
Mørk et al. Journal of Foot and Ankle Research           (2023) 16:20  
https://doi.org/10.1186/s13047-023-00620-4

RESEARCH Open Access

© The Author(s) 2023. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/. The Creative Commons Public Domain Dedication waiver (http://​creat​iveco​
mmons.​org/​publi​cdoma​in/​zero/1.​0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Journal of
Foot and Ankle Research

The struggle to stay physically active—A 
qualitative study exploring experiences 
of individuals with persistent plantar 
fasciopathy
Marianne Mørk1,2,3*   , Helene Lundgaard Soberg1,4, Aasne Fenne Hoksrud5, Marte Heide1,2 and 
Karen Synne Groven4,6 

Abstract 

Background  Plantar fasciopathy is the most common cause of heel pain, and is associated with decreased physical 
activity level and quality of life. There has been limited research on the experiences of patients with plantar fascio-
pathy. This study seeks to gain more in-depth understanding and knowledge by exploring the lived experiences of 
people with persistent plantar fasciopathy.

Methods  We included 15 participants with longstanding plantar fasciopathy. Face-to-face, semi-structured inter-
views were audio recorded, transcribed verbatim and analysed using Braun and Clark’s reflexive thematic analysis. We 
used an inductive approach led by a phenomenological theoretical framework.

Results  We identified three core themes and ten sub-themes. The first theme was ‘Struggling to stay active’ with 
sub-themes ‘Struggling with pain and how to adjust it’, ‘ Finding alternative activities’ and ‘Longing for the experi-
ence of walking’. The second main theme was ‘Emotional challenges’ with the sub-themes ‘Feelings of frustration and 
self-blame’ and ‘Worries of weight gain and related consequences’. The third main theme was ‘Relations to others’ with 
the sub-themes ‘Participation in family and social life’, ‘ Visible in new ways’, ‘ Striving to avoid sick leave’ and ‘Bothering 
others’.

Conclusions  Participants revealed how their heel pain led to inactivity and emotional and social challenges. Pain 
when walking and fear of aggravating it dominated the participants’ lives. They emphasised the importance of finding 
alternative ways to stay active and avoiding sick leave. Treatment should focus on holistic and individually tailored 
approaches.
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Background
Plantar fasciopathy (PF) is the most common cause of 
plantar heel pain affecting both sedentary and athletic 
individuals [1]. Among adults over 50  years of age, the 
prevalence is found to be 9.6% [2]. The diagnosis of PF 
is primarily based on clinical assessment and medical 
history [3]. Patients with PF report pain located in the 
medial tubercle of the calcaneus, often worse in the first 
steps after rest or prolonged weight-bearing activities [4, 
5]. Histologically, PF is described as a degenerative pro-
cess [6]. The prognosis for PF is uncertain. Hansen et al. 
followed 174 patients with PF who all received treatment 
(most frequently treated with corticosteroid injections 
and insoles). Their results showed that the risk of still 
having symptoms of PF 15 years following onset was 44% 
[7].

A wide variety of treatment options are available for 
patients with PF, although scientific evidence for their 
effectiveness is unclear. The latest best practice guide 
from 2021 recommended a stepped approach with 
stretching, foot taping and educational intervention 
as the initial intervention for all PF patients [8]. Pre-
vious research suggests the management of patients 
with PF using a biopsychosocial approach rather than a 
biomedical model [9, 10]. The biopsychosocial model 
was developed by Engel in the 1980s, and emphasises 
the interconnection between biological, psychologi-
cal and social factors when managing patients [11, 12]. 
This model has some challanging aspects. According to 
Stilwell and Harman, the boundaries between the three 
factors are artificial and the model takes a fragmented 
approach to pain experienced by patients.They suggest 
a new conceptualization of pain that incorporates the 
framework of phenomenological research [13].

Individuals suffering from PF report decreased health-
related quality of life in comparison with the general pop-
ulation [14]. Symptoms of depression, anxiety and stress 
are significantly associated with suffering from PF, as are 
kinesiophobia and catastrophising [15, 16].

Although the negative psychosocial impact associ-
ated with PF is well known, there is a lack of qualitative 
research concerning this patient group. To our knowl-
edge, only one qualitative study exploring experiences 
of patients with PF has been published. Cotchett et  al. 
found eight themes including perceptions of plantar heel 
pain, impact of self, dealing with plantar heel pain, source 
of information, patients’ needs, patients’ unmet needs, 
advice to others and interests in online education. They 
concluded that PF negatively affects quality of life and 
that patients’ needs were often unmet [17].

With an emphasis on including psychosocial aspects 
along with the biomedical approach in treating patients 
with PF, the present study seeks to bridge a gap in the 

literature and contribute with in-depth insight into the 
bodily experiences of individuals with PF.

The aim of this study is to expand the knowledge base 
concerning individuals’ every-day experiences living with 
long-term PF by addressing the following question:

“What are the experiences, thoughts and concerns 
of patients with persistent plantar fasciopathy, and 
how do they cope with everyday life?”

Material and methods
Design
We applied a qualitative approach to achieve insight 
into patients’ experiences and address our research 
question. An explorative, descriptive design was used 
with individual face-to-face interviews. We developed 
a semi-structured interview guide (Table  1) based on 
the researchers’ clinical experiences, relevant literature 
reviews and discussion with a user panel at Oslo Univer-
sity Hospital (OUH). An individual with foot pain also 
participated in writing up the results and the discussion.

