of plantar fasciitis, was statistically significant. 

In a study by Bagciera and Yilmaz, of the 40 subjects involved in the study, 19 (47.5%) had 

a calcaneal spur. Right localization was found in 12 (63%) subjects, while left localization was 

found in 7 (37%) subjects, which is similar to our study (Bagcier and Yilmaz, 2020). Krol et al. had 

similar results. Of a total of 55 subjects who completed this randomized clinical study, in 31 

(56.4%) patients, the calcaneal spur was localized on the right side, while in 24 (43.6%) subjects it 

was localized in the left leg (Krol, et al. 2021). As opposed to these results, Ahmad et al. more 

frequently found, in the subjects involved in their study, a calcaneal spur on the left side. Of the 

total of 109 subjects, a calcaneal spur was found in the right leg in 50 (45.9%) subjects, while it was 

present in the left leg in 59 (54.1%) subjects (Ahmad, et al. 2016). A calcaneal spur was more often 

found on the left side, in a study by Yalcin et al. Of the 108 subjects in this study, in 63 (58.3%) 

patients the calcaneal spur was found in the left leg, while in 45 (41.7%) patients it was localized in 

the right leg (Yalcin, et al. 2012). In a study by Hayta et al., the number of calcaneal spurs on the 

right and on the left was almost equal. Of 80 calcaneal spurs, 39 (48.7%) were localized on the 

right, while 41 (51.3%) were localized on the left (Hayta, et al. 2016). It is not uncommon for a 

calcaneal spur to occur bilaterally. Of the 530 participants involved in one study, a calcaneal spur 

was found in 185 (35%) patients, of whom 89 (48%) had the spur in one leg, while as many as 96 

(52%) of them had bilateral spurs (Menz, et al. 2019). A similar situation can be seen in a study by 

Badil Guloglu and Yalcın. In 35 (56.4%) subjects, out of a total of 62 included in the study, there 

was a calcaneal spur both on the left and on the right side (Badil Guloglu and Yalcın, 2021). 

As already said, the easiest and most precise method of determining the presence and size of 

the calcaneal spur is lateral X-ray imaging of the calcaneus (Drake, et al. 2022). The length of the 

calcaneal spur is represented by a line connecting the apex of the calcaneal spur and its base. The 

base of the calcaneal spur is formed by an imaginary line between the calcaneus and the calcaneal 

spur (Ozdemir, et al. 2004; Johal and Milner, 2012; Hayta, et al. 2016). In our study, the mechanical 

shock wave affected the size of the calcaneal spur. At the beginning of the study, the calcaneal 

spurs in experimental group subjects were statistically significantly larger, as compared to the 

calcaneal spurs in the control group. However, at the end of the study, the calcaneal spurs in the 

experimental group subjects were statistically significantly smaller, as compared to the control 

group. This difference occurred as the result of the application of mechanical shockwave treatment, 

which significantly reduced the size of the calcaneal spurs in the experimental group, while the 

alternative treatment applied in the control group had almost no effect on the size of the calcaneal 

spurs. The calcification size, prior to the application of mechanical shockwave therapy in the 

subjects of the experimental group, ranged from 2 mm – 15 mm. The median calcification size in 

this group was 4.2 mm. 

In literature, however, we can find examples with much larger calcaneal spurs. Alatassi et al. 

presented a case of a 23-year-old young man, in whom the calcaneal spur was as long as 23.3 mm. 

The young man sought medical help exclusively due to the pain he was experiencing in the region 

of the heel of the foot. The function of the foot was preserved, without visible deformities. He was 

advised to undergo surgical treatment due to the size of the calcaneal spur, which he declined and 

opted for conservative treatment. Systemic application of anti-inflammatory drugs and pads for the 

heel, physiotherapy, and finally the application of a night splint, led to the reduction of pain in this 

patient (Alatassi, et al. 2018). 

In a prospective study involving 435 patients with the diagnosis of plantar fasciitis, Lee et al. 

found a calcaneal spur in 283 (65%) patients. The largest calcaneal spur was 18 mm long, while the 

smallest one was just 1 mm in size. Most of these spurs ranged from 2 mm to 5 mm in length. The 
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study subjects were divided into two groups. The experimental group was treated with mechanical 

shockwave therapy, while the control group was treated with placebo. Unfortunately, during the 

execution of this study, there was no absolute control over the radiological findings. Therefore, 

conclusions could not be made regarding the exact reduction in the size of the calcaneal spurs. 

However, by evaluating the results, three months and one year after the application of shockwave 

therapy, it was noted that none of the calcaneal spurs had disappeared completely, but that none of 

them had grown in size either (Lee, et al. 2003). 

With the aim of performing a detailed analysis of the histological structure, but also of the 

exact position of calcaneal spurs, a group of Australian researchers conducted a study involving five 

patients. The youngest patient was 27 years old, while the oldest one was 48 years old. Apart from 

the pain in the heel of the foot, which had been present in the patients for several years, as well as 

the presence of the calcaneal spur, no other comorbidity was noted in these patients. The size of the 

calcaneal spurs in these patients, which were surgically removed, ranged from 6 mm to 9 mm. The 

average size of the calcaneal spurs in this study was 7.1 mm ± 1.1 mm, which places them in the 

category of large calcaneal spurs. It is interesting to note that in two of the subjects, the calcaneal 

spur had fractured, which was clearly visible on the X-ray images. In one more patient, fracture of 

the calcaneal spur was registered during surgery. In all of these patients, the body mass index (BMI) 

was above 30, which is why one of the conclusions of this study points towards the possible 

association between excess body mass and the presence of a calcaneal spur (Smith, et al. 2007). 

Calcaneal spurs can be classified according to size, shape and position (Ozdemir, et al. 2004; 

Johal and Milner, 2012; Zhou, et al. 2015; Ahmad, et al. 2016). In their study, Ozdemir et al. 

classified calcaneal spurs, according to size, into the following groups: small calcaneal spurs (1 mm 

– 2 mm), medium-sized calcaneal spurs (3 mm – 5 mm), and large calcaneal spurs (measuring more 

than 6 mm). Of a total of 67 examined heels of the foot, calcaneal spurs were present in 44 cases. 

There were 27 (61%) small, 15 (34%) medium-sized, and only two (5%) large calcaneal spurs. The 

withdrawal of symptoms, i.e., the alleviation of pain upon the administration of conservative 

treatment (NSAIDs, contrast foot baths, stretch exercises, and footwear modification), was 

statistically significantly more evident in patients with small and medium-sized calcaneal spurs (< 5 

mm), as compared to patients with large calcaneal spurs (˃ 5 mm). Also, these authors stated that 

large calcaneal spurs reduced the elasticity of the heel fat pad to a greater extent, however without a 

statistically significant difference, which they further explained by a small sample size (Ozdemir, et 

al. 2004). This is definitely an interesting finding, since literature data suggests that a change in the 

thickness of the heel fat pad, as well as the reduction of its elasticity, may be the cause of pain in the 

heel (Ozdemir, et al. 2004; Drake, et al. 2022; Velagala, et al. 2022). 

In patients with plantar fasciitis, the presence of a heel spur is very often observed. 

However, plantar fasciitis may exist without the presence of a calcaneal spur. Also, a calcaneal spur 

may be asymptomatic, i.e., it can persist without any signs of plantar fasciitis. Frequently, a 

calcaneal spur is an incidental finding of lateral X-ray imaging of the ankle (Osborne, et al. 2006). 

Johal and Milner proved a link between the occurrence of plantar fasciitis and a calcaneal spur. In 

their study, they formed two groups of subjects. The experimental group was composed of 19 

patients with plantar fasciitis, while the control group was also composed of 19 subjects – patients 

who had sought medical assistance due to ankle ligament injury. In the experimental group, 

calcaneal spurs were identified in 17 (89%) patients. Most of these spurs were 2 mm – 10 mm long, 

while their mean length was 6.59 mm. In the control group, X-ray imaging confirmed the presence 

of six calcaneal spurs, which means that they occurred in 32% of the subjects in this group. The 

range for most calcaneal spurs was 3 mm – 9 mm, with a mean value of 5.08 mm. When analyzing 

the frequency of the occurrence of calcaneal spurs, the authors of this study concluded that there 

was a statistically significantly higher prevalence of calcaneal spurs in the experimental group than 

in the control group. Unfortunately, the said study did not provide an answer as to whether this is a 

causal association (Johal and Milner, 2012). 
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According to the classification of calcaneal spurs in relation to their size, as defined by 

Ozdemir et al. (Ozdemir, et al. 2004) and Johal and Milner (Johal and Milner, 2012), calcaneal 

spurs from our study would be classified in the group of medium-sized calcaneal spurs. 

