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Abbreviations

AT Achilles tendon
FHL Flexor hallucis longus tendon
IAT Insertional Achilles tendinosis
NIAT Non-insertional Achilles tendinopathy

25.1  Introduction

The Achilles tendon (AT) is considered to be the 
largest tendon in the body responsible for transfer-
ring large contractile forces of the gastroc- soleus 
complex during plantar flexion of the ankle in the 
gait cycle [1, 2, 7]. Injuries of the AT are common 
across all age groups including the elderly patients 
and competitive athletes [1, 2]. Pathology covers a 
spectrum including tendonitis, tendinosis, and rup-
ture at either the insertion or midsubstance of the 
tendon. These symptoms may be acute (<6 weeks) 
or chronic (>6 weeks). Persistent symptomology 
of the AT despite nonoperative treatment may 
require surgical intervention for functional restora-

tion. Surgical interventions involving rupture 
repair, retrocalcaneal exostectomy with detach-
ment, and reattachment with or without flexor hal-
lucis longus transfer are described surgical 
treatments yielding good functional results [3–7]. 
Acute midsubstance repairs have traditionally 
been treated in an open approach with a larger 
incision, and recently utilization of mini-open or 
even percutaneous techniques has become an 
option for repair. The aim of the chapter is to high-
light the surgical treatment of the various Achilles 
tendon injuries seen in everyday practice that have 
exhausted a conservative treatment plan.

25.2  Clinical Cases

 1. Acute Rupture
• The patient is a 32-year-old male who sus-

tained a posterior leg injury after playing 
basketball over the weekend. He thought 
he was kicked from behind as he tried to 
jump for a rebound. There is now an inabil-
ity to ambulate without pain and decreased 
push-off strength during weight-bearing. 
The patient presented to the office after 
being placed in a posterior non-weight- 
bearing splint with crutch assist from the 
local emergency room. A palpable dell, 
positive Thompson squeeze test, and 
reduced plantar flexion are now present on 
physical exam. Ecchymosis is present to 
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the posterior ankle but no lacerations or 
soft tissue complications.

 2. Insertional Achilles Tendinosis
• The patient is a 51-year-old male who pres-

ents with sustained pain to the posterior 
aspect of the left heel for a duration of 
6 months. No acute injury is noted. He is 
unable to ambulate without pain in the 
absence of assistive shoe gear or heel raise 
insert modification. On exam, no pain is 
reproduced to the inferior plantar heel and 
no tarsal tunnel symptomatology. Pain on 
palpation noted to the insertion of the 
Achilles tendon with large exostosis pres-
ent on lateral radiograph. Irritation is noted 
to the posterior lateral aspect of the heel 
with some minor soft tissue edema and his-
tory of a recent blister. The patient has 
attempted to lose weight due to his hyper-
tension and recent prediabetes diagnosis. 
An MRI reveals significant insertional dis-
ease with >50% degeneration of the 
Achilles tendon and a prominent inflamed 
calcaneal exostosis.

 3. Chronic Rupture
• The patient is a 78-year-old female with 

complaints of heel pain for several years. 
She has difficulty ascending and descend-
ing stairs. Approximately 4  months ago, 
she felt an acute pain to the area but it had 
dissipated. About 2 weeks ago, she began 
having increased pain to the area with 
increased inferior heel pain. The patient 
notes a blister formation to the inferior heel 
fat pad and the inability to ambulate nor-
mally. Reduced plantar flexion is noted on 
exam and she has poor balance. An MRI 
workup reveals a chronically torn Achilles 
tendon with a 5  cm defect at the central 
aspect of the tendon.

 4. Non-insertional Achilles Tendinopathy
• A 22-year-old male college high jumper 

comes to your office complaining of poste-
rior ankle pain after each practice over the 
last 2 weeks. He is tender along the Achilles 
tendon about 4  cm proximal to the inser-
tion. There is a palpable thickening of the 
tendon with no pain or prominence distally 

on the insertion. He is still able to compete 
but has noticed decreased performance and 
stamina. He has been recalcitrant to con-
servative care, immobilization, and activity 
modification.

