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Introduction

The glenohumeral joint is a complex structure commonly af-
fected by injury such as rotator cuff tears [1]. The rotator cuff 
plays a key role in stabilizing the shoulder by putting pressure 
on the humoral head against the glenoid cavity. The rotator cuff 
dynamics allows for the large range of motion of the shoulder 
[2]. Because of this range of motion, the compressional and lin-
ear forces on the tendons of the rotator cuff are very large. This 
causes frequent injuries to these tendons. In particular, rotator 
cuff tears are very common at the attachment of the supraspi-
natus tendon. They are seen in 30-50% of the general popula-
tion older than 50 years of age [3]. The impact of this condition 

on earnings, missed workdays and disability payments is high 
[3]. Multiple factors can contribute to rotator cuff tears includ-
ing familiar genetics, overuse, mechanical impingement, age-
related degeneration and microtrauma and smoking [3-7]. The 
most common rotator cuff tear is the supraspinatus tear [8]. 
Another major issue is calcific tendonitis of the rotator cuff. It 
occurs in 20% of painful shoulders and 7.5% of asymptomatic 
shoulders [9,10]. It occurs in 70% of women especially over age 
50 [10]. Calcific tendonitis refers to deposits of calcium on a ten-
don, most often in those of the rotator cuff. It occurs in 80% of 
the supraspinatus tendon, followed by the infraspinatus (15% 
of cases) and subscapularis (5% of cases) [10,11].
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Abstract
Rotator cuff injuries are common, especially in older indi-

viduals. These injuries can be partial or complete thickness 
tears and can require either therapy or surgical intervention 
and therapy. Three patients were treated with extracorpo-
real shock wave or FOCUS wave therapy to see if this would 
cause healing of supraspinatus tears. The FOCUS was direct-
ed at the belly of the supraspinatus tendon. Three subjects 
were examined in this present pilot study to see if focused 
ultrasound could increase the rate of healing in prior inju-
ries. The subjects were treated with 35-50 joules of sound 
energy for 8 minutes 2 times a week. Their injury averaged 
5.67 months before treatment with no history of recovery. 
They were evaluated with ultrasound imaging. They could 
not move through normal range of motion of the shoulder 
and they were evaluated between grades 2 and 3. After 10 
treatments over a month in 2 subjects and 20 treatments 
in the third subject, the use of a focused sound pressure 
wave caused rapid healing in the supraspinatus tendon as 
assessed by reduction in pain and increase in range of mo-
tion and imaging. Range of motion was 100% normal and 
pain free. Dash scores showed a significant improvement 
comparing before to after therapy. The imaging and physi-
cal measurements clearly show that Focus is a promising 
adjunct to therapy for rotator cuff tears.
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The long term follow-up of rotator cuff injuries shows that 
physical therapy is just as effective as surgical repair in shoulder 
injuries when looking at the results one year later [12]. With 
physical therapy approximately 1/3 of people had an enlarge-
ment in tear size 1 year later [12]. Smaller symptomatic full-
thickness tears have been shown to have a slower rate of pro-
gression, similar to partial-thickness tears [7].