Setting, recruitment and participants
We included patients with clinical PF from the depart-
ment of Physical Medicine and Rehabilitation at Oslo 
University Hospital, Norway (OUH). Patients were eli-
gible after a clinical examination by experienced, phy-
sicians and specialists in physical medicine. The study 
was performed in connection with a randomized con-
trolled trial (RCT) with the title: “The effect of radial 
extracorporeal shock wave therapy (rESWT), sham 
rESWT, standard exercise program or usual care for 
patients with plantar fasciopathy [18] (ClinicalTrials.gov 
NCT03472989). Inclusion criteria were; age between 18 
and 70  years, pain intensity of 3 or more on a numeric 
rating scale (NRS), pain duration of over 3 months, pain 
localized in the proximal insertion of the plantar fascia 
on the medial tuberosity and tenderness to palpation to 
the painful area. Exlusion criteria were; treatment with 
radial shock wave therapy for the least 3 months, spony-
loarthropathy or rheumatoid arthritis, plantar fibroma-
tosis, tarsal tunnel syndrome, polyneuropathy, previous 
surgery with remaining osteosynthesis material in the 
foot or ankle and contraindications for radial shock wave 
therapy (use of anticoagulant drugs, pregnancy, bleeding 
disorders, epilepsy or pacemaker).

Participants who fulfilled our inclusion criteria were 
given oral and written information about the study. The 
assessing physicians asked patients to participate in the 
qualitative study with interviews. An appointment for the 
interview was scheduled with the first author, a female 
physiotherapist and PhD student with extensive experi-
ence assessing and treating foot patients. The participants 
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were aware of the interviewers’ profession, but there was 
no therapeutic relationship between the two parties prior 
to the interviews.

In order to capture a range of characteristics, we used a 
purposeful selection method based on gender, age, body 
mass index (BMI), work status, duration of symptoms 
and pain intensity. The concept of “information power” 
was used to guide sample size [19], and we used consoli-
dated criteria for reporting qualitative research (COREQ) 
to ensure quality [20].

All patients who were asked to participate in the cur-
rent qualitative study, agreed to participate. Fifteen inter-
views were completed in the period between 11.06.20 
and 27.8.21 with eleven females and four males aged 
between 31 and 65  years. Participant characteristics 
are presented in Table 2. The interviews lasted between 
39–62 min (mean 51 min). Notes while interviewing and 
immediate reactions afterwards were written down by 
the interviewer.

Data collection
The first author conducted all interviews in a conversa-
tion room at the department at OUH. The location was 
chosen for its convenience. The interviewer wore casual 
clothing to make the atmosphere feel less like a hospital. 
Two pilot interviews were conducted by the first and last 

author, the latter a physiotherapist and professor, having 
extensive experience with qualitative research.

The thematic interview guide was used as a framework. 
Unexpected and interesting themes were explored fur-
ther when they came up. We focused on the participants’ 
experiences living with PF and encouraged them to elab-
orate on them in their own words.

Analysis
The interviews were audiotaped and transcribed verba-
tim by the first author. The first author and two co-writ-
ers (second and last author) conducted thematic analysis 
(TA) in line with Braun and Clark’s recommendations. 
In 2006, Braun and Clark described a method within TA 
for analysing and interpreting patterns across the data by 
using coding to develop themes [21]. Their data analy-
sis emphasizes the importance of reflexivity, theoretical 
knowingness and transparency [22]. We conducted a 
collaborative and reflexive process in which we followed 
the six phases introduced by Braun and Clarke [23]. An 
inductive approach was used in the analysis [24]. Induc-
tive analysis is described as being driven by the data, in 
the sense that theoretical framework is included as an 
interpretive lens in the final stage of analysis [25].

The first author familiarized herself with the dataset 
by listening to the recordings, transcribing all the inter-
views and reading the entire dataset. Initial codes were 

Table 1  Topics in the semi-structured interview

1. Background

   ⁃ Please start by telling us about yourself and the reason why you came to our department

2. Debut of heel pain

   ⁃ When and how did you first notice that your heel was bothersome? Special episodes?

3. Heel pain development and experiences

   ⁃ How has the heel pain developed?

   ⁃ How do you experience the heel pain in your everyday life?

   ⁃ How do you experience the heel pain compared to other previous pain?

   ⁃ If you were to picture the heel pain, what do you see?

   ⁃ If you did not experience this pain, how would your life have been different?

   ⁃ If you were to describe your heel pain to somebody who has not experienced such pain, what would you say?

4. Cause of the heel pain

   ⁃ What do you believe caused your heel pain?

5. Coping

   ⁃ How do you think you have coped with your heel pain?

   ⁃ What do you consider the most challenging part of living with heel pain?

  ⁃ Do you avoid anything because of the pain? Examples?

   ⁃ What have you tried to do to decrease your foot pain?

   ⁃ What advice would you give to a friend with the same heel pain?

  ⁃ What challenges do you think you have overcome in spite of your heel pain?

6. The future

   ⁃ What are your thoughts about your heel pain in the future?
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generated systematically and comprehensively through-
out the whole dataset to identify codes, which could rep-
resent relevant patterns with reference to our research 
question. The codes were collated and relevant data seg-
ments were included under each code. Clusters of codes 
which were relevant to the research question were identi-
fied and initial themes were generated through collabora-
tion between the first, second and last-authors. Tentative 
themes were identified, reviewed and checked if they 
presented relevant and recurring patterns related to the 
codes and the whole dataset. We refined and demarcated 
the themes multiple times throughout the analysis. We 
endeavoured to create informative and concise thematic 
names. All authors and a user participant were involved 
in the last phase of writing the article with the aim of giv-
ing the reader a comprehensive and trustworthy account 
that reflected the whole dataset and which addressed the 
research question.