25.3  Patient Presentation

25.3.1  Acute Rupture

History Achilles ruptures can affect a wide 
demographic with increased incidence in males, 
from 30 to 40  years of age, young athletes, 
elderly patients, and classic “weekend warrior” 
with overuse injuries [8, 9] . Typically, for an 
acute rupture (<6  weeks), there is memorable 
trauma with painful “pop” sensation or a descrip-
tion of “being kicked in the back of the leg.” 
Oftentimes, patients report this as posterior pain 
with limited ability to push off or ambulate 
normally.

Findings All physical exam testing must be 
compared to the unaffected limb. On physical 
exam, a palpable dell may be present, represent-
ing the defect of the rupture. Ruptures commonly 
occur in the “watershed area” approximately 
2–6  cm above the level of the insertion of the 
AT. Diffuse edema and ecchymosis are common 
initially. A Thompson squeeze test can be per-
formed with a positive test indicating a rupture 
due to the lack of plantar flexion from the Achilles 
tendon complex when compared to the contralat-
eral extremity. A falsely negative result is possi-
ble; one must look at resting tension with the 
patient in a prone position. Additionally, a Matles 
exam is completed in the prone position with 
knee bent to 90° and the foot elevated. The 
affected side will be more dorsiflexed (dorsal 
foot is able to touch the anterior tibia in severe 
cases) with slight downward pressure or in a rest-
ing state compared to the unaffected limb. It is 
important to remember that the patient may have 
some degree of weak plantar flexion present even 
with a complete AT rupture. This can lead to 
common misdiagnosis as a strain by initial 
providers.

G. C. Berlet et al.
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25.3.2  Insertional Achilles Tendinosis

History Insertional Achilles tendinosis affects 
patients in their fourth to fifth decade of life, 
slightly more commonly in women [10]. 
Persistent chronic posterior heel pain and a large 
posterior prominence are common complaints. 
Obesity (BMI > 30), repetitive exercise, and ill- 
fitting shoe wear may predispose patient to this 
disease [10]. Patients complain of pain at the 
insertion and its surrounding area with edema.

Findings Comparing to the contralateral extrem-
ity can be beneficial in obtaining an accurate 
diagnosis. Pain is located to the level of insertion 
of the AT or just slightly proximal. Proximal calf 
pain or pain along the proximal tendon is typi-
cally absent on exam. A degree of equinus is usu-
ally present and should be evaluated with 
Silfverskiöld testing. Prominent calcification 
may be palpable within the distal insertion of the 
Achilles, or a large posterior calcaneal tuberosity 
exostosis may be present (Haglund’s deformity) 
[11]. Edema, local irritation, or blistering can be 
present secondary to increase friction from shoe 
gear.

25.3.3  Chronic Rupture

History A chronic Achilles rupture is generally 
defined as greater than 6–8 weeks from the initial 
incident. Patient may have had previous treatment 
for midsubstance tendinopathy with a conserva-
tive course treatment and immobilization in the 
past. Incidence is increased and oftentimes misdi-
agnosed, in the elderly [11]. Symptoms resolve 
over time after an acute minimally painful injury 
but can be easily exacerbated during prolonged 
activity. Patients may note increased difficulty 
walking in their normal gait pattern as well as 
inferior heel pain secondary to increased pressure. 
Balance is often compromised and gait instability 
may be witnessed by friends or family.

Findings The midsection to the distal aspect of 
the tendon may be thickened or bulbous and 
painful on exam. A palpable dell can still be 

 present, although the defect may be filled with 
fibrocollagenous regrowth. Edema can be diffuse 
along the tendon with proximal tenderness. A 
calcaneal gait presents with the inability to plan-
tar flex with normal strength on passive testing. 
Passive yet weak plantar flexion may be present 
due to the deep flexor compartment compensa-
tion. Blistering or even ulcerations (i.e., diabetic 
chronic ruptures) can be present in patients due to 
the increased load to the inferior heel pad. 
Concomitant plantar fasciitis may be present or 
previously relayed to the patient as a cause of the 
inferior heel pain.