There are a number of ways of treating rotator cuff injuries. 
Surgery can be performed but the results are often not good 
[13]. Progressive exercise with increasing loads is suggested af-
ter rotator cuff surgery. This involves a rehabilitation framework 
that includes a 2-week period of strict immobilization and a 
staged introduction of protected, passive range of motion dur-
ing weeks 2-6 postoperatively, followed by restoration of active 
range of motion and then progressive strengthening beginning 
at postoperative week 12 [13]. In contrast, physical therapy and 
exercise can be used without surgery. But a recent review indi-
cates that the evidence is poor for the effective use of exercise 
due to poor methodologies in the research articles that make 
them not reliable [14]. However, in multiple studies there was 
no clear advantage to physical therapy compared to surgical in-
tervention in healing rotator cuff tears. Pressure wave, as an ex-
tracorporeal shock wave [15], has been used clinically for over 
20 years but only recently in the United States [16]. It can use 
ultrasound pulses or electromechanical pressure waves. It is in 
two forms, both using ultrasound. One is radial with the sound 
dispersed over a large area [17]. This mode has lower power 
compared to the more focused ultrasound shock wave therapy 
and the power which is usually electrohydraulic and generate a 
radial pressure wave [17]. Radial shock waves may be better for 
reducing spasticity [18]. High-pressure shock waves (Focused 
Extracorporeal Shock Waves) (F-SW) have enough power to dis-
rupt tissue and cause a healing in response [19]. High energy 
F-SW (>0.5 J/mm2) can be used to destroy tissue, such as kidney 
stones in lithotripsy, F-SW devices used in physical therapy of-
fer low and medium energy F-SW (0.01-0.55 mJ/mm2) [20,21]. 
F-SW damages tissue to cause an inflammatory response 
[20,21]. They are much more effective than the radial machines. 
For reducing inflammation in the plantar fascia and other areas 
it has been shown to be beneficial [19,22]. It has been shown to 
be effective for tennis elbow [23,24]. It can be used to reduce 
inflammation [25]. They aid in tendon repair and bone growth 
[26]. They have also been shown to benefit Achilles tendonitis 
[15]. F-SW has not been used to stimulate supraspinatus repair. 
The hypothesis to be tested here is that shock wave therapy can 
repair supraspinatus tears and remove calcium deposits. There 
were 3 subjects in this pilot study as described below.

Methods

Imaging-Ultrasound imaging was provided with a Sonosite 
Micro Max imager set at 10 mHz and using an l35 linear probe. 
(Sonosite Micro Max, Seattle Washington) All images were 
made with the subjects arm behind their back and the probe 
held over the rotator cuff to show the head of the humerus.

Shock Wave: The patient was treated using extracorporeal 
shock wave or FOCUS wave therapy (Chattanooga electronics, 
Chattanooga Tennessee). The FOCUS was directed at the belly 
of the supraspinatus tendon. The supraspinatus tendon is dif-
ficult to reach. Based on anatomical landmarks the FOCUS was 
placed on the area of the shoulder between the clavicle and the 
spine of the scapula. The proximal portion of the acromion was 
palpated, the FOCUS was held on the soft tissue during each 
treatment session. For this treatment, the depth of the electro-

magnetic beam was set on 13 cm with 40-50 jewels of energy.

Measurement of function: The subjects were tested to full 
pain-free PROM, AROM, strength & stability throughout the 
right shoulder before and at the end of the study. In addition, 
DASH scores were used to assess function. Scores range from 0 
(no disability) to 100 (most severe disability). This score was de-
signed be useful in patients with any musculoskeletal disorder 
of the upper limb.

Exercises: Exercises used for strengthening the Rotator Cuff 
Muscles supraspinatus, Infraspinatus and teres minor. Empha-
sizing eccentric loading to strength the tendon and stimulate col-
lagen production. The exercises were performed using weights 
that were between 60-80% of the maximum effort. Therefore, 
the reps were started with a weight they could do 12 reps x 3 
sets after 2-3 sessions the weight was increased so the patient 
could only do 6-8 reps and 3 sets. As the patient became stron-
ger the reps increased until 3 sets of 12 was reached and then 
there was another increase in weight that allowed 6-8 reps.

Case number 1

Description: Subjective history and system review one

A 40 y.o. male mechanic was referred to physical therapy for 
left shoulder pain. The first occurrence was 4 months ago while 
working as an automobile mechanic. After several weeks the 
patient made an appointment with his general practice physi-
cian. The physician referred him to physical therapy. Diagnostic 
ultrasound was used to determine the location and size of the 
rotator cuff tear. The ultrasound findings indicated a 1.4 cm par-
tial thickness tear of the supraspinatus. The patient reported 
the pain was limiting his job activities as a car mechanic. The 
job involved reaching and lifting heavy objects keeping his arm 
elevated at 90 degrees of abduction while working on cars.

