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Achilles tendon ruptures—a review for primary care

T he Achilles tendon is the most 
commonly ruptured tendon 
and the incidence is increas-

ing.1-3 Unfortunately, 20% to 25% 
of acute Achilles tendon ruptures are 
misdiagnosed initially.1,4 Diagnosis is 
based on history and physical exami-
nation. Use of MRI or ultrasound is 
not indicated unless there are equivo-
cal physical exam findings. 

Common mechanisms include 
pushing off with the weight-bearing 
foot while extending the knee; a sud-
den, unexpected dorsiflexion of the 
ankle; or violent ankle dorsiflexion of 
a plantar flexed foot.1 Patients often 
describe feeling as if they were kicked 
in the back of the ankle. Some will 
have minimal discomfort and may be 
weight-bearing. They may describe 
a “pop” at the time of injury. Fluoro-
quinolone or steroid use, diabetes, or 
chronic renal failure can increase the 
risk of rupture but make small contri-
butions to overall incidence.5,6

The Thompson test is considered 
to be the most accurate—it is positive 
in 96% to 100% of acute ruptures.7-9 
Other physical findings include a pal-
pable tendon gap, tenderness, and 
possibly swelling/bruising depending 
on injury acuity. In the prone position 
with the patient’s feet off the examin-
ing table, the injured foot will hang 
in more dorsiflexion than the contra-
lateral foot. The patient may be able 
to plantarflex and the Thompson test 
may result in some movement, but 
in both cases the injured side will be 
weaker and decreased compared with 
the uninjured side. This is due to other 
musculotendinous structures that pass 
the ankle posteriorly.

Treatment
Treatment of Achilles tendon rup-
tures is currently undergoing transi-
tion. Traditional treatment involves 
12 weeks of immobilization. If treat-
ed surgically, the tendon is repaired 
and the foot immobilized in equinus. 
Immobilization could be splinting 
followed by casting at 2 weeks, or, 
more recently, a cast boot with heel 
wedges. If treated conservatively, the 
foot is immobilized in equinus. Both 
approaches are non-weight-bearing  
and the foot is incrementally brought 
up to a neutral position over approxi-
mately 6 weeks by recasting or remov-
ing the heel. The second 6 weeks have 
the foot immobilized at 90 degrees. 
Some surgeons may opt to allow pro-
tected weight-bearing at this point. If 
the injury is identified and treatment 
started within 14 days, the primary 
difference between the options is 
higher re-rupture rates with conser-
vative management (meta-analyses 
found this to be approximately 3%  
vs 13%)10,11 vs the risks of surgery. 
Some surgeons believe surgical repair 
has better functional outcomes, but 
this has not been conclusively dem-
onstrated. 

A multicentre study in 2010 using 
an accelerated functional rehabilita-
tion protocol changed the landscape.3 
It found no clinically significant dif-
ferences in outcome or re-rupture 
rates. This protocol involved limited 
immobilization with early motion. 
The original protocol (see Table ) 3 
has since been slightly modified by 
various surgeons. This approach is 
currently used by a significant number 
of orthopaedic surgeons in BC. Other 
studies have validated the results of 
this approach.12-15 There may be an 
advantage of earlier return to work 
with surgical intervention.12 Surgical 
treatment remains the primary option 

for patients in whom treatment is 
begun more than 14 days after injury.

Acute Achilles ruptures are most 
common in male weekend warriors. 
Diagnosis is made with history and 
physical examination. Treatment 
can be conservative or surgical, with 
accelerated function rehabilitation 
offering conservative management 
the advantages of surgery without the 
risks. The conservative approach can 
be used only if treatment is initiated 
within 14 days of injury. A patient 
diagnosed with acute Achilles rup-
ture should be immediately made 
non-weight-bearing, immobilized 
in equinus, and referred to the local 
orthopaedic surgeon on call. This 
will allow all treatment options to be 
available to the patient and treating 
surgeon. 

—Derek Smith, MD, FRCSC
WorkSafeBC Orthopaedic 

Specialist Advisor
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Time frame Activity

0–2 weeks Posterior slab/splint; non-weight-bearing with crutches: immediate post-op in surgical group, after injury in non-op group

2–4 weeks Aircast walking boot with 2-cm heel lift*†

Protected weight-bearing with crutches
Active plantar flexion and dorsiflexion to neutral, inversion/eversion below neutral
Modalities to control swelling
Incision mobilization modalities‡
Knee/hip exercises with no ankle involvement (e.g., leg lifts from sitting, prone, or side-lying position)
Non-weight-bearing fitness/cardiovascular exercises (e.g., bicycling with one leg, deep-water running)
Hydrotherapy (within motion and weight-bearing limitations)

4–6 weeks Weight-bearing as tolerated*†

Continue 2–4 week protocol

6–8 weeks Remove heel lift
Weight-bearing as tolerated*†

Dorsiflexion stretching, slowly
Graduated resistance exercises (open and closed kinetic chain as well as functional activities) 
Proprioceptive and gait retraining
Modalities including ice, heat, and ultrasound, as indicated
Incision mobilization‡

Fitness/cardiovascular exercises to include weight-bearing as tolerated (e.g., bicycling, elliptical machine, walking or 
running on treadmill, stair climber)

Hydrotherapy

8–12 weeks Wean off boot
Return to crutches or cane as necessary and gradually wean off
Continue to progress range of motion, strength, proprioception

>12 weeks Continue to progress range of motion, strength, proprioception
Retrain strength, power, endurance
Increase dynamic weight-bearing exercise, include plyometric training
Sport-specific retraining

* Patients were required to wear the boot while sleeping. 

†  Patients could remove the boot for bathing and dressing but were required to adhere to the weight-bearing restrictions according to the rehabilitation 
protocol. 

‡  If, in the opinion of the physical therapist, scar mobilization was indicated (i.e., the scar was tight or not moving well), the physical therapist would 
attempt to mobilize using friction, ultrasound, or stretching (if appropriate). In many cases, heat was applied before beginning mobilization techniques.

Table. Achilles tendon rupture rehabilitation protocol.