25.3.4  Non-insertional Achilles 
Tendinopathy

History Non-insertional or midsubstance 
Achilles tendinopathy is common among ath-
letes especially runners with increased pain with 
activity. This is the most common type of 
Achilles tendon pathology, generally found in 
younger males or athletes. Patients present with 
pain in the main aspect of the tendon, typically 
3–6  cm from the insertion of the calcaneus. 
Advanced age, obesity, corticosteroid or fluoro-
quinolone use, ligamentous laxity, and competi-
tive sports can be considered predisposing 
factors [3].

Findings Clinically, a firm, thickened section of 
the Achilles tendon can often be palpated at the 
midsubstance. Pain is elicited with palpation 
along with decrease strength in plantar flexion. 
Local edema and redness can be present second-
ary to shoe gear irritation. The pain is not gener-
ally continuous, but it is exacerbated with 
increased activity.

Acute/Chronic Rupture
• Patient selection: Ruptures can occur in 

healthy athletic population or in complicated 
comorbid patients with diabetes, neuropathy, 
or chronic immunosuppression. Open surgical 
repair should be thoroughly weighed versus 
nonoperative management in high-risk 
patients. A full workup including nutritional 
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labs (albumin, prealbumin, vitamin C, vitamin 
D) should be considered along with hemoglo-
bin A1c (%) and normal preoperative labs. 
Nicotine use should be discontinued prior to 
any surgical intervention.

• Preop: Preoperative planning may include plain 
film radiographs and MRI evaluation for the 
presence and location of rupture. The diagnosis 
is made clinically but supplemental imaging is 
useful. MRI should be reviewed for fatty infil-
tration of the gastroc-soleus complex muscle 
group which will influence the ability to mobi-
lize the chronically torn tendon. MRI should 
also confirm that the FHL tendon is intact. 
Often the FHL will have tenosynovitis because 
of its enhanced role in plantar flexing the ankle.

• Positioning and equipment: All Achilles surgi-
cal repairs are performed in the prone position 
typically with a Wilson frame. A pillow or 
bump is placed underneath both shins to ele-
vate the feet off the bed. This allows ankle 
motion without interference from the table. A 
non-sterile thigh tourniquet is utilized. The 
extremity should be prepped to the level of the 
knee.

Expectations: Full return to function and activ-
ity within 6 months to 1 year postoperatively

Insertional and Non-insertional
• Patient selection: Operative intervention 

should be pursued in those who have exhausted 
conservative treatment. A full workup includ-
ing nutritional labs (albumin, prealbumin, 
vitamin C, vitamin D) should be considered 
along with hemoglobin A1c (%) and normal 
preoperative labs. Nicotine use should be dis-
continued prior to any surgical intervention.

• Preop: Preoperative planning may include 
plain film radiographs and MRI evaluation for 
the presence of longitudinal tear and distal 
calcifications within the tendon. Avulsion of 
the distal Achilles tendon off the bone is com-
mon and can be seen on MRI. A greater than 
50% rupture of the insertion is an indication 
for an FHL tendon transfer.

• Positioning and equipment: Same as above

Expectations: Same as above

25.4  Imaging and Diagnostic 
Studies

X-ray
• Lateral radiographs are helpful to assess for 

any osseous involvement of the calcaneus 
including a tuberosity avulsion fracture with 
possible intra-articular subtalar joint 
involvement.
 – A traumatic history of a fall or direct injury 

would lend the diagnosis to a more severe 
pathology.

• The Haglund’s deformity, a prominent supe-
rior posterolateral calcaneal tuberosity, is 
associated with insertional Achilles tendinosis 
can be seen on plain films views

• Calcinosis may be visible within the substance 
of the Achilles.