Examination: Manual muscle testing indicated weakness 
and pain with testing of the supraspinatus, no pain but weak-
ness of infraspinatus and teres minor. Manual muscle testing 
indicated the painful and weak supraspinatus which was graded 
3. Manual muscle testing of the infraspinatus and teres minor 
indicated the manual muscle grade was 3. Active range of mo-
tion was limited to 100 degrees of elevation in the plane of the 
scapula with pain at the end of the ROM. Active Abduction was 
limited to 100 degrees, secondary to pain and weakness. Pas-
sive pain free elevation was limited to 130 degrees, in the plane 
of the scapula, with pain at the end of the range. Passive pain 
free abduction was limited to 90 degrees. Passive external rota-
tion in the adducted position was limited to 30 degrees. The 
subject demonstrated two positive Impingement tests, Neer’s 
and Hawkins/ Kennedy [27,28].

Treatment: The patient started physical therapy on 
07/17/2020 and ended on 08/25/2020 and was in for a total of 
10 sessions, 2 times per week.

The patient was requested to start physical therapy using FO-
CUS wave therapy (Chattanooga electronics, Chattanooga Ten-
nessee). FOCUS was placed on the area of the shoulder between 
the clavicle and the spine of the scapula. The proximal portion 
of the acromion was palpated, the FOCUS was held on the soft 
tissue medial to the acromion during each treatment session. 
The patient reported a deep ache during the entire treatment 
session lasting 10 minutes. The FOCUS is an electromagnetic 
beam that can target the depth of the supraspinatus was at 
13 cm at 55 jewels of energy. The FOCUS is an electromagnetic 
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Figure 1: The supraspinatus before treatment. Shown is the 
head of the Humerus and the supraspinatus attachment to the 
greater tuberosity of the humerus. The overlying muscle is the del-
toid. The arrow shows the partial tear at the point of attachment 
and the resulting edema.

beam that can target tissues at varying depths, of 13 cm, 9 cm 
or 6 cm. For this treatment, the depth of the electromagnetic 
beam was set on 13 cm with 35-40 jewels of energy. The patient 
was treated for 5 weeks, 2 times per week which included 10 
treatments. At each treatment session, the patient experienced 
a deep dull ache with the FOCUS treatment. The patient was 
also instructed in three strengthening exercises emphasizing ec-
centric loading of the supraspinatus and infraspinatus.

Outcomes: The final evaluation demonstrated 180 degrees 
of active and passive elevation in abduction and in the plane of 
the scapula. Patient’s initial DASH score was 100%, showing full 
disability. The final DASH score was 1.67%. The overall differ-
ence on DASH Scores was 98.33%. The difference between the 
two DASH scores shows a statistical and clinical significance.

At that time re-evaluation demonstrated 100% reduction in 
pain with full active elevation. The imaging picture before inter-
vention is shown in (Figure 1) while (Figure 2) shows the post 
treatment image of the supraspinatus.

Case number 2

Description: Subjective history and system review

A 63 y.o. female Fitness Instructor. Patient reported the right 
shoulder was injured with lifting weights. Patient was unable to 
lift her right shoulder overhead secondary to pain and weak-
ness. Patient reports having pain and stiffness within her right 
shoulder for 6 months. The patient had to give up her job as a 
fitness instructor because of her right shoulder pain and stiff-
ness.

Evaluation: Manual muscle testing indicated weakness and 
pain with testing of the supraspinatus and infraspinatus. Manu-
al muscle testing indicated the painful and weak supraspinatus 
which was graded 2. Manual muscle testing of the infraspinatus 
and teres minor indicated the manual muscle grade was 2. Ac-
tive range of motion was limited to 60 degrees active elevation 
in the plane of the scapula with pain at the end of the. Active 
horizontal abduction was limited to 60 degrees, secondary to 
pain and weakness. Passive elevation in the plane of the scap-
ula was limited to 90 degrees, in the plane of the scapula, with 
pain at the end of the range. Passive abduction was limited to 
70 degrees with pain at the end of the range. Passive external 
rotation was limited to 30 degrees in the adducted position

MRI diagnosis: Right shoulder tear of the posterior 7mm 
of the supraspinatus tendon occurring 10 mm medial to the 
footprint, characterized by a full-thickness component involv-
ing the posterior fibers measuring 3mm in anterior-posterior 
width. Full thickness tear of the supraspinatus tendon of the 
right shoulder.

