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Patient Demographics & 

Comorbidities

Number of patients 20 with follow-up

 > than one year

Mean age (year) 51.6

Sex (male:female) 8:12

Comorbidities, n (%)

Hypertension 9 (45)

Diabetes Mellitus 3 (15)

Tobacco Use 1 (5)

VAS, Time to Weight Bearing & 

Complications

Mean Initial VAS 5.1

Mean Final VAS 1.75

Mean Time to 

Weightbearing (weeks)
4.25

Mean Follow-up Interval 

(months) 
36

Complications, n (%)

Delayed wound healing 2 (10)

Surgical wound 

debridement
1 (5)A retrospective review was performed with an initial 

total of 42 patients with IAT who underwent surgical 

treatment consisting of partial detachment (50-75%) of 

the Achilles tendon, excision of retrocalcaneal 

exostosis, debridement and repair of Achilles tendon 

with augmentation of the repair with ADM. A final total 

of 20 patients were available for follow up by phone 

beyond 12 months and were included in this series.  

Mean follow up period of 36 months. 

Primary outcomes assessed included:

• Time to weight bearing. 

• Visual analog scale scores at baseline and final 

follow-up. 

• Major and minor complications. 

The effect of comorbidities including diabetes mellitus, 

hypertension and tobacco usage were reviewed.

The aim of this study was to evaluate the long-term 

outcomes of patients who underwent surgical 

treatment for Insertional Achilles Tendinopathy (IAT) in 

which an acellular dermal allograft matrix (ADM) was 

utilized to augment the surgical procedure, and no 

suture anchors were utilized.   

Generally, a detachment greater than 50% has required single or double row suture anchor repair5. Various graft 

materials have been used to augment the repair of the Achilles tendon. ADM allografts avoid the complexity and 

morbidity associated with autograft and provide mechanical support to the tendon in the healing process6. Additionally, 

ADM allografts promote angiogenesis in vivo7. 

The results demonstrate that the use of ADM in the surgical treatment of IAT appears to allow a time to weightbearing 

that is comparable to and in some cases sooner than surgical treatments that utilize suture anchors to reattach the 

Achilles tendon with no observed increase in postoperative complications. The reason for this is likely multifactorial and 

could include the ADM’s role in stimulating angiogenesis and decreasing fibrous deposition at the Achilles tendon and 

calcaneus interface.

There were no postoperative infections or reactions to the graft tissue observed. There were two instances of delayed 

wound healing with one patient requiring surgical wound debridement. There were no postoperative Achilles tendon 

ruptures. The average time to weight bearing was 4.25 weeks and the average VAS score improved from 5.1 to 1.75 at 

final follow up. In conclusion, this protocol for surgical treatment of Insertional Achilles Tendinopathy with the use of ADM 

resulted in promising outcomes with earlier time to weightbearing while eliminating the need for supplemental fixation 

products. 

• Mean time to weight bearing was 4.25 weeks. 

• The VAS scores for these 20 patients 

improved from a mean of 5.1 to a mean of 

1.75

• No patients had postoperative infection.

• Two (10%) patients had delayed wound 

healing with one patient (5%) requiring 

surgical wound debridement. 

• No postoperative Achilles tendon ruptures 

occurred.
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Insertional Achilles Tendinopathy (IAT) presents as tendon pain and swelling at the distal aspect 

of the Achilles tendon at its insertion to the calcaneus1. This pathology commonly affects 

runners and athletes as well as patients with hypertension, diabetes mellitus, and obesity2,3. 

These comorbidities are associated with acute ruptures and decreased healing potential3. 

IAT is marked by the presence of degenerative changes within the tendon at the calcaneal 

insertion.1 This degenerative process is associated with a loss of parallel collagen fiber 

orientation.

Historically, surgical treatment consists of partial or total detachments of the Achilles tendon, 

debridement and repair of the Achilles tendon, excision of the retrocalcaneal exostosis and 

reattachment of the tendon with use of suture anchors.

Figure 2.  Interposition of 
the ADM anterior to the 
Achilles tendon.

Figure 1. Lateral incision 
placement and reflection of 
the lateral Achilles tendon 
attachment.  

Any intratendinous calcifications and 

degenerative tissues were debrided. Any 

longitudinal tears were repaired with 0 braided 

absorbable suture. A 2 cm x 3 cm ADM 

allograft was then interposed between the 

Achilles tendon and the calcaneus and sutured 

in place with 0 braided absorbable suture. 

The lateral investment of the Achilles was then 

sutured to the medial aspect of the raised full 

thickness flap with 0 braided absorbable 

suture. Closure of the subcutaneous tissue and 

skin was then performed. A negative Thompson 

test was noted at the completion of all 

procedures. 

Patients were placed in a posterior splint in 

gravity equinus for 2 weeks of non-

weightbearing followed by 2 additional weeks 

of non-weightbearing in a short leg cast. 

At an average of 4.25 weeks post-operative, 

they were then transitioned to a removable 

cast boot with a heel wedge and allowed full 

weightbearing as tolerated. The patients then 

began a physical therapy regimen and 

transitioned to regular shoe gear at 6 weeks as 

tolerated. 

PROCEDURE

All 20 patients underwent surgical treatment consisting 

of partial detachment (50-75%) of the Achilles tendon, 

excision of retrocalcaneal exostosis, debridement and 

repair of Achilles tendon with augmentation using 

human acellular dermal matrix allograft. 

A lateral linear incision approach was utilized. All 

procedures were performed by a single surgeon (VR*). 

Once identified and exposed, approximately 50-75% 

of the Achilles was detached from the posterior 

calcaneus. 

Figure 3.  
Postoperative 

Weightbearing X-Ray
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