• Toyger’s angle can be evaluated by noting the 
posterior skin line at the level of the Achilles 
tendon. An angle less than 150° generally 
indicates a rupture.

• A soft tissue defect or discontinuity of the 
Achilles tendon can often be seen on plain 
film assessment.

MRI
• T2-weighted sagittal views on magnetic reso-

nance imaging are useful for the evolution of 
the size of the defect and its level or rupture 
(insertional, “watershed,” proximal). MRI not 
only has value in  location determination but 
can be used to evaluate quality of the tendon 
or preexisting tendinosis.

• Axial views of the leg can help determine the 
location of the tear as well as confirm more 
questionable injuries as the tendon will begin 
to round with increased signal intensity 
instead of a uniform convex shape at the rup-
ture level. In addition, in “proximal” ruptures, 
one can evaluate the proximity to the myoten-
dinous junction.

Ultrasound
• Can identify areas of disease as hypoechoic or 

darker tissue that correlate with degenerated 
tendon

• Can be useful for the diagnosis of non- 
insertional Achilles tendinopathy
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25.5  Nonoperative Management

25.5.1  Acute Rupture

• Most ruptures can be treated nonoperatively 
and may be desirable to avoid surgical compli-
cations [14].

• Increased re-rupture rates in nonoperatively 
treated patients.

• Limited role in active, athletic, and younger 
patient populations.

• Early functional rehabilitation protocols may 
approach similar outcomes to surgery.

25.5.2  Chronic Rupture

• For patients with a previously misdiagnosed 
rupture or failed nonoperatively managed tears, 
surgical intervention is recommended for 
improved pain and functional outcomes [15].

• Limited role in younger, active patients.

25.5.3  Insertional Achilles Tendinosis

• Nonsteroidal anti-inflammatory medial 
therapy

• Activity Modification (reduce activity that 
places Achilles under increased tension)

• Heel lift
• Orthotic with heel support
• Open back shoe to reduce soft tissue irritation
• Physical therapy – eccentric programs
• Extracorporeal shockwave therapy
• Avoid steroid injection, risk of rupture

25.5.4  Non-insertional Achilles 
Tendinopathy

• Nonsteroidal anti-inflammatory medical 
therapy

• Activity modification (reduce activity that 
places Achilles under increased tension)

• Heel lift or insert
• Topical glyceryl trinitrate
• Eccentric training [14].

25.6  Operating Room Setup

25.6.1  Patient Positioning

• The patient is brought into the operative 
room theater and intubated by our anesthe-
sia colleagues while still on the transfer 
gurney.

• A thigh tourniquet should be applied to the 
operative extremity prior to the conversion 
into the prone position.

• The operative table will have the appropriate 
head, chest, knee, and leg padding prior to the 
conversion. A contralateral sequential com-
pression device is placed.

• Open Achilles ruptures may require a pre- 
scrub prior to standard aseptic preparation 
techniques.

• All appropriate equipment should be present 
with an anterior ankle “bump” applied for 
elevation of the extremity once the aseptic 
preparation is complete.

25.6.2  Instrumentation

Additionally helpful instrumentation

• Gelpi retractor
• Weitlaner Retractor
• Power instrumentation (needed for saw blade 

and drill)
• Nonabsorbable and absorbable suture (pri-

mary or augmentation of repair or tendon 
transfer)

• Bone rasp

25.6.3  Hardware

• Suture anchors
 – Double row: the proximal row would 

consist of single or double loaded, with 
or without loading needles. The distal 
row incorporates the proximal row suture 
with a cross pattern into each individual 
distal anchor held at appropriate 
tension.

25 Achilles Procedures
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• Tendon interference screw (endobutton tech-
nique if needed) for tendon transfer

• Autograft/synthetic graft/amniotic graft

25.7  Operative Technique

25.7.1  Approach

25.7.1.1  Posterior Midline Incision
This incision is placed midline on the AT.  The 
benefit of this incision is that its placement is 
between two angiosomes, described in the litera-
ture [7]. It offers full medial and lateral exposure 
to the posterior superior aspect of calcaneus 
along with good visualization of deep compart-
ment and FHL. Risk of direct friction contact in 
cast/boot is a risk of this incisional locations. 
Generally this incision avoids sural nerve injury 
due to central position.