Treatment: Patient started Physical Therapy on 07/02/2020 
and ended on 10/13/2020 and was in for a total of 22 sessions 
consisted of FOCUS to the right supraspinatus tendon using 50 
jewels of energy. The depth of the electromagnetic beam was 
13 cm. Patient experienced a deep ache during the treatment. 
The patient received 36 FOCUS treatments. Patient was also in-
structed in right shoulder strengthening exercises emphasizing 
eccentric loading of the supraspinatus, infraspinatus. Patient 
was treated 3 times per week for 12 weeks. At that time re-
evaluation demonstrated 100% reduction in pain with full ac-
tive elevation. The final assessment demonstrated 180 degrees 
of active and passive elevation in abduction and in the plane of 
the scapula.

Outcomes: The patient was able to return to all daily activi-
ties with no pain. Manual Muscle testing indicated a grade 5 for 
the supraspinatus, infraspinatus. All within normal limits.

Patient was instructed in continuing the strengthening exer-
cises at home for 3 times per week for 4-6 weeks. Patient was 
instructed that the exercises we used to heal his tendon should 
be perform 1-2 time per week indefinitely to prevent future 
attritional tears and dysfunction. The final Ultrasound demon-
strated healing of the supraspinatus tendon tear as shown in 
Figures 3 and 4. Figure 3 shows 2 tears with edema (black area) 
in the supraspinatus. Figure 4 shows the tendon is fully healed 
even after 6 weeks of treatment.

Figure 2: Imaging of supraspinatus post treatment. Fibers are 
continuous and healed.
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was limited to 90 degrees. Passive external rotation was limited 
to 40 degrees in the adduction position.

Treatment: Consisted of the FOCUS to right shoulder su-
praspinatus tendon. In addition, the patient was instructed in 
strengthening exercises emphasizing eccentric loading of the 
supraspinatus, infraspinatus. Patient was treated 1 time per 
week for 11 weeks. Patient was instructed in strengthening 
exercises for the supraspinatus and infraspinatus at the office 
once per week and then at home two more times per week. 
The patient was informed that the exercises used to help heal 
his tendon should be perform 1-2 time per week indefinitely to 
prevent future attritional tears and dysfunction. 

Outcomes

On the final treatment session, the re-evaluation demon-
strated 100% reduction in pain with 180 degrees of active and 
passive elevation in abduction and in the plane of the scapula. 
Manual Muscle testing indicated a grade 5 for the supraspinatus 
and infraspinatus. The Patient was able to return to all daily ac-
tivities with no pain. The final ultrasound demonstrated healing 
of the tendon tear. DASH SCORE Before the treatment 33.3%. 
Final DASH Score 2.5% Overall Difference in DASH Scores 30.8% 
The difference between the two DASH Scores shows a statistical 
and clinical significance. The before (Figure 5) and after treat-
ment (Figure 6) showed clear improvement. The tear is clearly 
shown with edema in (Figure 5) (arrows) while (Figure 6) shows 
that the area is free of edema and tendon normal. In (Figure 5) 
the disrupted tenson appears as fibrous tears.

Figure 3: The supraspinatus before treatment- tear shown by 
the letter A as a 0.7cm tear. Shown is the head of the Humerus and 
the supraspinatus attachment to the greater tuberosity (arrow) of 

the humerus. The overlying muscle is the deltoid.

Figure 4: The supraspinatus after treatment showing healing 
and reduction in the tear.

Case number 3 

Description: Subjective history and system review 

The patient was initially seen on 7/30/20 with c/o right 
shoulder pain and weakness with overhead activities. The ini-
tial injury was a fall on to his right shoulder. Ten days after the 
initially injury he made an appointment with an orthopedic sur-
geon, who ordered an MRI. The MRI demonstrated a full thick-
ness tear of the supraspinatus and a mild tear of the infraspi-
natus. The orthopedic surgeon recommended surgery to repair 
the tendon tear. The patient elected not to have the surgery. 
The patient reported shoulder pain for 6 months that limited 
his daily activities of living. The patient started physical therapy 
on 07/30/20 was only able to attend physical therapy once per 
week because of the long distance between the physical thera-
py clinic and his home.

