If you are considering shockwave therapy, one of the first questions you will probably ask is the most practical

one: does it hurt?

That is the right question. People rarely care about the technical description of a treatment until they understand
what it is likely to feel like on their own body. In clinic conversations, this concern comes up almost every time,
whether the person is dealing with plantar fasciitis, tennis elbow, Achilles pain, calcific shoulder tendinopathy, or

a stubborn tendon problem that has not responded to rest and exercise.

The short answer is yes, shockwave therapy can hurt, but that answer needs context. For most people, the
discomfort is tolerable, brief, and very different from the kind of pain that signals damage. It tends to feel intense
during parts of the session, especially when the applicator passes over the most irritated tissue, then it settles
quickly once the treatment stops. Some people describe it as sharp and tapping. Others call it achy, hot, electric,
or deeply tender. A small number barely notice it. A smaller number find it unpleasant enough that the clinician

needs to adjust the settings or shorten the session.



What matters most is not whether every patient feels the same thing, because they do not. What matters is
knowing why it can hurt, how much discomfort is considered normal, what influences the experience, and when

pain during or after treatment deserves a second look.

Why shockwave therapy feels intense in the first place

Shockwave therapy uses acoustic waves delivered into tissue through a handheld applicator. Depending on the
device and treatment style, the waves may be focused into a deeper, more precise area or spread more radially
across a broader region. Either way, the goal is not to numb or soothe in the way an ice pack might. The
treatment is meant to stimulate a biological response in tissue that has become stubbornly painful, slow to heal,

or chronically overloaded.

That purpose explains a lot about the sensation. When you treat tissue that is already irritated, especially a
tendon insertion or thickened fascia, you are not gliding over a calm area. You are delivering mechanical energy
into a spot that often reacts strongly to pressure already. Anyone who has pressed on the inner heel with plantar
fasciitis or the outer elbow with lateral epicondylitis knows those structures can be exquisitely sensitive before

any machine even enters the picture.

There is also a practical issue. The treatment often hurts most at the exact site the clinician is trying to reach.
Patients sometimes notice a distinct moment during the session when the applicator moves from the general
area to the true pain generator. They will say, “Yes, that's the spot.” That response helps guide treatment, but it

also means the most useful part of the session can be the most uncomfortable.

The discomfort usually has a built-in arc. The first passes may feel surprising, then the sensation ramps as the
clinician moves onto the most involved tissue, then your body adjusts a bit. Many patients tell me the
anticipation is worse than the treatment itself because once it starts, the feeling is more specific and predictable

than they expected.

Pain during treatment versus pain after treatment

A helpful distinction is the difference between what you feel during the session and what you feel later that day

or the next morning.

During treatment, the discomfort is often immediate and localized. It is tied to the acoustic pulses. When the
applicator stops, the intense sensation usually stops too. There can be a lingering ache for a few minutes, but it

typically drops off quickly. That pattern is common and not usually a reason for concern.

After treatment, it is more common to feel soreness than outright pain. Think of it as a reactive tenderness in the
treated area. Some people compare it to what they feel after deep tissue work or after doing a heavy rehab
exercise they have not done in a while. The area can feel bruised, sensitive to touch, or slightly more aware of
itself for 24 to 48 hours. Occasionally it lasts a bit longer, especially in people with long-standing tendon

problems or in areas that take load all day, like the foot and Achilles.

That post-treatment soreness can be unnerving if you are not expecting it. It does not necessarily mean the
treatment was too aggressive. In fact, a mild flare for a day or two is fairly common. The key is the trend.
Temporary tenderness that calms is one thing. Escalating pain, significant swelling, marked bruising, or persistent

worsening deserves follow-up.

The pain scale is real, but it is not the whole story



Patients often want a number. "How bad is it, from one to ten?” The honest answer is that it ranges widely, often
somewhere from a three to an eight depending on the condition, the body part, the machine settings, and the
person’s sensitivity. That range is broad, but it is more truthful than pretending there is a single standard

experience.