A study similar to ours was carried out by a group of authors from the Sivas Cumhuriyet 

University (Sivas, Turkey). The aim of their research was to investigate the impact of radial 

mechanical shock waves on the size of the calcaneal spur and on the intensity of pain in patients 

with plantar fasciitis. The study involved a total of 80 patients with clinically and radiologically 

confirmed presence of a calcaneal spur. The inclusion criteria for the study were that patients had 

no other comorbidities and that they had not been taking therapy (analgesics, NSAIDs, 

corticosteroids) during the preceding three months. Prior to the application of mechanical shock 

wave therapy, the size of the calcaneal spurs and the intensity of pain were measured. VAS was 

used for measuring the intensity of pain. After that, two radial mechanical shockwave treatments 

were applied within the space of seven days. Three months after the second treatment, measuring 

was repeated, upon which the results were evaluated. The size of the calcaneal spurs prior to 

treatment ranged from 4.0 mm to 7.6 mm, with a mean length of 5.7 mm ± 1.0 mm. The repeated 

measuring revealed that a statistically significant reduction in the size of the calcaneal spurs had 

occurred. Their size ranged from 0.4 mm to 6.8 mm, while the mean length was 4.4 mm ± 0.9 mm 

(Hayta, et al. 2016). 

When comparing these results with the ones from our study, it is evident that a statistically 

significant reduction in calcification was registered in both studies. However, in the study by Hayta 

et al., this reduction was less pronounced. This difference in results can be explained by the fact 

that, in our study, a greater number of treatments was applied. The fact that the reduction in the size 

of the calcification was significantly greater after five treatments, as compared to the beginning, and 

that this reduction was significantly greater after ten treatments, as compared to after five 

treatments, speaks in favor of this explanation. In other words, in our study, a constant reduction of 

the calcaneal spur size can be noted with the rise in the number of treatments. In the same study, 

Hayta et al. proved that the application of the mechanical shock wave also led to statistically 

significant reduction in pain intensity. At the beginning of the study, VAS was 8.3 ± 1.4 (range: 5 – 

10), while when measuring was repeated, three months after the final treatment, this score was 4.6 ± 

2.2 (range: 2 – 10). Such a difference in VAS was statistically significant. However, the authors of 

the above-described study did not succeed in proving the existence of a significant correlation 

between calcaneal spur size values and VAS values, before and after treatment (Hayta, et al. 2016). 

The results of our study also coincide, to a great extent, with the results of the afore 

described study by Hayta et al (Hayta, et al. 2016). The application of mechanical shock waves 

decreased the sensation of pain in the subjects participating in our study. VAS values were lower in 

subjects after five treatments, while after ten treatments, they were statistically significantly lower, 

as compared to the VAS values at the beginning of treatment. However, similarly to Hayta et al., we 

also failed to prove the association between the size of the calcaneal spur and VAS, before and after 

shockwave therapy (Hayta, et al. 2016). In other words, we cannot claim that the reduction in the 

size of the calcaneal spur leads to the reduction in pain intensity. We showed that the mechanical 

shock wave led to a reduction in the size of the heel spur and to a reduction in the intensity of pain, 

but whether these two phenomena are cause-and-effect related, based on the obtained results, we 

cannot claim. 

In their study, Yalcin et al. also failed to prove a correlation between the clinical outcome 

and the radiological finding. The study included 108 patients and was aimed at investigating the 

impact of radial mechanical shock wave therapy on plantar fasciitis symptoms and the size of the 

calcaneal spur. One of the inclusion criteria was radiologically proven presence of a calcaneal spur. 

Patients who met all the inclusion criteria were treated with five radial mechanical shockwave 

treatments, which were spaced seven days apart. VAS, a questionnaire on patient satisfaction with 

the applied therapy, and a lateral X-ray of the heel were used to assess the treatment outcome. The 
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X-ray was used to monitor the size and position of the calcaneal spur. Measuring was performed 

prior to the beginning of therapy and after the last application of shock wave therapy. VAS values 

were statistically significantly lower after the application of the therapy. Namely, 66.7% of the 

subjects stated that they no longer felt any pain, 15.7% of them stated that the intensity of pain had 

been cut by half, while 17.6% of the subjects said that the pain intensity was the same as before the 

applied therapy. Radiological analysis determined that none of the calcaneal spurs had disappeared 

completely. However, lateral X-ray imaging revealed a reduction in the dimensions of the calcaneal 

spurs in 23 (21.3%) patients and the reduction of the calcaneal spur angle in 19 (17.6%) patients. 

Just like our results and the results obtained by Hayta et al., the results of this study also failed to 

prove a correlation between the reduction in the size of the calcaneal spurs and the evident 

reduction of the intensity of pain (Yalcin, et al. 2012). 

Many studies have proven a strong association between mechanical shockwave therapy and 

the reduction in pain intensity, in patients with plantar fasciitis. As already stated, the results of our 

study also coincide with these results, to a great extent, and contribute to the understanding of this 

association. 

Numerous studies, which investigated the impact of shockwave therapy on plantar fasciitis 

symptoms, compared the effects of this type of treatment with the effects of other treatment options 

for this disease. In a randomized clinical study, Eslamian et al. proved a significant association 

between mechanical shockwave therapy and pain intensity reduction. In the mentioned research it 

was included 40 patients diagnosed with plantar fasciitis, who, for a period longer than two months, 

had not responded to physical therapy, NSAIDs, stretch exercises, and pads for the heel. The study 

did not include patients whose anamnesis contained information on procedures and diseases related 

to the osteoarticular system, expectant mothers, nor patients who, due to plantar fasciitis, had been 

receiving corticosteroid therapy in the preceding six months or physical therapy in the preceding 

three months. The subjects were divided into two groups, with 20 patients each. The subjects of one 

group were treated five times with radial mechanical shockwave treatments, spaced three days 

apart. The subjects of the other group were treated with a single dose of corticosteroids. The drug 

was administered via injection in the region of the greatest intensity of pain in the heel. Pain 

intensity, in the morning and during the day, was assessed on the basis of VAS, while foot function 

was assessed with the Foot Function Index. Measuring was performed before treatment, and four 

and eight weeks after treatment. A calcaneal spur was confirmed in 7 (35%) patients of the 

experimental group and in 10 (50%) patients of the control group. A significant correlation between 

the presence of a calcaneal spur and the reduction of pain, i.e., Foot Function Index, was not 

determined in either of the groups. However, results showed that the application of mechanical 

shockwave therapy had led to statistically significant reduction in both the morning and evening 

VAS, four and eight weeks after the application of the therapy. The Foot Function Index also 

showed significant reduction after the application of mechanical shockwave therapy. Similar results 

were obtained in the control group as well. The only difference was that the Foot Function Index 

showed better results in the experimental group and that patients expressed a greater level of 

satisfaction with the application of shockwave therapy, as compared to the administration of the 

corticosteroid injection (Eslamian, et al. 2016). The above-described study proved the positive 

effect of radial mechanical shockwave application in the treatment of plantar fasciitis. 

Very similar results were obtained by Lai et al. in their study, the difference being that they 

used focused mechanical shockwave therapy. We also used focused mechanical shock waves, in our 

study. Within the said study, this group of researchers compared the effects of the application of 

focused mechanical shock waves with the effects of corticosteroids, in patients with plantar 

fasciitis. A total of 110 patients, who met the inclusion criteria, were divided into two equal groups, 

using the randomization method. The subjects in the first group were treated with focused 

mechanical shockwave therapy, twice within the space of 14 days. The subjects in the second group 

were treated with a single corticosteroid injection, applied locally in the region of the heel of the 



Doctoral dissertation Ivana Topalović 

47 

 

 

 

foot. A total of 47 subjects from the first group and a total of 50 subjects from the second group 

completed the study. The following parameters were monitored: plantar fascia thickness, VAS, and 

the modified scores (scores related to pain and functionality). Measuring was performed prior to 

treatment, four weeks, and twelve weeks after corticosteroid injection application, i.e., after the 

application of the first mechanical shockwave treatment. The evaluation of the obtained results 

indicated that both of the strategies applied yielded beneficial results. However, the application of 

mechanical shockwave therapy was more efficient, as compared to local corticosteroid application. 

This was especially noticeable after twelve weeks. Of all the parameters analyzed, only plantar 

fascia thickness did not show a better result in the group of patients treated with focused mechanical 

shockwave therapy (Lai, et al. 2018). The two studies described above show that the application of 

both radial and focused mechanical shock waves is equally efficient, or that is slightly more 

efficient, as compared to corticosteroid application. When the fact that corticosteroid application 

carries the risk of numerous adverse effects, as well as the possibility of plantar fascia rupture, is 

taken into consideration, it is quite clear why the preferred treatment should be the application of 

mechanical shockwave therapy (Schulhofer, 2013; Lee, et al. 2014). 

The effectiveness of mechanical shockwave therapy in the treatment of plantar fasciitis has 

also been compared to the effectiveness of botulinum toxin treatment. In a study carried out by 

Roca et al., out of a total of 103 patients who were candidates for inclusion in the study, 29 patients 

responded well to the treatment of first choice (physical therapy and radiation therapy), which is 

why they were not included in the study further. This indicates that a little over a quarter of the 

patients had an appropriate response to the treatment of first choice, i.e., that in a majority of the 

patients it was necessary to apply another form of treatment. The subjects who met the inclusion 

criteria were randomly allocated into two groups, with 36 subjects each. The patients in the 

experimental group received one treatment of focused mechanical shockwave therapy, while the 

control group was treated with a single dose of botulinum toxin. Treatment outcomes were 

measured with VAS (in the morning, during the day, and during exercise), the Roles and Maudsley 

score, the European Quality of Life scale, and with plantar fascia thickness. Measuring was 

performed before treatment, as well as one to two months after treatment was administered. A 

calcaneal spur was detected in 83.3% of the patients in the experimental group and in 72.2% of the 

patients in the control group. In our study, a calcaneal spur was present in all of the subjects, since 

one of the inclusion criteria was the presence of a calcaneal spur. Data on the frequency of a 

calcaneal spur in plantar fasciitis are found in numerous studies. However, data on the presence of a 

calcaneal spur in 72% – 83% of subjects of the control group and the experimental group within the 

study by Roca et al. are one of the largest that we have found in literature. The superiority of 

mechanical shockwave therapy over botulinum toxin, which was proven in this study, was reflected 

in pain management. In two of the five applied pain scales, a statistically significant difference was 

found, while in the three remaining scales, a tendency in favor of mechanical shockwave therapy 

was noted. By comparing plantar fascia thickness after therapy and the thickness before treatment, a 

reduction was noted. This change was present in both treatment modalities, but it did not attain 

statistically significant values (Roca, et al. 2016). 