Theoretical framework
After completing the first stages of analysis of our data, 
we interpreted the findings through a body phenomeno-
logical perspective inspired by the ideas of Drew Leder, 
and inspired by Maurice Merleau-Ponty as well as Kristin 
Zeiler and Havi Carel [26–30]. In line with our research 
question, this framework is relevant when exploring 
experiences of heel pain as expressed by the participants 
from a subjective lived bodily perspective.

According to philosopher and medical doctor Drew 
Leder, long standing pain entails a distressed body which 
involves being “stretched apart from our customary lives 

and from one another” ([27], p.1). Leder characterizes 
pain as a source of frustration and struggle, which, again, 
enhances pain [27]. Leder’s ideas build on Merleau-Pon-
ty’s body phenomenology, focusing on human perception 
as our primary experience of the world. The lived body is, 
according to Merleau-Ponty, the experience from a first-
person perspective [28]. Leder emphasises the integra-
tion of mind and materiality related to the embodiment 
[27]. A contrasting perspective is that of the corporal 
body, which is the experience from a third person per-
spective. Merleau-Ponty criticises this intellectualist 
understanding of the body as distinct from the mind, and 
claims that people being in-the-world as body-subjects 
creates meaning in the world [28].

Bodily dis-appearance, as described by Leder, is present 
when the subject can carry out a task, for example walk-
ing, without having to explicitly focus on how to move 
their body; it is experienced when the mind and body act 
harmoniously. The body can dis-appear, or be “absent”, 
and attention is then drawn towards our surroundings 
[26]. The dis-appearance of the body can be disrupted if, 
for example, a person starts feeling pain in their legs. The 
attention shifts towards the painful legs and the body is 
no longer “taken-for-granted.” The body dys-appears, in 
the sense that it appears to us as “ill” or “bad” and comes 
to the forefront of our attention [26]. The previous bodily 
certainty will now be questioned. In line with these ideas, 
Carel introduces three components of bodily doubt: the 
body becomes thematised as problematic, a pain-free 
and functional body can no longer be taken for granted 
and, lastly, concern, fear and anxiety develop [31]. Leder 

Table 2  Participant characteristics with fictitious names

Age in years, h/w: hours per week, BMI: Body mass index, NRS: Numeric rating scale, pain in activity, sick leave: employees abcent from work due to sickness, disabled: 
work disability due to sickness, unemployed: able to work, but have no paid job

Names Age Work status Physical activity level BMI Duration symptoms NRS

Anne 57 100% work walking/ biking ≥ 4 h/w 27.4 12–24 months 6

Beate 33 unemployed walking/ biking ≥ 4 h/w 26.8  > 24 months 5

Kristin 48 100% work walking/ biking ≥ 4 h/w 30.7 6–12- months 7

Elisabeth 46 100% work recreational sport ≥ 4 h/w 24.3 3–6 months 5

Fredrik 51 100% work walking/ biking ≥ 4 h/w 31.9 3–6 months 7

Hanna 54 70% sick leave walking/ biking ≥ 4 h/w 27.5 3–6 months 5

Julia 65 50% disabled walking/ biking ≥ 4 h/w 26.2 6–12 months 10

Kine 43 50% sick leave walking/ biking ≥ 4 h/w 25.2 12–24 months 9

Mary 47 100% disabled walking/ biking ≥ 4 h/w 33,4 12–24 months 10

Naomi 41 100% work walking/ biking ≥ 4 h/w 27 3–6 months 9

Oda 31 100% work walking/ biking ≥ 4 h/w 27.4  > 24 months 7

Pernille 38 20% sick leave walking/ biking ≥ 4 h/w 33.5 12–24 months 7

Robert 54 100% work exercise/competition 27 6–12 months 8

Thomas 58 100% work walking/ biking ≥ 4 h/w 26.8 3–6 months 7

Victor 49 100% work walking/ biking ≥ 4 h/w 33.1 12–24 months 8
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presents the painful body part as an “alien” or how the 
person in pain may feel alienated from meaningful things 
or the people around them [26].

Building on Leder’s dis-and dys-appearance, Zeiler 
introduces the phrase eu-appearance: “in these cases the 
body stands forth, to the subject, as well, easy or good” 
([29], p.338). Eu-appearance may be experienced when 
walking, when feeling a nice breeze while enjoying the 
movement and work of the body.

The shift in bodily awareness does not occur in isola-
tion. Leder emphasises the intersubjectivity concerning 
dys-appearance, he writes: “My awareness of my body is a 
profoundly social thing, arising out of experiences of the 
corporeality of other people and of their gaze back upon 
me” ([26], p. 92).

Results
Our analysis generated three main themes and ten sub-
themes. The first theme was:‘Struggling to stay active’ 
with three sub themes:‘Struggling with pain and how 
to adjust it’, ‘ Finding alternative activities’ and ‘Longing 
for the experience of walking.’ The second core theme 
was; ‘Emotional challenges’ with the two sub themes: 
‘Feelings of frustration and self-blame’ and ‘Worries of 
weight gain and related consequences.’ The third main 
theme was: ‘Relations to others’ with the four sub-
themes:’Participation in family and social lives’, ‘ Visible 
in new ways’, ‘ Striving to avoid sick leave’ and ‘Bothering 
others.’ We will present our findings thematically.