25.7.1.2  Posterior Medial Incision
This incision is placed generally on the direct 
medial border of the AT or within 1  cm of the 
medial border. This incision avoids direct place-
ment of the incision over a potential frictional 
midline surface. It offers good exposure to the 
posterior superior aspect of calcaneus and good 
visualization of deep compartment and FHL. The 
sural nerve is avoided in this technique due to its 
medial placement.

25.7.1.3  Posterolateral Incision
Least utilized incision of the three. Notable risk 
of sural nerve interference. Can be helpful for 
posterolateral calcaneal exostosis but offers less 
medial exposure if need for FHL transfer

25.7.2  Dissection (General)

• Avoid dissection superficial to the paratenon 
as this can be detrimental to the tenuous blood 
supply present.

• A full-thickness envelope should be main-
tained with sharp dissection to the tendon with 
limited undermining of the medial and lateral 
soft tissue.

• Avoid sural nerve and lesser saphenous injury 
when present in the incisional site.

• Limit the use of superficial retraction until a 
deeper dissection is established.

• A Gelpi retractor is the most useful deep once 
the full tendon is exposed. This can be used 
the entirety of the care.

25.7.3  Techniques

25.7.3.1  Acute Rupture
The patient in a prone position, the extremity is 
exsanguinated and the thigh tourniquet inflated.

A longitudinal incision is made posterior 
medial or midline using a 15 blade with limited 
dissection to the level of the tendon. Incision 
placement should be centered over the defect and 
may extend distally for FHL transfer (see below).

Direct Open Repair
• The proximal and distal aspect of the rupture 

is debrided of the tenuous “mop-end” appear-
ance of the acutely injured tendon.

• FHL fasciotomy is performed prior to repair; 
this allows easier repair of paratenon upon 
wound closure.

• The use of a nonabsorbable suture, preferably 
braided for increased strength, should be 
chosen.

• Starting with the proximal stump, the suture is 
passed in thru the rupture site exiting 
superficially.

• The suture then reenters from either side but 
from deep to superficial and is locked in a 
Krakow style pattern for ~6 throws.

• It is then passed through the tendon to the 
other side and sutured in the same fashion dis-
tally toward the rupture site.

• This is then completed on the distal stump 
with the two end tied at physiologic tension 
with the foot held in 5–10° of plantar 
flexion.
 – Gift Box [16]: using a free needle, each of 

the suture ends at the rupture site is passed 
across rupture and tied (see suture tech-
nique diagram).

• Tendon Defects (2–5 cm)

G. C. Berlet et al.
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 – Strayer gastrocnemius recession can 
improve ability to restore tendon 
continuity.

 – V-Y Advancement
• Requires larger non-cosmetic incision.
• After the initial incision and assessment 

is made, incision is increased to gain 
access to the gastrocnemius aponeurosis 
for a V-Y advancement flap.

• Carrying the incision proximally, one 
must avoid the sural nerve and its com-
municating branches.

• Gap defect measured with knee in 30° 
flexion and ankle in 20° plantar flexion.

• Arms of the V should be at least 1.5 
times the length of the defect.

• Inverted V incision through tendinous 
portion of gastroc-soleus complex.

• Inverted Y is repaired side to side with 
number 2 nonabsorbable suture.

• Patients commonly lose as much as 
30% plantar flexion strength; FHL ten-
don transfer typically still needed for 
push-off strength [15].

• The V-Y advancement is rarely used in 
our practice but as times can be a useful 
tool for difficult primary or revisional 
cases.

• Mini-Open
 – Various systems have been recently devel-

oped for mini or even percutaneous fixation 
methods for the acute Achilles tendon rup-
ture repair.

 – A small linear incision, biased proximally, 
is made over the defect to expose the rup-
ture segment.