Evaluation: Manual muscle testing indicated weakness and 
pain with testing of the supraspinatus. In addition, there was 
weakness of the infraspinatus and teres minor. Manual muscle 
testing indicated the painful and weak supraspinatus, graded 
2. Manual muscle testing of the infraspinatus & teres minor in-
dicated the manual muscle grade was 2. Active range of mo-
tion was limited to 90 degrees of elevation in the plane of the 
scapula with pain at the end of the ROM. Active Abduction was 
limited to 80 degrees, secondary to pain and weakness. Passive 
elevation was limited to 95 degree, in the in the plane of the 
scapula, with pain at the end of the range. Passive abduction 

Figure 5: The supraspinatus before treatment black area shows 
tear and edema.

Figure 6: The supraspinatus after treatment.
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Discussion

The rotator cuff is integrative to proper shoulder function. 
It stabilizes the shoulder and increases the range of motion of 
the joint as well as adding stability. It has been estimated that 
20% of the population has a rotator cuff tear at one time or an-
other [29]. A primary cause is age related tendon degeneration. 
Half of the full thickness tears occur in people over 70 years 
old [30]. There are numerous protocols involving surgery and 
rehabilitation but little consistency in how these are applied. 
This leaves inconsistent results on healing and reinjury rates as 
well. It is evident however that tendons require loading to heal 
and without that loading healing is either absent or delayed 
[31]. As cited above, high pressure shock waves have enough 
power to disrupt tissue and cause a healing in response [19]. 
Therefore, we conducted this pilot study to test this hypothesis 
on the supraspinatus tendon. In the present pilot investigation, 
on 3 patients, there was significant healing in torn supraspina-
tus tendons after use of shock wave therapy. This is evidenced 
in several ways. First, pain was reduced and range of motion 
increased. Since these injuries were chronic and no reduction 
in pain or rage of motion was seen for months, the only logical 
answer is that the shock waves promoted healing. Second, as a 
measure of healing, the Dash scores were reduced significantly. 
Finally, ultrasound imaging showed significant reductions in 
edema and healing.

The mechanism is probably related to the disruption of tis-
sue seen in animal and human models with shock wave therapy. 
Even in chronic diabetic ulcers, shock wave therapy has been 
shown to increase the rate of healing and wound closure [32-
34]. Shock wave therapy increased wound healing and cellular 
metabolism [35]. In a similar manner, foot ulcers, venous leg 
ulcers, pressure ulcers and burns have shown increased healing 
with extracorporeal shock waves [36]. In the present investiga-
tion, this increased rate of healing caused rotator cuff tears to 
heal. Normally healing is poor and over months, here, at least in 
this pilot study, healing was rapid as was the reduction in pain 
and increased range of motion. While there was some exercise 
along with shock wave therapy, the literature clearly shows that 
therapy alone allows for slow healing if at all and therefore the 
shock wave treatment was responsible for heling. It would be 
good to examine shock wave alone and in a larger population to 
fully understand this technology, but this will await future stud-
ies and on larger populations.

References

1. Longo UG, Berton A, Papapietro N, Maffulli N, Denaro V. Bio-
mechanics of the rotator cuff: European perspective. Med Sport 
Sci. 2012; 57: 10-17.

2. Bazzocchi A, Pelotti P, Serraino S, Battaglia M, Bettelli G, et al. 
Ultrasound imaging-guided percutaneous treatment of rotator 
cuff calcific tendinitis: success in short-term outcome. Br J Ra-
diol. 2016; 89: 20150407.

3. Longo UG, Salvatore G, Rizzello G, Berton A, Ciuffreda M, et al. 
The burden of rotator cuff surgery in Italy: a nationwide registry 
study. Archives of orthopaedic and trauma surgery. 2017; 137: 
217-224.

4. Del Buono A, Oliva F, Longo UG, Rodeo SA, Orchard J, et al. Met-
alloproteases and rotator cuff disease. Journal of shoulder and 
elbow surgery/American Shoulder and Elbow Surgeons. 2012; 
21: 200-208.

5. Longo UG, Loppini M, Berton A, Martinelli N, Maffulli N, et al. 
Shoulder injuries in soccer players. Clin Cases Miner Bone Me-

tab. 2012; 9: 138-141.