Theme 1. Struggling to stay active
Participants experienced intense pain during weight-
bearing activities and considered being unable to walk 
and run as major problems restricting them in their eve-
ryday lives.

Sub‑theme 1. Struggling with pain and how to adjust it
Participants described how they struggled to plan their 
days, for example by postponing activities involving 
walking until the evening, in order to manage everyday 
life. Fear of intensifying pain increasingly came to pre-
dominate their priorities and participants spoke of daily 
negotiations of whether to push themselves and be active 
or to stay at home. As Julia put it:

“Yes, I avoid going out. Because I know that when I 
get home after walking for a bit, I will be in a lot of 
pain and then it’s ruined. When I go shopping, I do it 
late in the day because when I get home it’s evening 
and then I go to bed. I’m not afraid, or actually, in 
a way, I am. Because I know that when I get home I 
will be in a lot of pain and I won’t be able to do any-
thing else. I have friends who have cars, they drive 

me sometimes, but I don’t go if I have to take the bus, 
just the thought that I have to walk from there to 
there, no, then I stay at home, but what should I do?”

In a similar vein, Robert, who had previously been 
active on a regular basis, noted that he stopped exercising 
because of the pain:

“But it hurt when I ran, really hurt. It was probably 
a month when I stopped doing everything, no exer-
cise at all.”

Sub‑theme 2. Finding alternative activities
In the first period of foot pain, many participants tried 
resting to alleviate it. However, many did not feel that 
avoiding activity was helpful, and that inactivity had a 
negative impact on their health. Those who managed to 
find alternative non-weight-bearing activities, considered 
them to be important in handling their heel pain. Hanna 
used biking as a substitute for walking:

“I spent the summer cycling. Luckily, it has been 
summer, otherwise I would have gone crazy a long 
time ago because I don’t have the patience to not 
be able to walk. I’ve never been that sporty, but I’ve 
always liked walking. And that’s what I can’t do. 
That bike saved my mental health.”

In a similar vein, Elisabeth challenged herself with 
learning a new sport in order to stay physically active:

“But I’ve been quite good at finding alternatives. So, 
for example, I’ve taken a kayaking course, so now 
I’ve sort of become a kayaker.”

Sub‑theme 3. Longing for the experience of walking
Many participants missed being as physically active as 
they had been prior to the heel pain. The positive feelings 
experienced while walking or running were expressed 
by the participants with the use of different metaphors. 
Pernille explained how walking felt like meditation for 
her:

“Walking as exercise is really the best. It’s the best for 
me mentally too. I actually love to walk. So, I think 
that walking is the best because then you are physi-
cally active at the same time as you are meditating 
inside, in a way.”

In a similar vein, Hanna felt walking was good for her 
mental health:

“You get to clear your head and thoughts when you 
walk.”
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Many participants expressed how physical activ-
ity sparked a good cycle with more energy and a better 
mood. As Naomi put it:

“Because I really love going for walks, I really love 
being outside.... I don’t know how to explain it, get-
ting fresh air. I feel like I get so much energy, and I 
feel like I’ve been reborn and I’m ready to do lots 
of good things.... I get stiff in my pelvis and back if I 
don’t walk. And then I comfort eat a lot too.”

Elisabeth explained how she felt while out jogging, 
prior to the heel pain:

“To be able to go jogging and to be able to smell the 
spring and things like that. It was just such a com-
pletely wonderful feeling of freedom.”

Theme 2. Emotional challenges
Experiences of heel pain and not being able to walk and 
be active in the ways they had been was immensely chal-
lenging, and participants spoke of how anger, worry, 
sadness, impatience and frustration increasingly predom-
inated their everyday lives.

Sub‑theme 1. Feelings of frustration and self‑blame
Having to change their expectations and plans due to 
heel pain was described as a source of irritation and feel-
ings of hopelessness by many participants. Kine felt that 
even though she had tried to do the right things to get rid 
of the heel pain, it persisted. Furthermore, she became 
self-blaming and stressed about others’ expectation. She 
revealed:

“What exactly is the problem, why can’t I fix this? 
I always, like, wear trainers and have always been 
good at being careful, I don’t wear high heels, I just 
don’t understand why …no, it’s more that I’m more 
frustrated with – and can’t I just do the right things 
so I can get well? What am I doing wrong now? 
Something is expected of you all the time, the chil-
dren and my husband ask; are you okay now? It’s 
better now, right? You know, I would like to answer, 
YES now I’m done (laughs) it’s not bothering me any-
more, but it is. Oh, extremely stressed, very stressed, 
I feel that now I’m not achieving, now I should have 
delivered.”

Others expressed how inactivity also triggered self-
blame, like Anne:

“Because you are so dependent on the feet to trans-
port you. I have noticed that it is easier to take a car 
to places I would normally walk or cycle to. And that 
makes you get lazy and then you get annoyed with 

yourself because you are lazy.”

Anne also explained that she felt resigned at times and 
gave in to the pain:

“You simply become a bit defensive, whether it effects 
the brain, I don’t know. But at least it does some-
thing to you mentally that you give up a little. I also 
think that no, no, that was how it should be, and you 
don’t deal with it like you might have done other-
wise.”