The number also misses something important. A short burst of six out of ten discomfort that lasts a few minutes
can feel more manageable than a dull three out of ten that drags on for hours. Shockwave therapy is usually the
first type. It can be sharp but brief. That makes a difference psychologically. Most people can cope with a
treatment that feels intense in the moment if they understand why it feels that way and know it will stop when

the session ends.

Clinicians who use shockwave therapy regularly also know that patient tolerance is not a simple toughness test.
Some very stoic people find certain areas, especially the heel and shin, surprisingly difficult. Others who come in
anxious do better than expected once they realize the pulses are quick and controlled. Experience, stress, sleep,

and even how rushed the day has been can change pain perception from one appointment to the next.

What makes shockwave therapy hurt more for some people

Several variables shape the experience. This is where blanket statements tend to fail, because the same device

can feel completely different on two patients treated ten minutes apart.

* The body part matters. Areas with little soft tissue padding, such as the heel, elbow, top of the foot, or front

of the shin, often feel sharper than thicker muscular regions.

* The condition matters. Chronically irritated tendon insertions, calcific deposits, and highly tender trigger

points are usually more sensitive than milder or more diffuse problems.

* The settings matter. Higher energy levels, greater pressure, deeper penetration, and more pulses generally

increase intensity.

* The technique matters. A skilled clinician can often improve tolerance by finding the tissue carefully, building

the dose gradually, and adjusting contact pressure and angle.

* The person matters. Pain sensitivity, anxiety, recent activity, inflammation level, and expectations all influence

what the session feels like.

This is why one Injury Recovery Center Shockwave Therapy patient may say the treatment “was not bad at all,”

while another describes the same therapy as “pretty spicy.” Both reports can be accurate.

Different types of shockwave, different sensations

Not all shockwave therapy feels the same, and many patients are unaware of that before they start. In everyday
practice, clinics may use radial shockwave or focused shockwave, and sometimes the public conversation blurs

the two together.

Radial shockwave tends to spread its energy more broadly and is often used for superficial soft tissue conditions.
It may feel like repetitive tapping or hammering over the sore area. Focused shockwave directs energy more
precisely and can reach deeper tissue, often creating a sharper, more concentrated sensation. One is not
automatically more painful than the other in every circumstance, but they can feel different enough that a

patient’s story about a previous shockwave experience may not map perfectly onto a new treatment.

There is also a difference between the machine’s capability and the way it is used. A cautious first session,

especially on a very reactive tendon, may be intentionally conservative. That is not a sign the treatment is weak. It


https://www.behance.net/injuryrecoverycenter

is often good clinical judgment. If the tissue settles well, later sessions may progress. Good treatment is not
about proving that the patient can endure the highest setting. It is about delivering an effective dose without

creating unnecessary backlash.

What a typical session feels like

The first minute is often the most mentally loaded because it contains the unknown. The clinician applies gel,
positions the applicator, and starts with lower-intensity pulses to gauge tolerance and locate the most involved
tissue. Patients often tense up at this stage, expecting a dramatic jolt. Most are surprised that the sensation is

mechanical rather than electrical, even though some areas can produce a zingy quality.

As the intensity rises or the applicator approaches the most tender spot, the treatment usually becomes more
challenging. You might feel yourself wanting to pull away, grip the table, or hold your breath. That reaction is
common. A good clinician will notice it, communicate clearly, and decide whether to hold the dose, increase it

gradually, or back off slightly. The goal is not zero sensation, but it is also not unnecessary suffering.

Once the applicator moves off the worst point or the session ends, many people feel a quick release. They stand
up and say some version of, “That was intense, but not as bad as | expected.” Others are more blunt and say, “I

would not call that relaxing.” Both are fair.

A standard session length varies, but the active treatment portion is often only a few minutes. That brevity
matters. A short, targeted intervention can be easier to tolerate than patients imagine when they first hear the

word “shockwave.”

Should the clinician use numbing cream or local anesthetic?