In a randomized clinical study, Sanmark et al. investigated the effect of mechanical 

shockwave therapy and low-level laser therapy in patients with plantar fasciitis. Of a total of 46 

patients, 34 patients met the inclusion criteria. The randomization method was applied to divide 

these patients into two groups, with 17 subjects in each group. Mechanical shock wave therapy was 

applied three times in all the subjects of the first group, with the treatment sessions spaced seven 

days apart, while in the patients of the second group, low-level laser therapy was applied, three 

times a week, over a period of four weeks. The following were used for assessing the effects of both 

treatment modalities: plantar fascia thickness, VAS, and the Foot Function Index. All measuring 

was performed prior to the beginning of treatment, immediately after the last treatment session, and 

a month after the final treatment session. Plantar fascia thickness was measured with ultrasound. It 
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is generally accepted that plantar fascia thickness in patients with plantar fasciitis is ≥ 4 mm 

(McMillan, et al. 2009; Hansen, et al. 2018; Drake, et al. 2022). In the group of patients treated with 

mechanical shockwave therapy, the median plantar fascia thickness at the beginning of therapy was 

4.7 mm, while a month after the final treatment it was 3.8 mm. In the group of patients who 

received low-level laser therapy, these values were 4.6 mm and 4.0 mm, respectively. Both forms of 

therapy led to a statistically significant reduction in plantar fascia thickness, with this reduction 

being more pronounced in the patients treated with mechanical shockwave therapy. The situation 

was similar regarding the Foot Function Index. Both forms of therapy significantly reduced it, 

however, this reduction was more pronounced in the group of patients treated with mechanical 

shockwave therapy. With regards to VAS, the patients treated with low-level laser therapy showed a 

somewhat better result. However, both treatments caused statistically significant reduction of this 

score (Yinilmez Sanmak, et al. 2018). 

The aim of the study carried out by Akinoglu et al. was to compare the acute effects of radial 

mechanical shockwaves and ultrasound, in patients with plantar fasciitis. The study involved only 

women who met the inclusion criteria for this study. The subjects, 54 in all, were randomly divided 

into three groups of equal size. Each of the groups was prescribed a program of exercise to be 

carried out at home. In addition to the exercises at home, the patients from the first group had three 

shockwave treatments, spaced seven days apart; the patients from the second group received 

ultrasound treatment twice a week, until they received a total of seven treatments; while the patients 

from the third group, which were used as controls, received no other treatment except the home 

exercises. The results of the applied therapy were measured with VAS, the Foot Function Index, the 

American Orthopedic Foot and Ankle Society (AOFAS) score, the one-leg stand test, the functional 

reach test, as well as the test of ankle proprioception. Measuring was performed before the 

beginning of any therapy, as well as four weeks after the initial treatments. Upon evaluating the 

obtained results, the authors of this study concluded that both mechanical shockwave and 

ultrasound therapy were efficient methods for pain reduction and improvement of foot functionality, 

when combined with exercise. Additionally, the authors agreed that a similar future study, involving 

also men, would greatly contribute to an even better understanding of the effects of shockwave 

therapy and ultrasound therapy on the symptoms of plantar fasciitis (Akinoglu, et al. 2017). 

Analyzing the literature related to plantar fasciitis treatment, we have also found studies 

investigating the effectiveness of mechanical shockwave therapy and acupuncture (Cotchett, et al. 

2010). Acupuncture is an ancient, traditional treatment method, originating in China. This 

therapeutic method has been in use for over 3,000 years and is performed by penetrating the skin 

with thin needles, at the site of the acupuncture points (Zhuang, et al. 2013). It is most commonly 

used for alleviating pain, in combination with other forms of treatment. In their study, Bagcier et al. 

investigated whether acupuncture can improve the effectiveness of mechanical shockwave therapy. 

Subjects diagnosed with plantar fasciitis and who met the inclusion criteria for the study were 

divided into two groups. Each group had 20 patients. One group was treated with mechanical shock 

waves, while the other group was treated with mechanical shock waves and acupuncture. The 

patients from both groups were treated with mechanical shockwave therapy, three times, with the 

treatment sessions spaced seven days apart, under the same conditions. After each mechanical 

shockwave treatment session, patients from the second group underwent acupuncture in the 

gastrocnemius muscle trigger acupuncture points. To evaluate the effectiveness of the therapy, the 

morning VAS, the VAS at rest and during activity, pain assessment with a pressure algometer and 

the Foot Function Index were used. All measurements were performed before treatment and one 

month after the last treatment. In both groups, a statistically significant decrease in all values 

measured one month after treatment was observed, as compared to the values measured before the 

beginning of therapy. Mechanical shockwave therapy was clearly effective in reducing pain, in 

patients with plantar fasciitis. This result coincides with the results we obtained in our research. 

However, in the group where acupuncture was also applied, this reduction was even more 
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pronounced. The values of the morning VAS, the VAS at rest and during activity, as well as the 

values of the Foot Function Index, were statistically significantly lower in the group in which 

acupuncture was applied, as compared to the group treated only with mechanical shock waves. 

Since there was no group that underwent acupuncture alone, it remains an open question as to 

whether under these conditions acupuncture alone would lead to a statistically significant reduction 

in pain (Bagcier and Yilmaz, 2020). Moosaei Saein et al. partially answered this question in their 

research, suggesting that the application of acupuncture alone reduces pain in patients with plantar 

fasciitis (Moosaei Saein, et al. 2022). 

By comparing the results of our study with the results of other clinical studies which dealt 

with the effects of mechanical shock waves and the effects of other therapeutic modalities, such as 

the local application of corticosteroid injections, low-level laser therapy, ultrasound, botulinum 

toxin and acupuncture, we came to the conclusion that the effects of the application of mechanical 

shockwave therapy, are, if not better, then at least the same, as compared to the above-mentioned 

therapeutic options. 

In our study, focused mechanical shock waves were used, whose effectiveness in reducing 

pain in patients who were treated with this type of therapy we have proven. However, we can note 

that, in addition to this type of mechanical shockwave therapy, a large number of researchers have 

used radial mechanical shock waves in their studies. There are certain differences between these 

two types of waves, and they arise from the source where they are generated (Galecka Szczerba, et 

al. 2019; Auersperg and Trieb, 2020). In a systematic review by Schmitz et al., publications that 

were in the PEDro database, up to the time when this extensive research was carried out, were 

analyzed. A total of 37 controlled clinical trials were identified that investigated the use of 

mechanical shockwave therapy in plantar fasciitis. In 27 studies, focused mechanical shock waves 

were used, in nine studies radial mechanical shock waves were applied, while in one study both 

types of mechanical shockwave therapy were used. Improvement, attributed to mechanical 

shockwave therapy, was present in 31 of a total of 37 controlled clinical studies (Schmitz, et al. 

2015). As can be seen, few studies directly compare the impact of radial and focused mechanical 

shock waves. 

In order to check whether there is indeed a difference when applying one of the mentioned 

types of mechanical shock waves, Lohrer et al. conducted a randomized clinical study. Patients who 

met all the inclusion criteria were divided into two groups. The group of patients treated with 

focused mechanical shockwave therapy had a total of 20 subjects, wherein 16 (80%) of them had a 

calcaneal spur confirmed by radiographic findings. The group of subjects in which radial 

mechanical shock wave therapy was applied included 19 patients, of whom 17 (89.5%) patients had 

calcaneal spurs. Mechanical shockwave therapy was applied three times, with the treatment sessions 

spaced seven days apart. Each patient received 2,000 impulses (frequency: 10 Hz) per session. The 

energy flux density of the focused mechanical shock waves was 0.20 mJ/mm
2
, while the energy 

flux density of the radial mechanical shock waves was 0.17 mJ/mm
2
. The above-stated density of 

the energy flux corresponded to an impact strength of three bars. The patients in our study were 

exposed to focused mechanical shock waves, with each patient receiving 1,600 impulses in one 

session, at a frequency of 10 Hz and a shock strength of 1.6 bars. In the aforementioned study, the 

impact of the applied therapy was evaluated based on the Foot Function Index. Also, in order to 

objectively assess the influence of different types of mechanical shock waves, the authors applied 

neuromuscular performance tests. To this end, the following were performed: single-leg jumps, 

single-leg long jumps, the single-limb stance test, as well as isokinetic testing. In this way, it was 

possible to objectively assess how pain affects function. Measuring was performed before the start 

of therapy, as well as two and 12 weeks after the last therapy. The overall results showed a slight 

superiority of focused mechanical shock waves as compared radial mechanical shock waves. The 

result adjusted for age subgroups indicated, as the authors put it, a “more than slight” superiority of 

focused mechanical shock waves over radial mechanical shock waves (Lohrer, et al. 2010). 
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A group of Polish researchers conducted a similar study. Their aim was to compare the 

therapeutic effects of radial and focused mechanical shock waves. One of the inclusion criteria for 

the study was that the subjects had radiological confirmation of the presence of a calcaneal spur. 