6. Longo UG, Franceschi F, Ruzzini L, Rabitti C, Morini S, et al. Light 
microscopic histology of supraspinatus tendon ruptures. Knee 
surgery, sports traumatology, arthroscopy: official journal of the 
ESSKA. 2007; 15: 1390-1394.

7. Tashjian RZ. Epidemiology, natural history and indications for 
treatment of rotator cuff tears. Clinics in sports medicine. 2012; 
31: 589-604.

8. Liu YL, Ao YF, Yan H, Cui GQ. The Hug-up Test: A New, Sensitive 
Diagnostic Test for Supraspinatus Tears. Chin Med J (Engl). 2016; 
129: 147-153.

9. Speed CA, Hazleman BL. Calcific tendinitis of the shoulder. N 
Engl J Med. 1999; 340: 1582-1584.

10. Serafini G, Sconfienza LM, Lacelli F, Silvestri E, Aliprandi A, et 
al. Rotator cuff calcific tendonitis: short-term and 10-year out-
comes after two-needle us-guided percutaneous treatment--
nonrandomized controlled trial. Radiology. 2009; 252: 157-164.

11. Bureau NJ. Calcific tendinopathy of the shoulder. Semin Muscu-
loskelet Radiol. 2013; 17: 80-84.

12. Ranebo MC, Bjornsson Hallgren HC, Holmgren T, Adolfsson LE. 
Surgery and physiotherapy were both successful in the treat-
ment of small, acute, traumatic rotator cuff tears: a prospective 
randomized trial. Journal of shoulder and elbow surgery/Ameri-
can Shoulder and Elbow Surgeons. 2020.

13. Thigpen CA, Shaffer MA, Gaunt BW, Leggin BG, Williams GR, et 
al. The American Society of Shoulder and Elbow Therapists' con-
sensus statement on rehabilitation following arthroscopic rota-
tor cuff repair. Journal of shoulder and elbow surgery/American 
Shoulder and Elbow Surgeons. 2016; 25: 521-535.

14. Ainsworth R, Lewis JS. Exercise therapy for the conservative 
management of full thickness tears of the rotator cuff: a system-
atic review. Br J Sports Med. 2007; 41: 200-210.

15. Stania M, Juras G, Chmielewska D, Polak A, Kucio C, et al. Ex-
tracorporeal Shock Wave Therapy for Achilles Tendinopathy. 
BioMed research international. 2019; 2019: 3086910.

16. Cabanas-Valdes R, Calvo-Sanz J, Urrutia G, Serra-Llobet P, Per-
ez-Bellmunt A, et al. The effectiveness of extracorporeal shock 
wave therapy to reduce lower limb spasticity in stroke patients: 
a systematic review and meta-analysis. Top Stroke Rehabil. 2019: 
1-21.

17. Li G, Yuan W, Liu G, Qiao L, Zhang Y, et al. Effects of radial ex-
tracorporeal shockwave therapy on spasticity of upper-limb 
agonist/antagonist muscles in patients affected by stroke: a ran-
domized, single-blind clinical trial. Age Ageing. 2019.

18. Kim YW, Shin JC, Yoon JG, Kim YK, Lee SC. Usefulness of radi-
al extracorporeal shock wave therapy for the spasticity of the 
subscapularis in patients with stroke: a pilot study. Chin Med J 
(Engl). 2013; 126: 4638-4643.

19. Gollwitzer H, Saxena A, DiDomenico LA, Galli L, Bouchee RT, et 
al. Clinically relevant effectiveness of focused extracorporeal 
shock wave therapy in the treatment of chronic plantar fasciitis: 
a randomized, controlled multicenter study. J Bone Joint Surg 
Am. 2015; 97: 701-708.

20. Ogden JA, Toth-Kischkat A, Schultheiss R. Principles of shock 
wave therapy. Clin Orthop Relat Res. 2001; 8-17.

21. Ogden JA, Alvarez RG, Levitt R, Marlow M. Shock wave therapy 
(Orthotripsy) in musculoskeletal disorders. Clin Orthop Relat 
Res. 2001; 22-40.