This is a common question, especially from people worried about discomfort. In most cases, routine numbing is
not preferred. There are a couple of reasons. First, local anesthetic can alter pain feedback, which clinicians
sometimes use to identify the most relevant tissue. Second, some treatment approaches avoid anesthetic

because it may interfere with the biological response the therapy is trying to provoke.

That said, practice styles vary, and specific medical contexts may differ. If you have a very low pain threshold or a
previously bad treatment experience, the right move is not to silently endure it. It is to discuss it before the
session. Often, simple adjustments help far more than numbing would. A slower ramp-up, lower initial dose,

smaller treated area, or shorter first session can make the experience much more manageable.

Does pain mean the treatment is working?

Not necessarily, and this is one of the most important myths to clear up. More pain does not automatically equal
better results. There is a therapeutic window. Too little stimulus may be ineffective. Too much can irritate tissue
and make recovery harder. The aim is enough energy to create the intended effect while keeping the response

acceptable.

In practice, some successful treatments are distinctly uncomfortable, especially for dense or highly tender tendon
pathology. Others work well at a moderate intensity. Patients sometimes assume they should demand the highest
setting because they want fast results. That instinct is understandable, but it is not how tissue adaptation works.

The body does not award bonus points for bravado.

The better question is whether the dose is appropriate for the condition, the stage of healing, and the patient’s

tolerance. A clinician who understands load management, tissue irritability, and progression will think in those



terms rather than using discomfort as the sole target.

What tends to hurt the most

Among common indications, plantar fasciitis and insertional tendon pain often rank high on the discomfort scale.
The heel can be especially sensitive because the tissue is already irritated and the area has limited cushioning.
Lateral elbow pain can also be sharp, especially when the applicator passes over the exact attachment site.

Calcific shoulder tendinopathy can be difficult in a different way, with a deeper, more concentrated ache.

Achilles treatment is variable. Mid-portion Achilles tendinopathy may be manageable for some, while insertional
Achilles pain can be far more reactive. Patellar tendon cases, often seen in jumping athletes, can also be sensitive

because the tendon is under frequent load and the tender point is easy to provoke.

Still, there are always exceptions. | have seen patients with severe plantar fasciitis shrug through treatment and

others with mild elbow pain react strongly. The tissue tells only part of the story.

What recovery usually looks like

After a session, many clinics advise patients to avoid loading the treated area aggressively for a day or two, but
not to immobilize it completely. This middle ground matters. Resting forever does not solve most tendon
problems, but hammering back into sprinting, hill running, or high-impact sport immediately after treatment can
leave the tissue unnecessarily irritated.

A normal short-term response often includes mild soreness, local tenderness, and sometimes a temporary
increase in symptoms before things settle. Improvement can be gradual rather than dramatic. Some patients
notice change after one or two sessions. Others need several before the pattern shifts. Chronic conditions,

especially those that have been present for many months, rarely turn around overnight.

When people are disappointed, it is often because they expected the machine alone to fix a loading problem.
Shockwave therapy can be useful, but it is usually part of a plan, not a magical substitute for one. If the tendon
keeps receiving the same aggravating load with no rehab, footwear modification, or activity adjustment where

needed, the gains may be limited.

The emotional side of pain during treatment

This part is often overlooked. Fear changes pain. So does uncertainty. If someone lies on the table expecting a

violent jolt, even a tolerable treatment can feel worse. Clear explanation helps. So does honesty.

Patients handle the experience better when they are told something like this: the first few pulses may feel odd,
there will likely be a tender zone, you can speak up at any time, and soreness for a day or two is common. That

style of communication does not eliminate discomfort, but it removes the feeling of being ambushed by it.

There is also a difference between pain you Shockwave Therapy choose and pain that feels imposed on you.
When a patient understands the purpose, agrees to the approach, and knows the treatment can be adjusted,

tolerance usually improves. Control matters.