This criterion was the same as in our study. The subjects included in our study, both those from the 

control group as well as those from the experimental group, had a calcaneal spur confirmed by X- 

ray or ultrasound. A total of 66 patients met all the criteria for inclusion in this study and they were 

divided into two groups, with 33 patients in each. However, due to the long duration of the research, 

there was an attrition of study subjects. After three months, 30 patients remained in each group. 

After six months, the group treated with focused mechanical shock waves had 27 patients, while the 

group treated with radial mechanical shock waves was left with 28 subjects. All patients who were 

treated with focused mechanical shockwave therapy received, during one treatment, 2,000 impulses, 

at a frequency of 4 Hz and an energy flux density of 0.4 mJ/mm
2
. Patients treated with radial 

mechanical shockwave therapy received, during one treatment, 2,000 impulses, at a frequency of 8 

Hz and an energy flux density of 0.38 mJ/mm
2
 (5 bars), and then another 2,000 impulses, with an 

energy flux density of 0.23 mJ/mm
2
 (2.5 bars). There was a total of five treatments, spaced seven 

days apart. The following were used to assess the effectiveness of mechanical shockwave therapy: 

Foot Function Index, analysis of ground reaction force during walking, temporal gait parameters, 

and absolute symmetry index, calculated on the basis of the data from the above listed analyzes. 

Measuring was performed before the beginning of therapy, as well as one, three, six, twelve, and 

twenty-four weeks after the end of the therapy. The authors of this research concluded, based on the 

obtained results, that the application of both focused and radial mechanical shock waves is an 

effective method in the treatment of symptomatic calcaneal spurs. A more detailed analysis of the 

Foot Function Index shows slightly better results in the application of radial mechanical shock 

waves, as compared to the application of focused mechanical shock waves. The Foot Function 

Index proved to be the only appropriate method for evaluating the effectiveness of the therapy, as 

compared to the other selected tests in this study. Its results were the best in both groups of subjects 

after 24 weeks, which justifies the long follow-up of patients. This result suggests long-term 

positive effects of applying mechanical shock waves in the treatment of plantar fasciitis 

accompanied by the presence of calcaneal spurs (Krol, et al. 2021). 

As evident from everything noted so far, mechanical shock waves show great success and 

good results in the treatment of plantar fasciitis. However, studies such as the study by Krol et al. 

(Krol, et al. 2021), which follow the long-term effects of mechanical shockwave therapy, are rare. 

The largest number of studies follow the effects of this therapy immediately after its application or 

during a short period after it has been completed. Mechanical shockwave therapy is effective, in 

terms of reducing pain and improving function during short- and medium-term follow-up, but its 

effectiveness in the long term has not been sufficiently investigated (Malliaropoulos, et al. 2016). 

This is also the case with our study. VAS showed a significant improvement, however, measuring 

was performed immediately before the application of therapy, after the fifth, as well as after the 

tenth treatment session. 

In order to determine the long-term effects of the application of mechanical shock waves, 

Ibrahim et al. conducted a study wherein they followed-up the subjects for two years after the 

application of therapy. The study included 50 subjects who met all the inclusion criteria, while 77% 

of them had calcaneal spurs. Subjects were randomly divided into two groups of 25 patients each. 

The experimental group was treated with radial mechanical shock waves, while the control group 

was treated with placebo. The placebo was applied over a clasp on the heel so that the waves could 

not enter the tissue. Patients were unaware of the existence of the clasp between the applicator and 

the heel. The only one who had this information was the doctor who performed the therapeutic 

procedure. During one treatment, 2,000 impulses were applied to the patients, at a frequency of 8 

Hz and energy flux density of 0.16 mJ/mm
2
, which corresponded to a pressure of 3.5 bars. Radial 

mechanical shockwave therapy was applied twice, with an interval of seven days between the 
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treatment sessions. Treatment outcomes were measured with VAS and the modified Roles and 

Maudsley scale. Measuring was performed before the start of the study, as well as one, three, six, 

twelve and twenty-four months after the final treatment. No attrition of the study groups after the 

first year was recorded. After the second year, two subjects left the experimental group and one 

patient dropped out of the control group. The results of measuring VAS, at every point in time 

planned for this, indicated the existence of statistically significant differences in these values in 

favor of the patients treated with mechanical shock waves, as compared to the placebo. The results 

of the measurements after the first and after the second year are especially important, because they 

indicate the long-term effects of mechanical shockwave therapy. The authors of this study suggest 

that the use of mechanical shock waves in patients with plantar fasciitis is effective and safe and 

leads to significant long-term pain reduction without side effects (Ibrahim, et al. 2017). 

Clearly, a longer period of follow-up of subjects in the studies would provide more data on 

the long-term effects of mechanical shock wave application. However, the longer the follow-up 

period, the greater the possibility of subjects dropping out. In studies where the subjects were 

followed-up for a six months or longer, attrition was recorded. As an example, we can cite the 

following studies: Krol et al. (66 patients started the study; 55 patients completed the study) (Krol, 

et al. 2021), Ibrahim et al. (50 patients started the study; 47 patients completed the study) (Ibrahim, 

et al. 2017), Malliaropoulos et al. (68 patients started the study; 64 patients completed the study) 

(Malliaropoulos, et al. 2016). Attrition of subjects represents a big problem for completing research 

and drawing final conclusions. Therefore, this emerges as one of the possible reasons why the 

researchers opted for a shorter period of follow-up of the subjects in their studies. 

According to the official guidelines of the International Society for Medical Shockwave 

Treatment (ISMST), treatment of plantar fasciitis with radial or focused mechanical shock waves 

should be performed up to five times, with intervals between sessions of one to two weeks 

(DIGEST Guidelines, 2019). In keeping with the recommendations, in our study, the interval 

between two applications of mechanical shockwave therapy was seven days. In the largest number 

of clinical studies that we analyzed, the interval between treatments was seven days (Lohrer, et al. 

2010; Malliaropoulos, et al. 2016; Galecka Szczerba, et al. 2019; Badil Guloglu and Yalcın, 2021). 

The shortest interval between two mechanical shockwave applications was three days (Eslamian, et 

al. 2016), while the longest was 14 days (Lai, et al. 2018). In our study, we applied a total of 10 

treatments. Within the design of the study, we planned to perform at least five cycles of therapy 

with an interval of seven days between them, and, if no adverse effects of mechanical shockwave 

therapy were to occur, to continue the therapy for up to 10 cycles. Since there were no adverse 

effects reported, there was no reason not to continue the therapy up to the intended 10 applications. 

Measuring was performed after the fifth and after the tenth therapy, which proved to be quite useful. 

Comparing the results of measuring, we noticed that the reduction of the calcaneal spur as well as 

the reduction of VAS were more pronounced after ten applied therapies, as compared to five 

applications of mechanical shock wave therapy. 

In the largest number of studies, regardless of whether the effect of focused or radial 

mechanical shock waves was investigated, there were three to five applications of the therapy 

(Lohrer, et al. 2010; Eslamian, et al. 2016; Bagcier and Yilmaz, 2020; Krol, et al. 2021). There are 

rare studies wherein mechanical shockwave therapy was applied only once (Roca, et al. 2016) or 

twice (Ibrahim, et al. 2017; Lai, et al. 2018). The largest number of applied treatments that we have 

found in the literature was 11 (Malliaropoulos, et al. 2016). Malliaropoulos et al. analyzed the 

application of radial mechanical shockwave therapy in patients with plantar fasciitis using an 

individualized treatment protocol. The individualized treatment protocol included adjusted values of 

the mechanical shockwave properties (number of impulses, impulse frequency and pressure), as 

well as adjusting the number of sessions to each patient, especially depending on the response to 

therapy. Out of a total of 68 patients, 9 (13%) patients had four sessions, 10 (15%) patients received 

5 treatments, 21 (31%) patients received 6 treatments, 5 (7%) patients had 7 treatments, 17 (25%) 
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patients had 8 sessions, two (3%) patients received 9 treatments, three (4%) patients received 10 

treatments, and one (1%) had 11 sessions. The interval between applications in all patients, 

regardless of the number of applications, was seven days. The longer the symptoms lasted before 

going to the doctor, the more treatments were administered to the patients. One of the most 

important results obtained in this study is establishing a positive and moderate correlation between 

the duration of pain before the start of mechanical shockwave therapy and the number of sessions. 