22. Storheim K, Gjersing L, Bolstad K, Risberg MA. [Extracorporeal 



Shock Wave Therapy (ESWT) and radial Extracorporeal Shock 
Wave Therapy (rESWT) in chronic musculoskeletal pain]. Tidsskr 
nor Laegeforen. 2010; 130: 2360-2364.

23. Rompe JD, Buch M, Gerdesmeyer L, Haakee M, Loeww M, et al. 
Musculoskeletal shock wave therapy--current database of clini-
cal research. Z Orthop Ihre Grenzgeb. 2002; 140: 267-274.

24.  Haake M, Boddeker IR, Decker T, Buch M, Vogel M, et al. Side-
effects of Extracorporeal Shock Wave Therapy (ESWT) in the 
treatment of tennis elbow. Archives of orthopaedic and trauma 
surgery. 2002; 122: 222-228.

25. Mariotto S, de Prati AC, Cavalieri E, Amelio E, Marlinghaus E, et 
al. Extracorporeal shock wave therapy in inflammatory diseases: 
molecular mechanism that triggers anti-inflammatory action. 
Curr Med Chem. 2009; 16: 2366-2372.

26. Chao YH, Tsuang YH, Sun JS, Chen LT, ChiangYF, et al. Effects of 
shock waves on tenocyte proliferation and extracellular matrix 
metabolism. Ultrasound in medicine & biology. 2008; 34: 841-
852.

27. Jia X, Ji JH, Pannirselvam V, Petersen SA, McFarland EG. Does a 
positive neer impingement sign reflect rotator cuff contact with 
the acromion? Clin Orthop Relat Res. 2011; 469: 813-818.

28. Hughes P. The Neer sign and Hawkins-Kennedy test for shoulder 
impingement. J Physiother. 2011; 57: 260.

29. Oh LS, Wolf BR, Hall MP, Levy BA, Marx RG. Indications for rota-
tor cuff repair: a systematic review. Clin Orthop Relat Res. 2007; 
455: 52-63.

30. Park JG, Cho NS, Song JH, Baek JH, Jeong HY, et al. Rotator Cuff 
Repair in Patients over 75 Years of Age: Clinical Outcome and 
Repair Integrity. Clinics in orthopedic surgery. 2016; 8: 420-427.

31. Galatz LM, Charlton N, Das R, Kim HM, Havlioglu N, et al. Com-
plete removal of load is detrimental to rotator cuff healing. 
Journal of shoulder and elbow surgery/American Shoulder and 
Elbow Surgeons [et al]. 2009; 18: 669-675.

6

MedDocs Publishers

Journal of Case Reports and Medical Images

32. Chen L, Ye L, Liu H, Yang P, Yang B. Extracorporeal Shock Wave 
Therapy for the Treatment of Osteoarthritis: A Systematic Re-
view and Meta-Analysis. BioMed research international. 2020; 
2020: 1907821.

33. Zhang C, Huang H, Yang L, Duan X. Extracorporeal Shock Wave 
Therapy for Pain Relief After Arthroscopic Treatment of Osteo-
chondral Lesions of Talus. The Journal of foot and ankle surgery: 
official publication of the American College of Foot and Ankle 
Surgeons. 2020; 59: 190-194.

34. Huang Q, Yan P, Xiong H, Shuai T, Liu J, et al. Extracorporeal Shock 
Wave Therapy for Treating Foot Ulcers in Adults With Type 1 and 
Type 2 Diabetes: A Systematic Review and Meta-Analysis of Ran-
domized Controlled Trials. Can J Diabetes. 2020; 44: 196-204. 
e193.

35. Hitchman LH, Totty JP, Raza A, Cai P, Smith GE, et al. Extracorpo-
real Shockwave Therapy for Diabetic Foot Ulcers: A Systematic 
Review and Meta-Analysis. Annals of vascular surgery. 2019; 56: 
330-339.

36. Dolibog P, Franek A, Brzezinska-Wcislo L, Dolibog P, Wrobel B, et 
al. Shockwave therapy in selected soft tissue diseases: a litera-
ture review. J Wound Care. 2018; 27: 573-583.


