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Neglected complete bilateral Achilles tendon rupture.

Clinical case presentation, treatment and follow-up
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Summary. Background and aim of the work: subcutaneous Achilles tendon lesions are common degenerative
tendon tears, often related to sport activities, multiple pharmacotherapies and internal medical
comorbidities. Neglect an Achilles tendon lesion can affect walk ability, while neglect a bilateral lesion
could really lead to a serious limitation of self-sufficiency in daily living. We report a case of chronic
bilateral Achilles tendon lesion successful treated with LARS augmentation, along with some clinical
considerations concerning the clinical outcome. Mezhods: we report a case of a chronic bilateral Achilles
tendon lesion in an elderly man with multiple comorbidities, successful treated with LARS reconstruction,
along with some considerations concerning possible intraoperative issues and the clinical outcome. Results:
good functional result was obtained as documented with pre and postoperative American Orthopedic Foot
And Ankle Society Scale and the “Foot And Ankle Disability Index”, without complications. Conclusions:
a bilateral Achilles tendon rupture is a very disabling pathology, that needs prompt diagnosis and treatment
to prevent further complications. LARS reconstruction could be an effective method in selected patients to
avoid some intraoperative issues related to patient comorbidities and ability to follow complex postoperative

rehabilitation protocols. (www.actabiomedica.it)
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Background and aim of the work

Achilles tendon rupture is increasing in time in
younger and older patients and is mostly related to sport
activities, chronic corticosteroids and fluoroquinolones
therapy and internal medicine comorbidities (1, 2). Typi-
cally, this is a pathology more frequent in males between
the third and fifth decade of life, with acute injuries oc-
curring in younger patients (3). Diagnosis of Achilles
tendon rupture is mostly clinical, consisting in finding a
palpable gap in the Achilles tendon region and a positive
Thompson test (4) related to the specific medical history;
whereas in doubtful cases and to confirm the diagnosis

ultrasonography or MRI should be performed (5).

A bilateral Achilles tendon rupture is a very disa-
bling pathology, that needs prompt diagnosis and treat-
ment, to ensure a fast and complete recovery to the pa-
tient (6).

In literature there are few descriptions of bilateral
simultaneous Achilles tendon ruptures and neglected
Achilles tendon rupture that can cause some problems to
the patient and the surgeon in terms of a full functional
recovery and surgical options (7,8); but it’s hard to find
cases with both the conditions combined (9).

Various techniques are described for reconstructing
chronic Achilles tendon lesions with autologous grafts
and plasty, but these are not free of complications and
often require a wide surgical exposure (10-13).
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Materials and Methods

In June 2015 a 76 year old man came to our service
(where at that time most of the authors were working)
bringing a MRI of both legs, done few days earlier, show-
ing a complete bilateral Achilles tendon rupture with
large areas of tendinosis and a tendinous gap of 5 cm in
the right and 4 cm in the left one.

The patient was able to walk independently, al-
though with the help of two crutches and limping. Walk-
ing was achieved with flat foot step bilaterally and in
absence of the push-off phase. The physical examination
revealed a bilateral hypotrophy of the triceps surae mus-
cles, a positive Thompson and Matles test and a palpable
gap proximal to the distal insertion of the Achilles ten-
don bilaterally (Figure 1). In the same consult the patient
revealed that the beginning of symptoms dated back in
February of the same year, after feeling a strong pain in
the right Achilles region, in the context of an accidental
fall. Within a few days, he felt the same pain in the left
Achilles region while walking up the stairs, consequently
needing two crutches to walk.

The bilateral Achilles tendon lesions, related to
those episodes, were misunderstood with simple an-
kle sprains by his primary care physician, and so treat-
ed with anti-inflammatory drugs, ice and ankle braces.
Following failure to resolve symptoms the patient under-
went to a specialist examination with a neurologist, which
resulted negative.

Four months after the injury, persisting the gait
abnormality, was prescribed a MRI of booth legs and

the patient was addressed to our service, allowing

Figure 1. Clinical presentation and patient position on the op-
erating table

us to diagnose the bilateral Achilles tendon rupture.
The patient clinical history revealed a chronic atrial fibril-
lation treated with oral anticoagulants, an ascending aorta
ectasia, a previous spontaneous pneumothorax, HCV in
treatment with interferon, a hiatal hernia, a low grade of
kidney failure, a BPH and a rheumatic polymyalgia in
treatment with corticosteroids (Smg prednisone 1 pill per
day) for more than 15 years.

