


PARS Case Examples:
Isolated Anomaly?













“Hope” becomes REALITY







Achilles Repair
Where to go from here

***Opinion Statement***
l Standard open treatment WILL fall out of favor due 

to unnecessary high complication risk that doesn’t 
outweigh improvements in return to function 
compared to non-op functional rehab in general 
patient population

l Willits et al, Soroceanu et al



Achilles Repair
Where to go from here

***Opinion Statement***
l Mini-open treatment WILL become standard operative 

treatment
l Already demonstrating improvements in function over standard open
l SIGNIFICANTLY less operative-associated risks COMBINED with 

decreased risk of re-rupture compared with non-op treatments
l Ability to regain/redefine muscle-tendon unit RELIABLY compared 

with non-op functional rehab
l Soft tissue techniques I will discuss can facilitate later presentation 

cases to avoid full open dissection and associated risks
l Consideration of proximal PARS – distal SpeedBridge combo

l Minimize risk of suture knot irritation/sterile abscess



Achilles Repair
Technique Pearls



Achilles Repair
Technique Pearls

l Wound Closure
l Meticulous paratenon closure 2-0 vicryl
l Some advocate deep release (small) of paratenon/FHL 

fascia as a vent for swelling
l As incision in natural skin lines, skin sutures not 

necessary
l Deep dermal suture (3-0 vicryl or running monocryl)
l Skin glue (DermaBond, Skin Affix) OR steri-strips



l Soft tissue management paramount
l Well padded, plantar flexed splint for 7-10 days with elevation
l Passive motion with DF to neutral at 10-14 days

l No focused DF stretching for 4 months
l PWB at 3 weeks in boot with wedges
l FWB at 5-6 weeks in boot
l Progressive wean boot to shoe ~8-10 weeks
l Running activity at 12 weeks (Alter-G/pool)
l Begin on field/court running at 4 mo

Achilles Repair
Post-Op Protocol





Achilles Rupture
Conclusions

• Operative treatment remains mainstay for Achilles rupture in 
athletes (for now) and active patients

• GOALS:
• Recreate tension of the muscle-tendon unit = POWER
• MINIMIZE soft tissue disruption to MAXIMIZE native healing

• Mini-open repair demonstrating success in professional and 
recreational athletes alike

• Further study needed 
• Non-operative functional rehab vs mini-open techniques



Insertional Achilles Pathology
Background

l Chronic tendinosis vs Acute Rupture
l +/- Active Tendinitis/Paratendinitis
l Haglund’s Deformity
l +/- Calcific changes to tendon



Insertional Achilles
Treatment
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l Conservative modalities
l PT for flexibility, PM splint
l Oral/Topical NSAIDs
l Shoewear modifications
l Ionotophoresis

l Transcutaneous/Percutaneous
l Shockwave
l Tenex



Insertional Achilles
Treatment

l Operative
l Central midline split

l Complete access
l Med/Lateral, FHL, etc. 

l Haglund decompression/excision
l Calcific/tendinosis debridment
l FHL transfer

l Calder J, Saxby T – FAI 2003 Feb
l If > 50% tendon debridement/compromise
l Comorbidities

l Diabetes, Renal disease, RA, etc



Insertional Achilles
Treatment

l Operative
l SpeedBridge Repair

l Double Row
l Biomechanically superior WITH TAPES

l Proximal row
l Utilize free fiberwire limbs

l Initial tension/tie down 
l Proximal split re-approximation
l “Trailer safety chain” backup

l Distal row
l Can utilize free fiberwire for “dog ear”

l Rarely necessary



Insertional Achilles
Treatment

l Post Op Rehab
l Soft tissue management paramount

l Well padded, plantar flexed splint for 7-10 days with 
elevation

l Passive motion with DF to neutral at 10-14 days
l PWB at 3 weeks in boot with wedges
l FWB at 5-6 weeks in boot
l Progressive wean boot to shoe ~8 weeks 



l FAI - April 2006
l 22 pts
l Avg f/u 34 months
l AOFAS hindfoot score, shoewear comfort, RTW evaluated

l Improved pain, functional, HF score (p < 0.001)
l Age older/younger than 50 – NO effect
l Proposed post-op 

l 3 weeks NWB, 3 weeks PWB



Insertional Achilles
Why Does it Matter in the Athlete?

l Anderson et al (unpublished)
l Achilles rupture 2/2 insertional disease
l 14 pro athletes (9 NFL) from 2001-14
l All w/ distal sleeve avulsion (2 small bony component)
l 10/11 with insertional symptoms > 9 months

l 1 w/ symptoms for 5 months
l No steroid injections

l Avg age 27.9 yrs
l Surgical repair to bone (suture anchors); 1 FHL transfer
l All RTP @ avg of 13.4 months

l Approximately 2.5x that of elective debridement/repair w/o rupture



Insertional Achilles
Treatment

l Why Achilles SpeedBridge
l Midline split gives me access to all pathology
l Stronger, KNOTLESS distal construct

l Early rehab and weightbearing
l Less risk of post-op soft tissue irritation
l Future – SUTURE TAPE



Chronic Achilles Pathology 
Cases