When discomfort crosses the line

Not every painful response should be brushed off as normal. A treatment that feels intense but controlled is one

thing. Pain that feels alarming, excessive, or out of proportion should be discussed right away.
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Pay attention to a few red flags after the session:

rapidly worsening pain rather than gradual settling

* significant swelling or bruising

* marked loss of function, such as struggling to bear weight more than expected
® numbness or unusual nerve-type symptoms that persist

* symptoms that continue to flare with each session without any overall improvement

These situations do not always mean something serious has happened, but they do justify reassessment.
Sometimes the diagnosis needs another look. Sometimes the dosage is simply too aggressive. Sometimes the

tissue is too irritable at that moment and the plan needs to change.

How to make shockwave therapy more tolerable

There are practical ways to improve the experience, and none of them require pretending that discomfort does

not exist.

Arriving calm and informed helps. So does avoiding the mistake of coming straight from a heavy workout that
has already stirred up the area. If you know the treated region is very reactive, mention that before the session
starts. Clinicians often appreciate direct feedback like, "My heel is especially bad today,” because it guides the

opening dose.

Breathing matters more than most people expect. Patients who hold their breath and brace through every pulse
often amplify the sensation. Slow exhalation during the tender part of the pass can make a noticeable difference.

It sounds simple, but in treatment rooms, simple things often work.

The strongest practical step is choosing a clinician who uses shockwave therapy as part of a broader
musculoskeletal strategy rather than as a stand-alone gadget. Technique, dosing judgment, diagnosis, and

follow-up advice influence not only results but also how rough the process feels.

Who may need a different conversation before treatment

Not everyone is the same candidate. If you have very high pain sensitivity, a history of poor tolerance with
manual therapies, anxiety around procedures, or a condition where the diagnosis is still uncertain, it is worth
slowing down and having a more detailed conversation first. The same is true if the treated area is already acutely
inflamed or you are struggling with pain at rest and disturbed sleep.

In these cases, the issue is not that shockwave therapy is off the table by default. It is that the treatment has to fit
the person, not the other way around. Sometimes that means starting lower and progressing. Sometimes it
means addressing load, strength, footwear, or surrounding mechanics first and using shockwave later. Good care

is adaptive.

The question most patients are really asking

When someone asks, "Does shockwave therapy hurt?” they are often asking something deeper. They want to
know whether the discomfort will feel manageable, whether it will be worth it, and whether they can trust the

process.

For most patients, the fairest answer is this: yes, expect some discomfort, especially when the applicator reaches

the irritated tissue, but it is usually brief, controlled, and tolerable enough to continue. Afterward, expect soreness



more often than sharp pain. The treatment should challenge the area, not overwhelm it.

That may not sound glamorous, but it is honest. And honesty is what helps people make good decisions about

their care.

Shockwave therapy is not meant to be a spa treatment. It can sting, ache, and make you wince at the exact point
your problem lives. Yet when it is used appropriately, with clear expectations and sound clinical judgment, that

discomfort is often a manageable part of a treatment plan that helps stubborn tissue move in the right direction.
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FAQ About Shockwave Therapy

What does shockwave therapy actually do?

Shockwave therapy delivers high-energy acoustic sound waves through the skin to an injured area. This process
"wakes up" stubborn, chronic soft-tissue injuries by increasing local blood flow, breaking down calcifications, and

triggering the body's natural cellular repair and tissue regeneration mechanisms.

What are the drawbacks of shockwave therapy?

Shockwave therapy can cause temporary pain, skin redness, bruising, swelling, or numbness at the treatment site.
It may require multiple sessions, can be costly out-of-pocket because insurance often does not cover it, and is

unsafe for pregnant individuals or those with blood-clotting disorders.



Does shock wave therapy really work?

Yes, shock wave therapy (extracorporeal shockwave therapy, or ESWT) works well for specific chronic soft-tissue
and bone conditions, showing success rates around 60% to 80% for stubborn issues like plantar fasciitis and

tennis elbow when other conservative treatments fail.