In July 2015 in our service a bilateral surgical recon-
struction of the Achilles tendon with implantation of one
LARS per side was performed, with a one day hospitali-
zation.

Intraoperatively (Figure 2) we found a tendinous
gap as described in the MRI (5 cm in the right Achil-
les tendon and 4 cm in the left one), in presence of fatty
degeneration of both tendon stumps, also beginning to
involve the belly muscles of the triceps surae, conditions
that could make dangerous the use of tendon plasty or
transfers, thus necessitating the use of distal transosseus
tunnels and interference screws in the calcaneus and prox-
imal transfascial suture of the synthetic ligament (Figure
3). Postoperatively bilateral below knee plaster cast were
made with the ankle in neutral position, allowing pro-

Figure 2. Intraoperative view: remnants of ruptured native ten-
don
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tected weight bearing with a walker for four weeks. At
thirty days postoperatively we removed the plaster casts,
allowing passive and active mobilization of the ankles to
gain range of motion and muscles strengthening with
protected weight bearing for thirty days more. At 60 days
postoperatively the walker was substituted with crutches
allowing complete weight bearing.

Results

We made serial evaluations of disability according to
the American Orthopedic Foot And Ankle Society Scale

(AOFAS) and the “Foot And Ankle Disability Index”
(FADI), preoperatively and postoperatively, listed below:

AQFAS preoperatively: 43%
AOFAS at 3 months: 50%
AOFAS at 6 months: 85%
AOFAS at 9 months: 87%
AOFAS at 12 months: 92%

FADI preoperatively: 23,1
FADI at 3 months: 40
FADI at 6 months: 63,7
FADI at 9 months: 71,2
FADI at 12 months: 85,6

We also prescribed a control MRI at 8 months post-
operatively showing apparently good LARS integration
(Figure 4).

Twelve months after the procedure, the patient
gained a good autonomy level in walking and in daily life
activities, being satisfied about the functional recovery
and the surgery outcome (Figure 5).

Interestingly however, persisted a subjective feel-
ing of gait instability, referred by the patient as a sen-
sation of “walking in the dark”, or “blinded”, espe-
cially on uneven grounds, needing a walking stick
not to weight bear rather as a way to feel the ground.
To investigate this disequilibrium we prescribed a new
neurologic consult and a head CT, to rule out central or
peripheral nervous degenerative disorders, obtaining a

Figure 3. Lars implantation: transosseus tunnel and transfascial
proximal suture

Figure 4. Two sagittal postoperative MRI view showing LARS
integration in the calcaneus tunnel and fatty degeneration of
calf muscles

Figure 5. Postoperative active standing on forefoot
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negative result.

Analyzing this condition, and starting from the
knowledge that an Achilles tendon rupture produces a
deficit in ankle proprioception (14) the most likely hy-
pothesis was that we were in presence of a quite complete
loss of proprioception previously conveyed by the Achil-
les tendons, now substituted by the synthetic ligaments.

In relation to this hypothesis therefore, we pre-
scribed an intensive program of proprioceptive exercises,
partially improving the symptoms.

Discussion and conclusions

The bilateral simultaneous Achilles tendon recon-
struction with LARS allowed us to restore an anatomi-
cal entity by then degenerated, with a very short surgical
time, avoiding large surgical dissection of soft tissues to
harvest autologous tendons and complications related to
surgical wounds healing, ensuring a hight primary weight
bearing resistance (15,16).

All of these factors surely contributed to a good re-
covery, in a short time related to the pathology and the
little patient ability to follow complex postoperative re-
habilitation protocols, with a hight level of patient and
surgeon satisfaction, avoiding dangerous postoperative
complications.

LARS reconstruction could be an effective method
in selected patients to avoid some intraoperative issues re-
lated to patient comorbidities and ability to follow com-
plex postoperative rehabilitation protocols.

Anyway further studies should investigate the rela-
tionship between the use of synthetic ligaments in chron-
ic Achilles tendon reconstruction and their influence on
ankle proprioception.
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