ENTHESOPATHIES
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Introduction
Long-established indications
Shoulder impingement/tendinopathy with or ithout
cldfications,rotator cuf syndrome.
Latera and medial humeral epicondylopathy
Insertional tendinopathy of dista biceps tendon
Achilodynia o mid-portion tendinopathy, nsertional
tendinopathy of Achlls tendon
Plantarfascitis - el spur
Jumper's or runner's knee, patelarinsertional tendinopathy
Other ndications i sports medicine
Hamstring tendinopathy (schiocrural muscles)
Hip adductor tendinopathy
Titibial band tendinopathy
Anteriortibialsyndrome
Shin splint (medialtibial sress syndrome and tendinopathy.
of the peronealtendons)

Insertional tendinopathy of the triceps.
Newerindications
Tendinopathy and myofascial trigger points involving
the spinal column

Lumbar spine region and gluteal region
Erector trunci muscles (multifidus and rotator muscles:
Tongissimus thoracis muscle, fiocostalis thoracis musce)

Pirformis syndrome

Carpal tunnel syndrome (CTS)

‘Trigger finger (stenosing tenosynoviis)

De Quervain's tenosynovits

Morton's neuroma

Frozen shoulder

Dupuytren's contracture

ESWT and fibrosis

2@

]

Closing remarks and outlook
Acknowledgements
List of abbreviations

List of references.




GENERAL TREATMENT
INFORMATION

AND TREATMENT
FUNDAMENTALS

Generstrestment inormation nd eestment fundamentsls

PATIENT POSITIONING

Getting patients into a stable and relaxed position faciltates localization of
painful tendinopathies or myofascial trigger points (MTrPs) and their treat-
mentwith extracorporeal shock waves (ESWs).

Treatment of the shoulder girdle is generally performed with the patient in
sidelying position. Trigger points and insertional tendinopathies can be
rapidly scanned both ventrally and dorsally.

Figue o
table sidlying position

pine position is

in the upper arm or forearm. Treatment of lateral epicondylitsis performed

100°.
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DIAGNOSTIC IMAGING Patient positioning: stable side-lying position
| Xeray, including scapular Y-view, osseous pathologies
i s ke ¢
| MRIof pathological morphologies

EXCLUSION CRITERIA

Functional or secondary impingement

Vertebrogenic, vascular or neurovascular causes

Entrapment neuropathy of the spinal accessory nerve at the point where

it M) muscle or where
itenters the trapezius muscle; adhesions after ENT surgery (e.g. neck dis-
section)

Traction/compression of the suprascapular nerve in the suprascapu-
lar notch, especially after RC rupture caused by medial displacement of

Compression of the axillary nerve between the head of triceps and teres

i
Neuralgic shoulder amyotrophy
Complete rotator cuff rupture:

thelong biceps tendon

TREATMENT

“Combination
of shockwave and pressure wave technology™)

Long-estabished ESWT indcations
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Patient positioning: prone position (see p. 52)

Long-estabished ESWT indcations

JUMPER'S OR RUNNER'S KNEE, PATELLAR INSERTIONAL
TENDINOPATHY

AETIOPATHOGENESIS
dstop-
thy. ol

people demonstrating diminished muscle extensibility. Quadriceps atrophy
and weakness of the contractile elements (sarcomeres) reduce the kinetic
energy in the tendons, causing them to become rapidly overexerted. As a
consequence, patellar tendinopathy ~ similarly to achillodynia ~ manifests

tella at ther common risk factor for
pathy.

opathy atthe the ap b
(7%, at the base of iR

entirety account for only 2% of allcases of patellar tendinopathy.

DIAGNOSIS
Typical symptoms are reddening, swelling and tenderness at the apex and
baseof
knee extensor mechanism manifests during the prone quadriceps flexbility
heel to buttock). By

sor mechanism, a at the affect

sites. P patient descends into a squat posi-
tion. Reliable and precise localization of an attachment trigger point i achie-
ved by means of shock wave navigation and the patient's feedback.