 – A locking double locked suture repair is 
made from within the rupture site proxi-
mally, grabbing healthy tendon using a 
nonabsorbable suture.

 – Two suture anchors are then inserted into 
calcaneus at the level of its insertion.

 – Once these are in place, the suture attached 
to each anchor is passed through the tendon 
using various methods and then brought up 
to meet the proximal row repair.

 – This is tied down at good tension.
 – The skin is closed in the standard fashion.

• FHL Tendon Transfer
 – Low threshold to add FHL tendon transfer 

to improve push-off strength, especially if 
direct repair is not obtainable

 – Technique as described for insertional 
tendinosis
• See below.

25.8  Insertional Tendonitis

A longitudinal incision is made posterior medial 
or midline using a 15 blade with limited dissec-
tion to the level of the tendon. After dissection is 
taken down to the tendon Gelpi retractor, placed 
in the deep tissues, is most useful for visualiza-
tion with limited skin injury. This can be used the 
entirety of the care.

• Two common methods for exposing 
tendinosis:
 – A longitudinal split of the AT can be made 

with a sharp blade to expose the distal cal-
caneus and deep compartment. The medial 
and lateral slips of the AT are maintained at 
all times which maintains tension.

 – A “U”-shaped incision can be made ele-
vated and completely detach the AT from 
the calcaneus. This offers a greater operat-
ing field and can adjust Achilles tension 
when repairing tendon to calcaneus.

25.8.1  Direct Insertional Repair

• Palpate and debride diseased tendon with scal-
pel as needed

• Remove Haglund’s deformity – protect wound 
edges from harm and thermal necrosis from 
power tools, especially power rasp.

• Avoid intra-articular STJ penetration as some 
patients have small calcaneal lengths.

• The AT can be secured with a single or double 
row repair with use of suture anchors placed in 
the calcaneus.

• The anchors are secured in a perpendicular 
plane to the tendon based on manufacture 
guidelines and techniques.
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• The nonabsorbable suture is then passed 
through each side of the tendon and tied over-
top of each anchor

• Pass these sutures with enough tendon 
between them to prevent cut out when tying.

• Can run 0 Vicryl to repair longitudinal split.
• Closure: see below.

25.8.2  FHL Tendon Transfer

A FHL tendon transfer can be employed for 
patients with >50% tendon involvement. With 
the Achilles tendon retracted in some fashion, 
dissection down through subcutaneous tissue 
and Bovie crossing vessels in retrocalcaneal 
fat.

• Dissection is carried through the deep fascial 
compartment, and the FHL muscle belly is 
present. DF and PF the hallux for 
confirmation.

• Harvest through same incision as distally as 
possible with the ankle maximally plantar 
flexed to increase excursion and length.

• Use army-navy to protect tibial nerve sharply 
transect with scalpel.

• Whip stitch the tendon with 0 Vicryl or a non-
absorbable suture.

• A guidewire for the interference screw is 
placed central on the superior dorsal aspect of 
the calcaneus, avoiding the STJ.

• Drive the wire out of the bottom of the foot 
(avoid WB surface and plantar fascia 
insertion).

• Drill the hole to the size measured of the FHL 
tendon with the goal size being either the same 
size of the tendon or one size larger. Do not 
drill the plantar cortex.

• Place the cut end of the sutures attached to the 
FHL through the slot in the guidewire. 
Hemostat the sharp end of the wire distally.

• Pull on the wire distally out of the bottom of 
the foot; pull on the sutures to dial in precise 
tendon of FHL.

• Insert interference screw centrally with foot in 
10–15° of PF.

• Run 0 vicryl suture to repair the longitudinal 
split.

• Anchors can be used to secure the AT in a per-
pendicular plane to the tendon based on manu-
facturer’s guidelines and techniques.

• The nonabsorbable suture is then passed 
through each side of the tendon.

• Pass these sutures with enough tendon 
between them to prevent cut out when tying.

• Closure: see below.