In other words, the later the application of this type of therapy started, the more sessions were 

necessary for the successful treatment of patients. Also, the number of treatments to which the 

patient was exposed depended on the strength of the mechanical shock waves. Patients who chose 

weaker shock waves due to pain had a greater number of sessions. The results of this research 

indicate that therapy with more sessions of lower energy waves was just as effective as therapy with 

fewer sessions of higher energy waves (Malliaropoulos, et al. 2016). This indicates that the energy 

delivered to the tissue is critical to successful mechanical shockwave treatment (Chow and Cheing, 

2007). However, the increased flow of energy into the tissue in a short period of time leads to 

increased pain and local swelling. This would mean that the application of high-energy mechanical 

shock waves may cause more pain at the application site, as compared to the application of low- 

energy mechanical shock waves (Rompe, et al. 2005). In order to avoid pain at the site of 

mechanical shockwave application, local anesthesia can be applied. However, the use of local 

anesthesia may reduce the effectiveness of mechanical shockwave therapy (Wang, et al. 2019). 

In our study, about 10% of the patients who received mechanical shockwave therapy 

reported pain during the application. No local anesthetic was used during the application. The 

impact strength of the mechanical shock waves used in our research was 1.6 bars. This strength 

corresponds to the lower cut-off value for medium-intensity mechanical shock waves, or the upper 

cut-off value of low-intensity mechanical shock waves (Chow and Cheing, 2007). 

In their study, Lee et al. wanted to investigate whether a lower number of high-energy 

mechanical shockwave sessions or a greater number of low-energy mechanical shockwave sessions 

would have better effects in the treatment of plantar fasciitis. Sixty patients who met all the 

inclusion criteria were included in the study and were randomly divided into two equal groups. One 

group was treated with 1,000 impulses, with energy flux density of 0.08 mJ/mm
2
, and this group 

was designated as the low-energy group. The second group was treated with 1,000 impulses, with 

energy flux density of 0.16 mJ/mm
2
, and this group was designated as the medium-energy group. 

The low-energy group was treated with six mechanical shockwave sessions, while the medium- 

energy group was treated with three mechanical shock wave sessions. The interval between sessions 

was seven days. Treatment outcomes were monitored based on pain intensity, foot function, and 

plantar fascia thickness. Measuring was performed for both groups before the beginning of 

treatment, seven days, one month, and three months after the last treatment. After three sessions, the 

medium-energy group showed better results, with regards to the reduction of pain intensity and the 

improvement of foot function, as compared to the low-energy group. However, after six sessions, 

the low-energy group showed similar results, in terms of pain intensity and foot function 

improvement, as the medium-energy group did after three sessions. Pain during the application of 

mechanical shockwave therapy was not registered in any patient. This can be explained by the 

relatively low energy flux density in both of the groups analyzed. As one of the conclusions of this 

research, it is stated that mechanical shock waves of medium energy led to the same effect as 

mechanical shock waves of low energy, but with twice as few sessions (Lee, et al. 2013). The 

results of the meta-analysis by Wang et al. are predominantly consistent with previous results. This 

group of authors also agreed that mechanical shock waves of medium energy showed the greatest 

efficiency, regardless of whether radial mechanical shockwaves or focused mechanical shock waves 

were applied (Wang, et al. 2019). 

The time from the onset of symptoms of plantar fasciitis to the moment of presentation to 

the doctor can play a significant role in the prognosis of this disease. In their study, Malliaropoulos 
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et al. reported that VAS, one year after the end of treatment, correlated with the duration of pain 

before treatment. Also, this group of authors stated that the percentage of recurrence in their 

research was 8%, after one year, and that the three main factors contributing to recurrence were 

female gender, the duration of pain before the start of therapy, and the number of mechanical 

shockwave sessions (Malliaropoulos, et al. 2016). On the other hand, there are studies that do not 

find a clear connection between the duration of pain before treatment and clinical outcomes (Yalcin, 

et al. 2012; Chuckpaiwong, et al. 2009). In our study, the time from the onset of symptoms to the 

moment when the patient reported to the doctor ranged from one month to as long as four years, in 

the experimental group. In the control group, similarly to the experimental group, the subjects 

reported, at the earliest, one month after the onset of complaints, while, at the latest, they reported 

twelve months after the onset of symptoms. This difference between the observed groups was 

statistically significant. The time from the onset of symptoms of plantar fasciitis to the moment the 

patient presents to the doctor may range from a few months to several years. The longest period of 

the persistence of symptoms before the beginning of treatment that we have found in the literature 

was 120 months (Ozdemir, et al. 2004; Yalcin, et al. 2012). 

The mechanism of calcaneal spur formation is not fully understood. There are several 

theories that have been developed over time attempting to explain the origin of this disorder. 

Current knowledge gives most precedence to the theory of vertical compression (Menz, et al. 2008). 

Why some people are more prone to developing this condition than others, depends on their sex, 

age, occupation and lifestyle (Velagala, et al. 2022). The majority of studies that have dealt with the 

analysis of calcaneal spurs and plantar fasciitis agree with the fact that this pathology is more often 

present in the female population. In our research, in the experimental group, there were several 

more women compared to men, while in the control group it was the opposite, i.e., there were six 

more male respondents, as compared to female respondents. These differences were not statistically 

significant. However, looking at the entire population of respondents in our research, we find that 

there were more men than women, which is in contrast to numerous other studies. The more 

common occurrence of calcaneal spurs in women is explained by altered foot biomechanics due to 

wearing high heels (Toumi, et al. 2014). 

The change in gait of the geriatric population also contributes to the increased incidence of 

the development of calcaneal spurs (Velagala, et al. 2022). In the clinical studies that we have 

reviewed, we found that plantar fasciitis, with or without calcaneal spurs, was more common in the 

elderly. Plantar fasciitis is extremely rare in people under the age of 20. This disease most often 

occurs between the ages of 40 and 60 years (Tu and Bytomski, 2011). In our research, the average 

age of subjects in the experimental group was 55 years, while in the control group it was almost 52 

years, which was not a statistically significant difference. Analyzing the data from our study, we 

find that the youngest respondent was 20 years old, and he was in the control group, while the 

oldest respondent was 88 years old, and he was in the experimental group. 
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6. Conclusions 

 

 
Based on the results obtained, we have reached the following conclusions: 

 

1. In our study, the application of mechanical shockwave therapy led to the reduction of the 

size of calcaneal spurs. This reduction was statistically significant as soon as the first five 

treatments had been completed. After 10 treatments, the calcaneal spurs were statistically 

significantly smaller, as compared to the calcaneal spurs after five treatments. Mechanical 

shockwave therapy successfully reduced the size of calcaneal spurs in our subjects. 

 

2. The application of a mechanical shockwave therapy reduced the sensation of pain in the 

subjects participating in our study. VAS score values were statistically significantly lower in 

subjects after 10 treatments, as compared to the VAS score values at the beginning of treatment. 

The VAS score after five treatments, compared to the VAS score at the beginning of the treatment, 

was lower, however, it did not reach statistically significant values. Mechanical shockwave therapy 

reduced the intensity of the pain, but a greater number of treatments is required for the full effect to 

be achieved. 

 

3. The correlation between the size of the calcaneal spur and the intensity of pain, before and 

after the application of mechanical shockwave therapy, in our study, was not statistically 

significant. Namely, the reduction in the size of the calcaneal spur, resulting from the application of 

mechanical shock waves, did not correlate with the reduction in pain intensity. 

 

4. Mechanical shockwave therapy successfully led to a decrease in the size of the 

calcifications, as well as to a decrease in pain intensity. However, for a better effect, the application 

of more treatments should be considered. Our results suggest that with an increase in the number of 

treatments, the size of the calcaneal spurs and the pain intensity would decrease to a greater extent. 

 
5. From all that has been stated above, we can conclude that mechanical shockwave therapy 

is an effective way of treating plantar fasciitis which is accompanied by calcaneal spurs. 



Doctoral dissertation Ivana Topalović 

55 

 

 

 

7. Literature 

 

 
Abreu MR, Chung CB, Mendes L, Mohana-Borges A, Trudell D, Resnick D (2003). Plantar 

calcaneal enthesophytes: new observations regarding sites of origin based on radiographic, MR 

imaging, anatomic, and paleopathologic analysis. Skeletal Radiol 32(1):13-21. 

 

Aggarwal P, Jirankali V, Garg SK (2020). Evaluation of plantar fascia using high-resolution 

ultrasonography in clinically diagnosed cases of plantar fasciitis. Pol J Radiol 85:e375-e380. 

 

Ahmad J, Karim A, Daniel JN (2016). Relationship and Classification of Plantar Heel Spurs in 

Patients With Plantar Fasciitis. Foot Ankle Int 37(9):994-1000. 

 

Akinoglu B, Köse N, Kirdi N, Yakut Y (2017). Comparison of the Acute Effect of Radial Shock 

Wave Therapy and Ultrasound Therapy in the Treatment of Plantar Fasciitis: A Randomized 

Controlled Study. Pain Med 18(12):2443-2452. 

 

Alatassi R, Alajlan A, Almalki T (2018). Bizarre calcaneal spur: A case report. Int J Surg Case Rep 

49:37-39. 

 

Auersperg V, Trieb K (2020). Extracorporeal shock wave therapy: an update. EFORT Open Rev 

5(10):584-592. 

 

Badil Guloglu S, Yalcın U (2021). Comparison of effects of low-level laser therapy and 

extracorporeal shock wave therapy in calcaneal spur treatment: A prospective, randomized, clinical 

study. Turk J Phys Med Rehabil 67(2):218-224. 