Sub‑theme 2. Worries of weight gain and related 
consequences
Many participants expressed their worries about the 
possible consequences of inactivity over longer periods 
of time. Kristin did not manage to stay active; she felt 
bloated and was concerned:

“Yes, I can’t walk, like, from February until May, 
I’ve barely moved, I’ve just been sitting. I feel like my 
body is swelling up, I feel sluggish, I’m also worried 
about my health, you know? I’m a little overweight. 
I borrowed a rowing machine from some friends. 
But everything hurt, so I haven’t managed to get my 
heart rate up. At least to get my heart rate up and 
be a bit active, then I get a little worried about my 
health, then I think that’s my menopause, so now it’s 
like everything is falling apart.”

Naomi described how she had previously used exercise 
to control her body weight. After gaining weight, she felt 
dissatisfied and unhappy with herself:

“I’ve put on weight too, a lot and that’s the worst 
thing to me. I was a bit overweight for a while, so I 
tried to work on it and lose weight. For many years I 
have been very active, been very good at eating and 
exercising a lot and running with my dog for 1 hour, 
going to the gym for 1 hour after that. So, I’ve been 
very strong and worked very hard, so it should be the 
body you feel happy with. It’s even more depressing 
when I’m not happy with myself, then I don’t have so 
much to give to other people.”

Elisabeth explained how she felt dependent on physical 
activity in order to maintain both her fitness and mood 
and that she became distressed by the fear of being una-
ble to continue exercising:

“No, like, I depend on being able to exercise regularly 
in order to somehow maintain my mood, fitness 
and weight. If I stop doing it, I’m afraid that, yeah, 
I think it will go downhill, that is, it will go downhill 
in all those areas. I have very few options these days, 
I feel. A bit high risk and a lot of uncertainty. Yeah, 
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last week those who had been to the gym between 
then and then had to quarantine, but it didn’t hap-
pen after all. Then I actually panicked a bit. Then 
life gets very boring and now I have sort of been on 
a roll where I have exercised regularly. And if, like, 
it doesn’t work out, I’m afraid that it will be hard to 
get back into it again. No, then I get a bit worried. 
Like, it sounds so trivial.”

Robert reported worries about serious illnesses due to 
inactivity and expressed a need to recover quickly from 
PF in order to take care of his family:

“I’ve heard that a lot of people who don’t exercise get 
high blood pressure, there are lots of people I hear 
about who die … yeah, I’m a bit scared. My father 
died from cardiac arrest. I have to be fit, I don’t like 
being sick and staying home... I’m never sick, not on 
sick leave. I’m healthy … no, it’s sad, that’s why I’m 
going to the doctor and have to hurry up and get 
well. Because some say one year or two years. TWO 
YEARS.”

Theme 3. Relations to others
Participants explained how the heel pain changed and 
limited their participation in social activities with family, 
friends and colleagues. Furthermore, some spoke of how 
the pain and its related consequences changed their rela-
tionships with others and how the pain influenced their 
work.

Sub‑theme 1. Participation in family‑ and social life
Deprived of the ability to participate in social activities 
with family and friends as before was described as chal-
lenging, giving rise to feelings of guilt, frustration and 
decreased social participation. As Naomi described it:

“So, I just have to tell my son, he says: Mum, can’t 
you run with me? Because he is used to his mum 
running with him and going for long walks and us 
having fun in the forest and things like that, but we 
don’t do that anymore. He asks me all the time and 
I have to keep telling him I’m in so much pain, I’m in 
so much pain.”

Elisabeth had a history with knee pain. She had recov-
ered and was looking forward to running again, but the 
heel pain made it impossible:

“I was very annoyed at home because I had been 
looking forward to being able to start jogging again. 
Then I was in a really bad mood when I couldn’t 
jog because I had thought that I could jog with my 
daughter.”

In a similar vein, Anne explained how her social life 
had become restricted because she could not participate 
in physical activities with her friends:

“We were a whole group of friends who were going 
to go to the mountains, but I couldn’t. I walked a 
bit, then I had to turn back. And it’s things like that 
that I find tiresome. Not being able to walk, because 
then it hurt so much that it was very uncomfortable 
to walk. A little less social, there are certain things 
I haven’t been too keen on joining. It is this type of 
physical activity because I know it has been painful 
for me.”

Sub‑theme 2. Visible in new ways
Heel pain caused gait impairments such as limping, 
reduced pace or different weight-bearing patterns e.g., 
walking on their toes or outside of the foot. These restric-
tions were impossible to hide and participants spoke of 
becoming visible in new and somewhat embarrassing 
ways. Kristin explained it as follows:

“I also think it’s so embarrassing at work because it 
can look like I’m limping, and it’s only at the start, 
and it can happen that I walk across the school 
yard, but by then I’ve sort of got the hang of it so that 
I’m able to walk almost apparently without being 
affected by pain. I feel so stupid.”

Similarly, Kine disliked the attention she got when she 
used crutches:

“It annoys me that people question me when they see 
that I’m limping. I say, but it’s fine. At that time I 
had to walk with crutches because it was so painful. 
Oh, so it was, like, that if I saw someone I knew, I 
tried to wait until they had passed to avoid them.”

Naomi compared herself to a turtle to emphasise how 
depressed she felt when she was unable to keep up with 
friends and colleagues:

“I walk very slowly, I take a very long time, I have 
the speed of a turtle. I see people coming and I can’t 
even walk. Very depressing, sometimes when my col-
leagues stand there and greet me, I say now you just 
have to go, you know?”