Non-insertional Tendinopathy
• A medial or midline incision is made in the 

area of the thickened tendon.
• Dissect the paratenon prior to debridement of 

the degenerated tissue.
• A Gelpi retractor can be used in the deep tis-

sues around the tendon from retraction to 
reduce the use of superficial manual retraction.

• Palpate and debride diseased tendon with a 
fresh 15 blade in an elliptical pattern using a 
central longitudinal approach.

• Avoid a “button hole” in the tendon or iatro-
genic laceration.

• Two skin hooks, one medial and one lateral on 
the tendon, can offer a good field for adequate 
debridement of the diseased tendon.

• If extensive debridement is required, one must 
assess the viability of tendon moving 
forward.

• Conversion to a FHL (as above) may be 
needed for preservation of strength.

• Application of a graft or BMA can be added at 
this time for augmented healing.

• The tendon can be closed with absorbable 
monofilament suture or a non-bulky nonab-
sorbable suture with the knots buried.

• Closure: see below.

Chronic Rupture
• Direct end to end repair are possible for gaps 

<2 cm, plantarflexion should be less than 30 
degrees to achieve apposition of tendon ends; 
often not possible in chronic ruptures.

• Gastroc-soleus recession is helpful to appose 
the torn tendon ends. We tend to avoid V-Y 
advancement because of poor functional 
power and poor cosmesis.

• FHL transfer is generally used for almost all 
cases, especially when direct repair not 
possible.

G. C. Berlet et al.
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 – This is the best chance to restore power and 
function.

• Use the described technique noted previously.
• We do not routinely sew the FHL tendon side 

to side to the Achilles in order to leave each 
individual tendon under its own tension.

Wound Closure
• 3-0 Vicryl to repair paratenon which can be 

done separately from the subcutaneous 
layer.

• 3-0 Vicryl in an interrupted fashion for the 
subcuticular layer.

• 3-0 Silk/Nylon suture for skin in a horizontal 
mattress pattern; avoid staples.

25.9  Postoperative Protocol

Operatively treated Achilles patients are placed 
into an OFAC Group 3 Protocol (Figs.  25.1, 
25.2, 25.3, 25.4, 25.5, 25.6, 25.7, 25.8, and 
25.9).

Fig. 25.1 Sagittal MRI view of the acute ruptured 
Achilles tendon with an approximate 4 cm gap

Fig. 25.2 Intraop view of the rupture Achilles with 
planned V-Y advancement

Fig. 25.3 After proximally gastrocnemius recession with 
distal tension
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Fig. 25.4 Post advancement Fig. 25.5 Posterior medial or paramedial incision for 
insertion or distal achilles disease

Fig. 25.6 (a) Intraoperative dissection with the paratenon of the Achilles exposed overlying a midsubstance degenerated 
 tissue. (b) Correlating MRI axial view with location (increased signal intensity) of the intrasubstance collagen degeneration

a b

G. C. Berlet et al.
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Fig. 25.7 (a) Central incision of the Achilles with elliptical debridement of the symptomatic tissue, picture in (b)

a b

Fig. 25.9 An example of a double row repair for the treatment 
of the chronically pain insertional Achilles tendinosis with  
a Haglund’s deformity. The proximal row has been inserted, 
and the suture has been placed back through the needed and 
tied down. Next, a strand from each of the proximal anchors 
with cross as they are tensioned into the distal row

Fig. 25.8 Final closure repair using braided absorbable 
suture

25 Achilles Procedures
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• They are non-weight-bearing in their initial 
splint for 1 week.

• Then they are placed into a non-weight- 
bearing cast for 3 weeks.

• Weight-bearing in a boot with a heel lift begins 
at 4 weeks.

• Formal physical therapy is initiated at 6 weeks.
• Patients are advanced to full weight-bearing 

without the heel lift by the 8-week mark.
• The boot is then weaned.
• The majority of the recovery is complete by 

12  weeks. Sport-specific training may 
require further conditioning before returning 
to play.
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