 

Bagcier F, Yilmaz N (2020). The Impact of Extracorporeal Shock Wave Therapy and Dry Needling 

Combination on Pain and Functionality in the Patients Diagnosed with Plantar Fasciitis. J Foot 

Ankle Surg 59(4):689-693. 

 

Baker KG, Robertson VJ, Duck FA (2001). A review of therapeutic ultrasound: biophysical 

effects. Phys Ther 81(7):1351-1358. 

 

Baldassin V, Gomes CR, Beraldo PS (2009). Effectiveness of prefabricated and customized foot 

orthoses made from low-cost foam for noncomplicated plantar fasciitis: a randomized controlled 

trial. Arch Phys Med Rehabil 90(4):701-706. 

 

Banerjee R, Chao JC, Taylor R, Siddiqui A (2012). Management of calcaneal tuberosity fractures. J 

Am Acad Orthop Surg 20(4):253-258. 

 

Barrett SL, Day SV, Pignetti TT, Egly BR (1995). Endoscopic heel anatomy: analysis of 200 fresh 

frozen specimens. J Foot Ankle Surg 34(1):51-56. 

 

Bergmann JN (1990). History and mechanical control of heel spur pain. Clin Podiatr Med Surg 

7(2):243-259. 

 

Bolgla LA, Malone TR (2004). Plantar fasciitis and the windlass mechanism: a biomechanical link 

to clinical practice. J Athl Train 39(1):77-82. 



Doctoral dissertation Ivana Topalović 

56 

 

 

 

Buchbinder R (2004). Clinical practice. Plantar fasciitis. N Engl J Med 350(21):2159-2166. 

 

Chang KV, Chen SY, Chen WS, Tu YK, Chien KL (2012). Comparative effectiveness of focused 

shock wave therapy of different intensity levels and radial shock wave therapy for treating plantar 

fasciitis: a systematic review and network meta-analysis. Arch Phys Med Rehabil 93(7):1259-1268. 

 

Chen JC, Carter DR (2005). Important concepts of mechanical regulation of bone formation and 

growth. Current Opinion in Orthopaedics 16(5):338-345. 

 

Chen DW, Li B, Aubeeluck A, et al (2014). Anatomy and biomechanical properties of the plantar 

aponeurosis: a cadaveric study. PLoS One 9(1):e84347. 

 

Chow IH, Cheing GL (2007). Comparison of different energy densities of extracorporeal shock 

wave therapy (ESWT) for the management of chronic heel pain. Clin Rehabil 21(2):131-141. 

 

Chuckpaiwong B, Berkson EM, Theodore GH (2009). Extracorporeal shock wave for chronic 

proximal plantar fasciitis: 225 patients with results and outcome predictors. J Foot Ankle Surg 

48(2):148-155. 

 

Cotchett MP, Landorf KB, Munteanu SE (2010). Effectiveness of dry needling and injections of 

myofascial trigger points associated with plantar heel pain: a systematic review. J Foot Ankle Res 

3:18. 

 

Cottom JM, Baker JS (2016). Endoscopic Plantar Fascia Debridement for Chronic Plantar 

Fasciitis. Clin Podiatr Med Surg 33(4):545-551. 

 

Davis PF, Severud E, Baxter DE (1994). Painful heel syndrome: results of nonoperative 

treatment. Foot Ankle Int 15(10):531-535. 

 

De Garceau D, Dean D, Requejo SM, Thordarson DB (2003). The association between diagnosis of 

plantar fasciitis and Windlass test results. Foot Ankle Int 24(3):251-255. 

 

De Girolamo L, Stanco D, Galliera E, et al (2014). Soft-focused extracorporeal shock waves 

increase the expression of tendon-specific markers and the release of anti-inflammatory cytokines in 

an adherent culture model of primary human tendon cells. Ultrasound Med Biol 40(6):1204-1215. 

 

DIGEST Guidelines, (2019). DIGEST Guidelines for Extracorporeal Shock Wave Therapy 2019. 

International Society for Medical Shockwave Therapy. Available from: 

https://www.shockwavetherapy.org/fileadmin/user_upload/ISMST_Guidelines.pdf. (accessed 24 

April 2023). 

 

Drake C, Whittaker GA, Kaminski MR, et al (2022). Medical imaging for plantar heel pain: a 

systematic review and meta-analysis. J Foot Ankle Res 15(1):4. 

 

Duvries HL (1957). Heel spur (calcaneal spur). AMA Arch Surg 74(4):536-542. 

 

Ehrmann C, Maier M, Mengiardi B, Pfirrmann CW, Sutter R (2014). Calcaneal attachment of the 

plantar fascia: MR findings in asymptomatic volunteers. Radiology 272(3):807-814. 

https://www.shockwavetherapy.org/fileadmin/user_upload/ISMST_Guidelines.pdf


Doctoral dissertation Ivana Topalović 

57 

 

 

 

Eslamian F, Shakouri SK, Jahanjoo F, Hajialiloo M, Notghi F (2016). Extra Corporeal Shock Wave 

Therapy Versus Local Corticosteroid Injection in the Treatment of Chronic Plantar Fasciitis, a 

Single Blinded Randomized Clinical Trial. Pain Med 17(9):1722-1731. 

 

Forman WM, Green MA (1990). The role of intrinsic musculature in the formation of inferior 

calcaneal exostoses. Clin Podiatr Med Surg 7(2):217-223. 

 

Galecka Szczerba Z, Kawa M, Podczarska Glowacka M (2019). The impact of shock wave therapy 

on reducing pain in patients with plantar fasciitis. Balt J Health Phys Act 11(4):77-86. 

 

Gerdesmeyer L, Wagenpfeil S, Haake M, et al (2003). Extracorporeal shock wave therapy for the 

treatment of chronic calcifying tendonitis of the rotator cuff: a randomized controlled trial. JAMA 

290(19):2573-2580. 

 

Goff JD, Crawford R (2011). Diagnosis and treatment of plantar fasciitis. Am Fam Physician 

84(6):676-682. 

 

Haake M, König IR, Decker T, et al (2002). Extracorporeal shock wave therapy in the treatment of 

lateral epicondylitis : a randomized multicenter trial. J Bone Joint Surg Am 84(11):1982-1991. 

 

Haake M, Buch M, Schoellner C, et al (2003). Extracorporeal shock wave therapy for plantar 

fasciitis: randomised controlled multicentre trial. BMJ 327(7406):75. 

 

Hansen L, Krogh TP, Ellingsen T, Bolvig L, Fredberg U (2018). Long-Term Prognosis of Plantar 

Fasciitis: A 5- to 15-Year Follow-up Study of 174 Patients With Ultrasound Examination. Orthop J 

Sports Med 6(3):2325967118757983. 

 

Hayta E, Salk I, Gumus C, Tuncay MS, Cetin A (2016). Extracorporeal shock-wave therapy 

effectively reduces calcaneal spur length and spur-related pain in overweight and obese patients. J 

Back Musculoskelet Rehabil 30(1):17-22 

 

He C, Ma H (2017). Effectiveness of trigger point dry needling for plantar heel pain: a meta- 

analysis of seven randomized controlled trials. J Pain Res 10:1933-1942. 

 

Ibrahim MI, Donatelli RA, Hellman M, Hussein AZ, Furia JP, Schmitz C (2017). Long-term results 

of radial extracorporeal shock wave treatment for chronic plantar fasciopathy: A prospective, 

randomized, placebo-controlled trial with two years follow-up. J Orthop Res 35(7):1532-1538. 

 

Irving DB, Cook JL, Young MA, Menz HB (2007). Obesity and pronated foot type may increase 

the risk of chronic plantar heel pain: a matched case-control study. BMC Musculoskelet Disord 

8:41. 

 

Jeleč Ž, Cicvara-Pećina T, Klobučar H, Bićanić G, Jelić M, Pećina M (2008). Plantarni fascitis. 

Hrvatski športskomedicinski vjesnik 23(1):3-10. 

 

Johal KS, Milner SA (2012). Plantar fasciitis and the calcaneal spur: Fact or fiction?. Foot Ankle 

Surg 18(1):39-41. 

 

Kim C, Cashdollar MR, Mendicino RW, Catanzariti AR, Fuge L (2010). Incidence of plantar fascia 

ruptures following corticosteroid injection. Foot Ankle Spec 3(6):335-337. 



Doctoral dissertation Ivana Topalović 

58 

 

 

 

 

Kirkpatrick J, Yassaie O, Mirjalili SA (2017). The plantar calcaneal spur: a review of anatomy, 

histology, etiology and key associations. J Anat 230(6):743-751. 

 

Klonschinski T, Ament SJ, Schlereth T, Rompe JD, Birklein F (2011). Application of local 

anesthesia inhibits effects of low-energy extracorporeal shock wave treatment (ESWT) on 

nociceptors. Pain Med 12(10):1532-1537. 

 

Krol P, Franek A, Krol T, et al (2021). Ground reaction force analysis for assessing the efficacy of 

focused and radial shockwaves in the treatment of symptomatic plantar heel spur. J Back 

Musculoskelet Rehabil 34(2):279-287. 

 

Kumai T, Benjamin M (2002). Heel spur formation and the subcalcaneal enthesis of the plantar 

fascia. J Rheumatol 29(9):1957-1964. 