Sub‑theme 3. Striving to avoid sick leave
The majority of the participants stayed in work and con-
sidered this to be crucial for coping with the heel pain. 
For many, this required a lot of effort and they took pride 
in staying in work. Fredrik explained that sick leave was 
not an option for him:
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“As long as I have enough to do at work, I don’t 
really think about it too much, so it’s fine. I’m at 
work every day, so, I have to say, I handle it pretty 
well. I could have laid down or called in sick and 
said that this isn’t going to work. It’s not coping, is 
it? I’ve decided that I would have to be quite sick 
to not make it to work, so to speak.”

Participants explained that being preoccupied 
with work reduced their focus on the heel pain and 
described finding meaning in feeling useful and a part 
of a community. Julia put it like this:

“I think it’s very good to be at work. I enjoy being 
at work and I don’t like being at home, so it’s, 
like, psychological help. And what can you do at 
home? Then you only think about pain, when you 
can’t be very active. I think that going to work is 
the best for me, then I don’t think. Then I am with 
the people I love. We have such a great time, fan-
tastic. Yeah, that I’m able to go to work, yeah, I’m 
proud of that”.

Ignoring the pain and striving to stay in work was 
described by many participants. However, as the pain 
increased, remained for longer periods and affected 
their sleep, some felt it was impossible to continue 
working. Hanna told of her experience:

“I went a long time without mentioning it, I don’t 
really know why. If you just pretend things aren’t 
there, then they go away. I think it has gotten bet-
ter, because I get relief when I’m on sick leave? It 
worked very badly to just keep stomping around 
and pretending that there wasn’t anything to 
make allowances for. No, it really hurt during the 
evening and into the night at its worst.”

Some participants were on sick leave, especially 
those with occupations involving a lot of walking or 
standing. Being on sick leave felt psychologically chal-
lenging, as Victor revealed:

“And it’s tough. I don’t think I’m being kind to 
myself when I go home every day and don’t man-
age to go for a walk and sit alone. Ugh, to look 
people in the eye, I feel it’s negative that I’m on 
sick leave. Patience, I wish you had, like, a pink 
pill that you take it and then you’re free of the 
problem. I know I’m impatient, but there’s a lot 
behind being on sick leave, you feel like you’re a 
burden, being on sick leave they have to have 
substitutes and things like that ... Yeah, also I’m 
impatient now I’m also tired and have a bit of a 
shorter fuse because I sleep a little badly.”

Sub‑theme 4. Bothering others 
When explaining how they felt they handled the heel 
pain, many replied that keeping the pain to themselves 
and not bothering others with their suffering was impor-
tant for them, as Oda put it:

“So, I try not to let my pain affect anyone else. Of 
course, you have to talk about it with someone else 
because it’s tiring, but you don’t, like, complain 
about it all the time. I’m not really a complainer.”

In a similar way, Hanna talked about how she was 
uncomfortable with what she described as whining. Ask-
ing others for help was also difficult for her:

“No, it is not comfortable being a complainer. You 
also do everything anyway because it takes less time 
to do things yourself than to explain to people, right? 
I’m not the patient type. Obviously, it didn’t make 
the burden any lighter that I walked terribly much 
anyways.”

Discussion
In this study, we aimed to explore the experiences of indi-
viduals with longstanding PF. To address our research 
question, we will discuss our findings with reference to 
the body from a phenomenological theoretical perspec-
tive, supplemented with previous research.

A major finding in the study was that participants 
regarded pain during and after walking as the most prob-
lematic aspect of living with PF. They experienced fear of 
pain and uncertainty as they struggled to find a balance 
between challenging their pain and trying not to aggra-
vate it. The participants expressed how their foot pain 
became the focus of their attention, which can be inter-
preted following Drew Leder’s notion of the dys-appear-
ing body. They could not take their body for granted 
anymore, and experienced their body as an obstacle in 
everyday life. Our participants felt uncertainty and were 
constantly negotiating with themselves about weather to 
participate in painful activities or not. These doubts led 
them to continuously monitor their pain, and dominated 
their decisions regarding avoiding painful physical activi-
ties, limiting their freedom to move. These experiences 
are consonant with the ideas of Carel [31], who suggests 
that consciously planning everyday activities leads to 
bodily uncertainty and limitations.

Our study highlights the participants’ challenges with 
having to adjust their physical activity. While some 
expressed negative emotions associated with becoming 
significantly less active, others elaborated on the impor-
tance of finding alternatives to weight-bearing activities 
when coping with PF. Participants felt that swimming, 
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biking, rowing and strengthening exercises were all fea-
sible activities that contributed to positive experiences. 
According to Leder, individuals dealing with longstand-
ing pain will alternate between being productive and in 
control and out of control when pain dominates, which 
will in tern determine their feelings and actions [27].

In line with our results, Cotchett et  al. found that PF 
had a negative impact, in particular in limiting the ability 
to walk, run and stand for long periods of time [17]. In a 
recent mixed-methods systematic review on psychologi-
cal factors associated with foot and ankle pain, the same 
researcher found that experiencing foot pain influenced 
emotions and function, which they associated with pain-
related fear [10]. These results support the findings in our 
study concerning fear of foot pain and uncertainty about 
how to handle it.

