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A twelve-year-old presents with his father complaining of a 5-week history of bilateral posterior heel pain.  The child is said to 

be a skilled footballer, playing soccer at school and club level. The pains came on gradually and are now affecting the ch ild’s 

capacity to run without limping.  Two weeks of rest helped to improve the symptoms, but the pains increased immediately on 

return to weekly sporting activity. 

 

On initial examination, the heels are not visibly swollen and the child seems to walk normally. The back of the heels are tender 

to pressure. X-rays of the heel revealed an open growth plate with sclerosis and fragmentation, but deemed to be within 

normal limits. 

 

Q. What is the likely diagnosis? 

A. Calcaneal apophysitis, commonly known as Severs heel pain, is inflammation of the open growth plate of the calcaneus. It 

is believed to be associated with micro trauma of the cartilaginous growth centre related to traction or compression of the 

Achilles tendon insertion.   

 

It is more commonly a bilateral condition and is most prevalent among physically active boys between 9-12 years of age.  

Several studies suggest a higher incidence in track and field athletics, running activities and gymnastics however, soccer is 

the most commonly cited associated sporting activity.   

 

Q. What are the typical clinical features? 

A. Clinical signs on examination may include tenderness on pressure palpation of the posterior aspect of the heel, and pain 

on a single leg heel raise test or with deep squat testing.  Typically, symptoms are aggravated by running or jumping with 

stiffness after periods of rest, particularly first thing in the morning.  
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The diagnosis is usually a clinical one, with X-ray, ultrasound and/or MRI only used to rule out other conditions such as 

insertional Achilles tendinopathy, stress fracture, os trigonum syndrome, tarsal coalition, avascular necrosis, osteomyelitis 

and bone tumour. 

 

Q. What mechanical aetiological factors are involved? 

A. Many studies have suggested increased body mass index and levels of sporting activity as high risk factors for calcaneal 

apophysitis; however, a recent prospective cohort study from the University of South Australia found little evidence to 

support this link.1 Increased ankle stiffness (ie, resistance to ankle dorsiflexion) and variance in rearfoot to forefoot 

anatomical alignment were suggested as being potentially more relevant influences. 

 

Q. How is the condition managed? 

A. Calcaneal apophysitis is typically self-limiting with management aimed at reducing mechanical stress to the heel, 

facilitating recovery and preventing re-occurrence.  If a child presents for medical management, rest in some form is almost 

always required however this may often involve a limitation of activity rather than complete cessation. Management 

options commonly include: an appropriately graded calf muscle stretching program; adding heel raises to footwear, and 

wearing footwear with increased heel pitch (eg, Asics Lethal football boots for soccer players); the use of heel cushions, 

orthotics, ankle and subtalar joint mobilisation as well as icing and topical anti-inflammatories. 

 

1. Scharfbillig RW Sever's disease: a prospective study of risk factors. J Am Podiatr Med Assoc. 2011 Mar-
Apr;101(2):133-45. 
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