 

Lai TW, Ma HL, Lee MS, Chen PM, Ku MC (2018). Ultrasonography and clinical outcome 

comparison of extracorporeal shock wave therapy and corticosteroid injections for chronic plantar 

fasciitis: A randomized controlled trial. J Musculoskelet Neuronal Interact 18(1):47-54. 

 

Landorf KB, Keenan AM, Herbert RD (2006). Effectiveness of foot orthoses to treat plantar 

fasciitis: a randomized trial. Arch Intern Med 166(12):1305-1310. 

 

Lee GP, Ogden JA, Cross GL (2003). Effect of extracorporeal shock waves on calcaneal bone 

spurs. Foot Ankle Int 24(12):927-930. 

 

Lee WC, Wong WY, Kung E, Leung AK (2012). Effectiveness of adjustable dorsiflexion night 

splint in combination with accommodative foot orthosis on plantar fasciitis. J Rehabil Res Dev 

49(10):1557-1564. 

 

Lee SJ, Kang JH, Kim JY, Kim JH, Yoon SR, Jung KI (2013). Dose-related effect of extracorporeal 

shock wave therapy for plantar fasciitis. Ann Rehabil Med 37(3):379-388. 

 

Lee SY, Park HJ, Kwag HJ, et al (2014). Ultrasound elastography in the early diagnosis of plantar 

fasciitis. Clin Imaging 38(5):715-718. 

 

Lemont H, Ammirati KM, Usen N (2003). Plantar fasciitis: a degenerative process (fasciosis) 

without inflammation. J Am Podiatr Med Assoc 93(3):234-237. 

 

Li J, Muehleman C (2007). Anatomic relationship of heel spur to surrounding soft tissues: greater 

variability than previously reported. Clin Anat 20(8):950-955. 

 

Lohrer H, Nauck T, Dorn-Lange NV, Schöll J, Vester JC (2010). Comparison of radial versus 

focused extracorporeal shock waves in plantar fasciitis using functional measures. Foot Ankle Int 

31(1):1-9. 

 

Lohrer H, Nauck T, Korakakis V, Malliaropoulos N (2016). Historical ESWT Paradigms Are 

Overcome: A Narrative Review. Biomed Res Int 2016:3850461. 



Doctoral dissertation Ivana Topalović 

59 

 

 

 

Malliaropoulos N, Crate G, Meke M, et al (2016). Success and Recurrence Rate after Radial 

Extracorporeal Shock Wave Therapy for Plantar Fasciopathy: A Retrospective Study. Biomed Res 

Int 2016:9415827. 

 

McCarthy DJ, Gorecki GE (1979). The anatomical basis of inferior calcaneal lesions. A 

cryomicrotomy study. J Am Podiatry Assoc 69(9):527-536. 

 

McMillan AM, Landorf KB, Barrett JT, Menz HB, Bird AR (2009). Diagnostic imaging for chronic 

plantar heel pain: a systematic review and meta-analysis. J Foot Ankle Res 2:32. 

 

McMillan AM, Landorf KB, Gregg JM, De Luca J, Cotchett MP, Menz HB (2013). Hyperemia in 

plantar fasciitis determined by power Doppler ultrasound. J Orthop Sports Phys Ther 43(12):875- 

880. 

 

Melese H, Alamer A, Getie K, Nigussie F, Ayhualem S (2022). Extracorporeal shock wave therapy 

on pain and foot functions in subjects with chronic plantar fasciitis: systematic review of 

randomized controlled trials. Disabil Rehabil 44(18):5007-5014. 

 

Menz HB, Zammit GV, Landorf KB, Munteanu SE (2008). Plantar calcaneal spurs in older people: 

longitudinal traction or vertical compression?. J Foot Ankle Res 1(1):7. 

 

Menz HB, Thomas MJ, Marshall M, et al (2019). Coexistence of plantar calcaneal spurs and plantar 

fascial thickening in individuals with plantar heel pain. Rheumatology (Oxford) 58(2):237-245. 

 

Moosaei Saein A, Safavi-Farokhi Z, Aminianfar A, Mortezanejad M (2022). The Effect of Dry 

Needling on Pain, Range of Motion of Ankle Joint, and Ultrasonographic Changes of Plantar Fascia 

in Patients With Plantar Fasciitis. J Sport Rehabil 31(3):299-304. 

 

Moroney PJ, O'Neill BJ, Khan-Bhambro K, O'Flanagan SJ, Keogh P, Kenny PJ (2014). The 

conundrum of calcaneal spurs: do they matter?. Foot Ankle Spec 7(2):95-101. 

 

Notarnicola A, Moretti B (2012). The biological effects of extracorporeal shock wave therapy 

(eswt) on tendon tissue. Muscles Ligaments Tendons J 2(1):33-37. 

 

Osborne HR, Breidahl WH, Allison GT (2006). Critical differences in lateral X-rays with and 

without a diagnosis of plantar fasciitis. J Sci Med Sport 9(3):231-237. 

 

Ozdemir H, Söyüncü Y, Ozgörgen M, Dabak K (2004). Effects of changes in heel fat pad thickness 

and elasticity on heel pain. J Am Podiatr Med Assoc 94(1):47-52. 

 

Palomo-López P, Becerro-de-Bengoa-Vallejo R, Losa-Iglesias ME, Rodríguez-Sanz D, Calvo-Lobo 

C, López-López D (2018). Impact of plantar fasciitis on the quality of life of male and female 

patients according to the Foot Health Status Questionnaire. J Pain Res 11:875-880. 

 

Prichasuk S, Subhadrabandhu T (1994). The relationship of pes planus and calcaneal spur to plantar 

heel pain. Clin Orthop Relat Res 306:192-196. 

 

Riel H, Cotchett M, Delahunt E, et al (2017). Is 'plantar heel pain' a more appropriate term than 

'plantar fasciitis'? Time to move on. Br J Sports Med 51(22):1576-1577. 



Doctoral dissertation Ivana Topalović 

60 

 

 

 

Roca B, Mendoza MA, Roca M (2016). Comparison of extracorporeal shock wave therapy with 

botulinum toxin type A in the treatment of plantar fasciitis. Disabil Rehabil 38(21):2114-2121. 

 

Rompe JD, Kirkpatrick CJ, Küllmer K, Schwitalle M, Krischek O (1998). Dose-related effects of 

shock waves on rabbit tendo Achillis. A sonographic and histological study. J Bone Joint Surg Br 

80(3):546-552. 

 

Rompe JD, Meurer A, Nafe B, Hofmann A, Gerdesmeyer L (2005). Repetitive low-energy shock 

wave application without local anesthesia is more efficient than repetitive low-energy shock wave 

application with local anesthesia in the treatment of chronic plantar fasciitis. J Orthop Res 

23(4):931-941. 

 

Rompe JD, Furia J, Weil L, Maffulli N (2007). Shock wave therapy for chronic plantar 

fasciopathy. Br Med Bull 81-82:183-208. 

 

Rubin G, Witten M (1963). Plantar calcaneal spurs. Am J Orthop 5:38-41. 

 

Sabir N, Demirlenk S, Yagci B, Karabulut N, Cubukcu S (2005). Clinical utility of sonography in 

diagnosing plantar fasciitis. J Ultrasound Med  24(8):1041-1048. 

 

Schaden W, Mittermayr R, Haffner N, Smolen D, Gerdesmeyer L, Wang CJ (2015). Extracorporeal 

shockwave therapy (ESWT)--First choice treatment of fracture non-unions?. Int J Surg 24(Pt 

B):179-183. 

 

Schmitz C, Csaszar NB, Milz S, et al (2015). Efficacy and safety of extracorporeal shock wave 

therapy for orthopedic conditions: a systematic review on studies listed in the PEDro database. Br 

Med Bull 116(1):115-138. 

 

Schneider HP, Baca JM, Carpenter BB, Dayton PD, Fleischer AE, Sachs BD (2018). American 

College of Foot and Ankle Surgeons Clinical Consensus Statement: Diagnosis and Treatment of 

Adult Acquired Infracalcaneal Heel Pain. J Foot Ankle Surg 57(2):370-381. 

 

Schulhofer SD (2013). Short-term benefits of ultrasound-guided corticosteroid injection in plantar 

fasciitis. Clin J Sport Med 23(1):83-84. 

 

Scott G, Menz HB, Newcombe L (2007). Age-related differences in foot structure and 

function. Gait Posture 26(1):68-75. 

 

Smith S, Tinley P, Gilheany M, Grills B, Kingsford A (2007). The inferior calcaneal spur— 

anatomical and histological considerations. The Foot 17(1):25-31. 

 

Sutera R, Iovane A, Sorrentino F, et al (2010). Plantar fascia evaluation with a dedicated magnetic 

resonance scanner in weight-bearing position: our experience in patients with plantar fasciitis and in 

healthy volunteers. Radiol Med 115(2):246-260. 

 

Tenforde AS, Yin A, Hunt KJ (2016). Foot and Ankle Injuries in Runners. Phys Med Rehabil Clin 

N Am 27(1):121-137. 

 

Thomas JL, Christensen JC, Kravitz SR, et al (2010). The diagnosis and treatment of heel pain: a 

clinical practice guideline-revision 2010. J Foot Ankle Surg 49(3 Suppl):S1-S19. 