Participants in our study emphasised the importance 
of walking prior to being diagnosed with PF. Elaborating 
on these prior experiences, they used phrases like venti-
lation for the mind. Many participants experienced bet-
ter mood, more energy and the feeling of happiness when 
walking. Prevented from walking as they had before, par-
ticipants described a longing for the experiences of eu-
appearance when walking, a bodily awareness in which 
mind and body work harmoniously together. Accord-
ing to Zeiler, “The body can eu-appear to me as some-
thing that I am aware of as positive without this being an 
explicit focus for my attention and without its disrupting 
my way of being or acting” ([29], p.341).

Participants in our study described how their heel pain 
led to a limping gait, the need for crutches or being una-
ble to maintain the same pace as others which made them 
feel embarrassed and uncomfortable. The body became 
thematised as a problem disrupting communication with 
others, giving rise to social dys-appearance [26]. As far as 
we are aware, these findings are the first to touch upon 
the theme of how a limping gait or being unable to walk 
at a normal pace are experienced by individuals with heel 
pain.

In line with our findings, previous research has high-
lighted the negative impacts of being unable to walk 
and stay physically active. Cotchett et  al. documented 
reduced ability to walk, negative emotions and social iso-
lation as impacts of plantar heel pain [17]. Turner et al. 
described how individuals with Achilles tendinopathy 
experienced a restricted ability to walk and run leading to 
frustration and annoyance [32].

The participants in our study experienced their heel 
pain at present as severe and overriding, giving rise to 
feelings of powerlessness regarding how to influence or 
speed up the healing process. Leder describes the tempo-
rality of pain with the presence of the pain as endless and 
projective impacting hopes, dreams and aspirations of the 

future. He argues that pain can create a feeling of impris-
onment that limits freedom of movement and leads to 
disconnection with the surrounding world. Although the 
future may appear uncertain for people with pain, it may 
also present possibilities and the search for a pain-free 
future can represent hope. According to Leder “… the 
chronic pain is truly the time itself (khronos), unless and 
until the sufferer can make peace with this three-faced 
god of past, present and future” ([27], p.32). Our results 
show that the participants experienced frustration and 
psychological distress due to their present pain and being 
unable to stay as physically active as they used to as well 
as, sadness for what they missed out on, but, at the same 
time, many had hope for the future, albeit with some 
uncertainty.

In line with our findings, Turner et  al. documented 
similar results of frustration, impatience and feelings of 
hopelessness when exploring the experiences of people 
living with Achilles tendinopathy [32]. In a similar vein, 
Cotchett et al. found comparable results in their qualita-
tive study with patients with PF, describing the frustra-
tion with the metaphor of a mouse stuck on a wheel [17].

According to our findings, participants experienced 
that heel pain limited their participation in social activi-
ties. Being unable to join friends and family in physical 
activities like they used to, such as walks in the woods or 
hiking in the mountains, triggered feelings of loneliness 
and distanced them from those closest to them. They 
experienced guilt for not being able to contribute to fam-
ily life as they had before, and increasing the burden on 
others. Leder argues that chronic pain may dis-place and 
pull the sufferer away from their usual place in the world 
and from their routines and their fellows [27]. According 
to Svenaeus [33], chronic pain alienates the sufferer both 
from themselves and from the outside world. These ideas 
tally with the feelings of loneliness and guilt expressed by 
the participants in our study. Participants felt separated 
from their families and friends because they could not 
take part in shared activities anymore.

The negative impacts on social life caused by living with 
foot pain have also been demonstrated in previous quali-
tative research with patients suffering from PF [17], and 
among those with foot pain due to rheumatoid arthritis 
and Achilles tendinopathy [34–36].

According to our findings, concerns regarding being 
overweight, in the sense that their BMI was classified 
as overweight or obese (BMI range from 24–33), pre-
dominanted. Participants commonly feared developing 
lifestyle diseases, but also mental illnesses like depres-
sion due to weight gain. Those who had previously 
emphasised intensive physical activity as a means of 
preventing overweight, anxiety or depression, wor-
ried about their future in terms of how stress and fear 
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would develop. Leder describes being in control and 
out of control as a paradox of pain ([27], p.36–38). Par-
ticipants in our study juggled feelings of being in con-
trol and of losing control; they often felt overwhelmed, 
passive and out of control when handling their pain, 
but, at other times, some felt in control when find-
ing alternative ways to stay active and avoid weight 
gain. These experiences are reflected in contempo-
rary Western society’s emphasis on physical activity 
as essential to staying healthy and as an active treat-
ment for different diseases. Health authorities repeat-
edly emphasise evidence-based advice on the type and 
frequency of physical activity we should include in our 
daily routines in order to stay healthy [37]. Participants 
in our study explained how they used to follow these 
recommendations by walking, running and engaging 
in other weight-bearing activities. Being aware of the 
importance of physical activity, but being hindered by 
foot pain, seemed to make the individuals in our study 
feel out of control, which, in turn, gave rise to health-
related fear.

Previous research has identified difficulties with weight 
loss when individuals are unable to be as physically active 
as usual due to heel pain [17]. However, the findings in 
our study on participants’ fears of being overweight and 
developing lifestyle diseases, have, to our knowledge, not 
been described previously in the foot literature.

