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Hakan Kazaz1 , Atilla Çağatay Sezik2 , Mehmet Mesut Çelebi1

1Department of Sports Medicine, Faculty of Medicine, Ankara University, Ankara, Türkiye
2Department of Physiotherapy and Rehabilitation, Faculty of Health Sciences, Yüksek İhtisas University, Ankara, Türkiye

ABSTRACT

Partial or complete plantar fascia ruptures are rare and typically associated with acute trauma or chronic plantar fascia pathologies. Plantar

fascia rupture in athletes without risk factors, such as plantar fasciopathy or corticosteroid injections, are uncommon. A 32-year-old profes‐

sional football (soccer) player who developed a plantar fascia rupture without a history of acute trauma has been presented. Plantar fascia

ruptures should be considered in the differential diagnosis of heel pain, particularly in athletes with intense training and competition

schedules.
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ÖZ

Plantar fasya rüptürü nadir görülür ve genellikle akut travma veya kronik plantar fasya patolojileri ile ilişkilidir. Plantar fasyopati veya kor‐

tikosteroid enjeksiyonları gibi risk faktörleri bulunmayan sporcularda plantar fasya rüptürü nadirdir. Akut travma öyküsü olmaksızın plantar

fasya rüptürü gelişen 32 yaşındaki profesyonel futbol oyuncusu sunulmuştur. Plantar fasya rüptürleri, özellikle yoğun antrenman ve yarışma

programına sahip sporcularda, topuk ağrısının ayırıcı tanısında göz önünde bulundurulmalıdır.

Anahtar Sözcükler: Futbol, topuk ağrısı, plantar fasya, rüptür, elit sporcu

INTRODUCTION

The plantar aponeurosis, or fascia, is a strong fibrous

structure composed of longitudinally oriented bands

that contribute to the stabilization of the foot. It origi‐

nates from the anteromedial aspect of the calcaneus

and extends distally in three bands: central, medial, and

lateral. The central band is the thickest and functionally

most critical component, bearing most of the mechani‐

cal load. During weight-bearing, the plantar fascia con‐

tributes to the stabilization of the medial longitudinal

arch and prevents its collapse [1].

Atraumatic plantar fascia ruptures are rare in the litera‐

ture. These rupture cases, occurring without identified

risk factors, are particularly observed in athletes, often

following traumatic events [2,3]. In this report, we

present a case of a partial plantar fascia rupture in a

professional football player with no history of trauma or

known risk factors. We aim to highlight the existing gap
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in the literature regarding the treatment and biome‐

chanical risk factors of plantar fascia ruptures in ath‐

letes by describing the clinical presentation, magnetic

resonance imaging (MRI) findings, and treatment

protocols.

CASE PRESENTATION

A 32-year-old professional football player competing in

the First League presented to the team physician with

severe plantar foot pain on the morning after a match,

during which no identifiable traumatic event had oc‐

curred. On physical examination, a palpable, tender

swelling was identified approximately 3-4 cm distal to

the calcaneal insertion of the plantar fascia. No ecchy‐

mosis was observed. Pain was provoked during passive

dorsiflexion of the metatarsophalangeal joints, whereas

resisted flexion of the first metatarsophalangeal joint

did not reproduce symptoms. No additional abnormali‐

ties were detected during the physical examination.

The patient had no history of plantar fasciopathy or cor‐

ticosteroid injection. However, he had been diagnosed

with stress fractures involving the bones of the foot on

several occasions during his athletic career.

Based on the clinical findings and patient history, differ‐

ential diagnoses included acute stress fracture, plantar

fasciopathy, and ligamentous injury. Plain radiographs

revealed no abnormalities. MRI demonstrated a partial

rupture in the central band of the plantar fascia, accom‐

panied by perilesional soft tissue edema (Figure 1). A

conservative treatment protocol was immediately

initiated.

Figure 1. STIR (Short Tau Inversion Recovery) T2 weighted MRI sagittal (A) and coronal (B) sections, partial discontinuity of the central band of the

plantar fascia is observed with high signal intensity (red arrow), along with surrounding soft tissue edema (blue arrow).

During the first two weeks of conservative therapy, a

cold and compression system (Game Ready GRPro® 2.1)

and ice-based cryotherapy were applied. To promote

analgesia and healing, transcutaneous electrical nerve

stimulation (TENS), magnetotherapy, capacitive and re‐

sistive electric transfer therapy (TECAR), and extracorpo‐

real shock wave therapy (ESWT) were administered in

alternating sessions. In the first days, three ultrasound-

guided injections of autologous cytokine-rich serum

(Sanakin BioScience SA, La Tour-de-Trême, Switzerland)

were administered at three-day intervals.

In the following weeks, eccentric strengthening exercis‐

es and stretching protocols targeting the ankle and foot

muscles were implemented. Proprioceptive, balance,

and motor coordination training were integrated

throughout the rehabilitation. The final phase of thera‐

py included plyometric and sport-specific drills. Table 1

summarizes the treatment protocol.
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Table 1. Summary of conservative treatment program

Weight bearing

status
Physical therapy modalities Exercises

Week

1

Full

immobilization Cold therapy and compression systems, TENS1 Pelvic and core stabilization exercises