Doctoral dissertation Ivana Topalović 

61 

 

 

 

 

Thomas MJ, Whittle R, Menz HB, Rathod-Mistry T, Marshall M, Roddy E (2019). Plantar heel 

pain in middle-aged and older adults: population prevalence, associations with health status and 

lifestyle factors, and frequency of healthcare use. BMC Musculoskelet Disord 20(1):337. 

 

Thompson JV, Saini SS, Reb CW, Daniel JN (2014). Diagnosis and management of plantar 

fasciitis. J Am Osteopath Assoc 114(12):900-906. 

 

Toomey EP (2009). Plantar heel pain. Foot Ankle Clin 14(2):229-245. 

 

Tountas AA, Fornasier VL (1996). Operative treatment of subcalcaneal pain. Clin Orthop Relat Res 

332:170-178. 

 

Toumi H, Davies R, Mazor M, et al (2014). Changes in prevalence of calcaneal spurs in men & 

women: a random population from a trauma clinic. BMC Musculoskelet Disord 15:87. 

 

Trojian T, Tucker AK (2019). Plantar Fasciitis. Am Fam Physician 99(12):744-750. 

Tu P, Bytomski JR (2011). Diagnosis of heel pain. Am Fam Physician 84(8):909-916. 

Velagala VR, Velagala NR, Kumar T, Singh A, Mehendale AM (2022). Calcaneal Spurs: A 

Potentially Debilitating Disorder. Cureus 14(8):e28497. 

 

Wang FS, Yang KD, Kuo YR, et al (2003). Temporal and spatial expression of bone morphogenetic 

proteins in extracorporeal shock wave-promoted healing of segmental defect. Bone 32(4):387-396. 

 

Wang FS, Wang CJ, Chen YJ, et al (2004). Ras induction of superoxide activates ERK-dependent 

angiogenic transcription factor HIF-1alpha and VEGF-A expression in shock wave-stimulated 

osteoblasts. J Biol Chem 279(11):10331-10337. 

 

Wang YC, Chen SJ, Huang PJ, Huang HT, Cheng YM, Shih CL (2019). Efficacy of Different 

Energy Levels Used in Focused and Radial Extracorporeal Shockwave Therapy in the Treatment of 

Plantar Fasciitis: A Meta-Analysis of Randomized Placebo-Controlled Trials. J Clin Med 

8(9):1497. 

 

Wearing SC, Smeathers JE, Urry SR, Hennig EM, Hills AP (2006). The pathomechanics of plantar 

fasciitis. Sports Med 36(7):585-611. 

 

Wynne MM, Burns JM, Eland DC, Conatser RR, Howell JN (2006). Effect of counterstrain on 

stretch reflexes, hoffmann reflexes, and clinical outcomes in subjects with plantar fasciitis 

[published correction appears in J Am Osteopath Assoc. 2006 Nov;106(11):636]. J Am Osteopath 

Assoc 106(9):547-556. 

 

Yalcin E, Keskin Akca A, Selcuk B, Kurtaran A, Akyuz M (2012). Effects of extracorporal shock 

wave therapy on symptomatic heel spurs: a correlation between clinical outcome and radiologic 

changes. Rheumatol Int 32(2):343-347. 

 

Yinilmez Sanmak OD, Geler Kulcu D, Mesci N, Altunok EC (2018). Comparison of effects of low- 

level laser therapy and extracorporeal shock wave therapy in plantar fasciitis treatment: A 

randomized, prospective, single-blind clinical study. Turk J Phys Med Rehabil 65(2):184-190. 



Doctoral dissertation Ivana Topalović 

62 

 

 

 

Zhou B, Zhou Y, Tao X, Yuan C, Tang K (2015). Classification of Calcaneal Spurs and Their 

Relationship With Plantar Fasciitis. J Foot Ankle Surg 54(4):594-600. 

 

Zhuang Y, Xing JJ, Li J, Zeng BY, Liang FR (2013). History of acupuncture research. Int Rev 

Neurobiol 111:1-23. 



Doctoral dissertation Ivana Topalović 

63 

 

 

 

 

 

 

 

Published works from the thesis  

   

1.Ivana Topalović, Dejan Nešić, Sindi Mitrović, Vera Miler Jerković, Ljubica Konstantinović, '' The 

Efficacy of Focused Extracorporeal Shock Wave Therapy and Ultrasound Therapy in the Treatment of 

Calcar Clcanei: A Randomized Study'', BioMed Research International, vol. 2023, Article ID 8855687, 

8 pages, 2023https://doi.org/10.1155/2023/8855687 

 

2. Ivana Topalović, Dejan Nešić. Application of mechanical shock wave in the treatment of calcified 

tendinopathies- Medical youth, March 2022; Vol 73, 1pg 7-11 doi: 10.5937/mp73-35808 

https://doi.org/10.1155/2023/8855687


Doctoral dissertation Ivana Topalović 

64 

 

 

 

Biography 

 

 
Ivana Topalovic was born on July 1, 1983 in Belgrade. She finished elementary school in 

Belgrade with a grade of 5.00. She finished high school in America, in the state of Virginia. 

In 2001, Norfolk Collegiate School. In March 2009, she graduated from the Faculty of 

Medicine (teaching in English), and six months later she passed the state exam. 

In 2010, she enrolled in specialist academic studies in the field of physical medicine and 

rehabilitation and graduated in 2012. In 2012, she received a specialization in physical medicine 

and rehabilitation, which she completed in January 2017 with a passed specialist exam with a score 

of ten. . In 2012, she enrolled in doctoral studies, passed the mandatory exams, and her doctoral 

dissertation which was approved by the decision of the Council of Scientific Fields of Medical 

Sciences of the University of Belgrade dated September 14, 2021 (No. 61206-2533/4-21) with a 

topic 'Impact of shock waves on the size of calcification in the presence of calcaneal spur and 

plantar fascitis'. 

 

 

Work experience 

 

From 2009-2012, she was employed in spec. Ord. for physical medicine and rehabilitation 

PHYSICAL. 

Now she works in the same workplace under a part-time contract. 

Since 2018, she has been a member of the Board of Education and Science of the Belgrade 

Regional Medical Chamber 

 

 

Teaching experience 

 

Since 2012, she has been permanently employed at the Sports and Health College, where 

she still works. Elected as a lecturer at the same school in 2014 for the subject Clinical physical 

therapy in neurology and surgery with orthopedics and traumatology. She is in the same workplace 

now. 

 

 

Scientific papers 

 

1. Health and physical activity Popovic O., Lazic B., Topalovic I 2013 poster and award at the 

Belgrade Health Festival 

2. The effectiveness of shock wave therapy in calcified tendinitis, final thesis on specialist academic 

studies, defended in 2012 at the Faculty of Medicine in Belgrade 

3. Application of physical therapy in the treatment of pressure ulcers Popovic O, Matanovic D, 

Topalovic I 2014 Congress on wound healing Belgrade 

4. Delaying the onset of muscle pain in athletes with an energy crisis and treatment options; 

Filipovic D, Vukusic K, Topalovic I. Sport, Science and Practice, Vol.6 N 1& 2, 2016 st 31-4 

5. Fibromyalgic syndrome - novelties in understanding' Filipović D, Vukušić K, Topalović I. Sport, 

Science and Practice vol8, No1, 2018 70-81 

6. Ivana Topalovic. Effects of five- and ten-week application of mechanical shock waves on the 

reduction of pain caused by chronic lateral epicondylitis, Serbian Medical Journal of the Medical 

Chamber. September 2020 vol1 no1 pg 49-56 



Doctoral dissertation Ivana Topalović 

65 

 

 

 

7. Ivana Topalovic, Dragana Matanovic, et al. Effects of the Shock Wave Therapy Application in 

Treatment of Heel Thorn: Calcar Calcanei. Clin Image Case Rep J. 2020; 2(2): 115. Impact factor 

3.75 

8. Ivana Topalović, Dejan Nešić. Application of mechanical shock wave in the treatment of 

calcified tendinopathies - Medical youth, March 2022; Vol 73, 1 pg 7-11 doi:10.5937/mp73-35808 

9. Invited lecture 'Physical therapy after infection with Covid 19'. The knowledge brought to us by 

the Covid 19 pandemic. National congress with international participation - October 2021 

10. Invited lecture: Treatment of tendinopathies within the Post-Covid syndrome. Infections and 

challenges in diagnosis and treatment, National Congress with international participation   on April 

8, 2023, Belgrade 

11. Invited lecture: Rehabilitation of the respiratory system in patients with post-covid 

Syndrome.Infections and challenges in diagnosis and treatment, National Congress with 

international participation on April 8, 2023, Belgrade 

12. Ivana Topalović, Dejan Nešić, Sindi Mitrović, Vera Miler Jerković, Ljubica Konstantinović, 

"The Efficacy of Focused Extracorporeal Shock Wave Therapy and Ultrasound Therapy in the 

Treatment of Calcar Calcanei: A Randomized Study", BioMed Research International, vol. 2023, 

Article ID 8855687, 8 pages, 2023. https://doi.org/10.1155/2023/8855687 
 

https://doi.org/10.1155/2023/8855687


Doctoral dissertation Ivana Topalović 

66 

 

 

 



Doctoral dissertation Ivana Topalović 

67 

 

 

 

 



Doctoral dissertation Ivana Topalović 

68 

 

 

 

 