Our results highlight the importance of being engaged 
in meaningful work when living with long-term heel 
pain. The participants explained how they strove to 
avoid sick leave. They described the value of working on 
a daily basis and interacting socially with collegues, both 
of which helped them to focus on something other than 
pain. They worried about how they would cope on sick-
leave, and feared experiencing isolation, depression and 
an increased focus on their pain. Some of the participants 
struggled for a long time at work, trying to ignore their 
foot pain and not involve their employer or colleagues. 
When the pain began affecting their sleep, it became 
impossible to perform their duties at work and they had 
to go on sick leave. Being on sick leave seemed to entail 
less heel pain for those with standing or walking jobs, 
however, participants found it hard to come to terms 
with both in regards to their own self-respect as well as 
the fear of losing the respect of others.

Along with the desire to remain in work, participants 
explained how avoiding involving family, friends, col-
leagues and employers was the best way to handle the 
pain. They did not wish to be seen as whiners, and many 
were uncomfortable asking others for help. Zeiler sug-
gests that lack of social support when in pain contributes 
to a deepened feeling of social dys-appearance [29]. She 
argues that the intersubjective dimensions of help are a 

means of softening the social dys-appearance while being 
rejected can aggravate the dys-appearance.

According to Leder, social dys-appearance develops 
when the “gaze of others” is experienced as distanced and 
objectifying. He also emphasizes the importance of inter-
subjectivity. “My awareness of my body is a profoundly 
social thing, arising out of experiences of the corporeal-
ity of other people and their gaze directly back upon me” 
([26], p.92). Leder’s theories of social dys-appearance are 
in line with our participants’ experiences of not want-
ing to involve others in their pain and feelings of isola-
tion. Individuals in pain sometimes isolate themselves 
from others in order to conceal their pain or avoid being 
reminded of what they have lost [27].

Some of the participants in our study experienced fear 
of being disbelieved by others, in particular by their col-
leagues and employers. Not being met with empathy 
made the participants hesitant to involve others in han-
dling their pain. According to the philosopher Havi Carel, 
empathy is the human emotion in greatest shortage. 
She shares her experience when suffering from a severe 
disease, saying that the lack of empathy, was what hurt 
the most [30]. By not involving others, our participants 
avoided focusing on their painful heel, and the fear of 
being objectified or not being met with empathy. On the 
other hand, by not reaching out for support, our partici-
pants missed out on empathy, compassion and support 
from others.

Few participants in our study were on 100% sick leave. 
Work status is, as far as we can see, not a common fac-
tor in descriptive information in quantitative or qualita-
tive studies concerning foot and ankle disorders. Studies 
demonstrating the negative or positive consequences of 
sick leave have previously been called for [38]. In a study 
from 2021, Adams et al. found that employees attending 
work and suffering from chronic pain experience higher 
levels of psychosocial stress than those without pain [39]. 
Although the majority of the participants in our study 
managed to stay in work and believed it helped them to 
for cope, they might also experience increased pain and 
higher level of psychosocial distress which could influ-
ence their recovery from heel pain.

As documented in previous studies, patients with PF 
and other foot conditions report that the pain affects 
their participation in social life, leading to a feeling of 
isolation [10, 17]. The importance of being met with 
empathy and a feeling of being taken seriously by health-
care providers is emphasised by Mallows et al. who per-
formed a qualitative study with patients with Achilles 
tendinopathy and their perspective on participating in 
rehabilitation. The participants identified individualised 
approaches and addressing fears as among the elements 
that mattered to them [40].
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Strengths and limitations
Some issues highlighted in our study have not been 
addressed by previous research and therefore expand the 
knowledge in this field. Furthermore, this new knowledge 
would not be fully captured by using PROMs. We argue 
that the new themes addressed in our study also are rel-
evant to other foot populations. The participants in this 
study were exclusively included from a specialist set-
ting and 73% were women, which could limit the diver-
sity of the population and thereby its transferability. We 
selected our sample purposely in order to create variation 
and richness of the data. In our study, the first author col-
lected all the interviews, but the analysis was conducted 
through dialogue with the co-authors. The interpretation 
of the qualitative data is influenced by the background 
and views of the authors, and we have provided a infor-
mation on the authors and their involvement with the 
aim of presenting a transparent process.

Conclusions
Our results demonstrate how heel pain permeated the 
participants’ lives in a complex and intertwined way. The 
suffering from persistent PF does not seem to be limited 
to the foot alone. Participants in our study explained how 
they struggled on an individual level, but also how their 
pain affected their relationship with others and their sur-
roundings. Aggravated pain while walking and the efforts 
to stay physically active predominated the participants’ 
lives. Furthermore, feelings of frustration, hopeless-
ness, self-blame, dimished social interaction with others 
and worries of weight gain and its related consequences 
became daily experiences for participants with persistent 
PF. Nevertheless, the participants highlighted the impor-
tance of finding alternative ways to stay physically active 
and continue working despite the pain.

Clinical implications
The clinical implications of these findings point to sup-
plementing a bio-psycho-social perspective with a bod-
ily phenomenological approach acknowledging the lived 
experiences of pain in order to provide holistic and indi-
vidually tailored care for individuals with persistent PF. 
Clinicians should help individuals with PF to find ways 
to stay in work and remain physically activity, either with 
load management regarding weight-bearing activities or 
by finding alternative activities. Furthermore, our results 
suggest that it is important to show empathy and interest 
regarding the patients’ concerns about living with long-
standing heel pain. Caregivers should seek to understand 
each unique subjective experience of people living with 
PF in order to help individuals trapped with stubborn 
heel pain.
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