Week

2

Full

immobilization

Cold therapy and compression systems,

TENS, Magnetotherapy, TECAR2 therapy

Pelvic and core stabilization exercises,

Lower extremity strengthening exercises without weight-bearing

Week

3

Partial

immobilization

TENS, Magnetotherapy, TECAR therapy,

Manual therapy techniques for joint mobilization

and myofascial release

Progressive strengthening exercises targeting intrinsic and extrinsic foot

muscles in addition to ongoing exercises

Week

4

Partial

immobilization

ESWT3,

TECAR therapy,

Manual therapy

Static stretching exercises for the Achilles tendon and plantar fascia in

addition to ongoing exercises,

Proprioception training with body weight

Week

5

Full weight-

bearing

ESWT,

TECAR therapy,

Manual therapy

Light running and plyometric exercises in addition to ongoing exercises

Week

6

Full weight-

bearing

ESWT,

TECAR therapy,

Manual therapy

Return to team training

1 Transcutaneous electrical nerve stimulation; 2 Capacitive and resistive electric transfer; 3 Extracorporeal shock wave therapy

A follow-up MRI was performed at three weeks due to

reduced pain and functional improvement. Imaging re‐

vealed early fibrosis and resolution of edema in the af‐

fected area, consistent with healing (Figure 2).

Concurrently, functional recovery progressed, allowing

the athlete to begin individual field training in the fifth

week. Owing to the rapid clinical response, team train‐

ing was resumed in the sixth week, and full match par‐

ticipation was achieved by the seventh week. Return to

play was based on a combination of clinical recovery,

tolerance to progressive sport-specific rehabilitation,

and interval imaging findings, as a standardized objec‐

tive return-to-play test battery had not been prospec‐

tively documented in a reportable format in this case.

The athlete reported minimal sensitivity unrelated to

activity or training, which gradually resolved and disap‐

peared by the twelfth week. No complications or recur‐

rences were observed during a one-year follow-up.

Figure 2. MRI obtained after three weeks of conservative treatment demonstrates a decrease in fluid signal intensity and the onset of fibrosis in

STIR (Short Tau Inversion Recovery) T2 weighted sagittal (A) and coronal (B) sections, suggesting healing (red arrow). Note the regression of

edema in the surrounding soft tissues (blue arrow).
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DISCUSSION

Plantar fascia ruptures may result from a single trau‐

matic event or develop over time due to repetitive mi‐

crotrauma in the setting of pre-existing plantar fasciopa‐

thy. The risk of rupture increases with corticosteroid in‐

jections commonly administered for plantar fasciopathy

[2]. However, plantar fascia ruptures in individuals with‐

out prior fasciopathy are uncommon and are typically

reported in athletes during high-stress plantar flexion

activities such as sprinting, cutting maneuvers, or jump‐

ing [3]. As in our case, plantar fascia rupture without

trauma, corticosteroid injection, or known fasciopathy

has rarely been reported [4,5].

Previous injury in a specific anatomical region has been

associated with increased risk of future injury to adja‐

cent structures [6,7]. Considering the biomechanical re‐

lationship between the metatarsal bones and the plan‐

tar fascia, the athlete's history of metatarsal stress frac‐

tures may have acted as a predisposing factor. Notably,

three months prior, the patient sustained a fifth

metatarsal stress fracture and used a custom orthotic

with reduced medial arch support to offload the lateral

aspect of the foot. Although MRI performed at that time

showed no evidence of plantar fascia injury, the result‐

ing biomechanical changes may still have increased

strain on the plantar fascia and contributed to the sub‐

sequent rupture.

The heterogeneity in treating plantar fascia ruptures can

be attributed to the lack of standardized protocols and

high-level evidence. Most reported cases in the litera‐

ture are treated conservatively, and surgical interven‐

tion is seldom required [8]. Conservative management

aims to reduce pain and inflammation, support tissue

healing, and facilitate the gradual return of function.

This approach typically involves rest, partial or full im‐

mobilization, cryotherapy, physical therapy, and pro‐

gressive loading. Case reports have also described the

use of platelet-rich plasma and ESWT as adjunct thera‐

pies [8-10]. A structured, multimodal rehabilitation plan,

including orthobiologic injections, was implemented in

this case. Autologous cytokine-rich serum was chosen

as an adjunctive orthobiologic mainly because of local

clinical preference and availability, rather than due to

established evidence of superiority over other orthobio‐

logic agents for this indication. Moreover, the available

literature on autologous conditioned/cytokine-rich

serum has focused mainly on osteoarthritis and

tendinopathies, with evidence specific to plantar fascia

rupture still lacking [11]. Accordingly, the potential con‐

tribution of this intervention to healing in the present

case should be interpreted with caution.

In modern football, increased intensity and frequency of

matches and training sessions have been associated

with higher overall injury rates [12,13]. During congest‐

ed match schedules, cumulative fatigue can alter run‐

ning mechanics and reduce neuromuscular control, in‐

creasing the risk of injury to bones, joints, and soft tis‐

sues [13]. Athlete evaluations must consider both gener‐

al and individual biomechanical risk factors.

Nevertheless, most plantar fascia risk factor studies

have been conducted in sedentary populations [2].

Future athlete-specific studies evaluating the biome‐

chanical properties of the foot and plantar fascia are

crucial for advancing preventive strategies.

This case highlights the need to consider plantar fascia

ruptures in the differential diagnosis of acute heel pain

in athletes, even in the absence of trauma or predispos‐

ing plantar fascia pathology. It also emphasizes that re‐

turn-to-play decisions in foot and ankle injuries should

ideally incorporate objective functional assessment in

addition to symptom progression and imaging. Further

athlete-specific studies are needed to better define bio‐

mechanical risk factors, treatment strategies, and re‐

turn-to-play criteria for plantar fascia rupture.
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