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Key Points: 

• Early diagnosis facilitates a successful outcome 
• Accurate tissue apposition with tension-sparing suture patterns is important 
• Protection of the surgical repair by external skeletal fixation or some form of external 

coaptation is critical to proper healing of the tendonorrhaphy 
• Chronic injuries and degenerative processes are more difficult to successfully resolve 

than acute traumatic injuries 
 
 Disruption of the Achilles tendon mechanism can, in theory, occur at any point along the 
mechanism but, in the majority of cases, the disruption occurs between the musculotendinous 
junction and the tuber calcis.  Regardless of the cause or the exact location of the disruption, the 
dog (or very rarely, cat) presents, depending on severity and chronicity, with a partial to 
nonweight-bearing lameness and flexion of the digits at the distal interphalangeal joint.   
 Radiographs of the affected area may identify calcaneal fractures but are not generally 
helpful otherwise.  Similarly, ultrasonographic examination area generally does not change the 
approach to treatment.  Other, uncommon, injuries to the Achilles tendon, such as luxation of the 
superficial digital flexor tendon can usually be identified by physical examination methods. 
 The treatment of Achilles tendon disruption is facilitated by classifying the injury into acute 
traumatic and chronic degenerative categories.  Acute traumatic injuries can be further 
subdivided into immediate and delayed presentations.  Injuries associated with open wounds are 
managed on a semi-emergent to urgent basis.  The principles of wound management: 
conservative sharp debridement, pressure irrigation, and calcium alginate/enzymatic debridement 
agents, are used as dictated by the nature of the open wound.   
 Definitive repair of the tendon disruption begins with a lateral incision, parallel to the 
palpable defect or swelling in the tendon.  In acute injuries, the components of the tendon are 
generally easily seen but meticulous dissection and hemostasis may be required to identify the 
tendon when fibroplasia is present in a chronic wound.  It is important to identify tendon (versus 
scar tissue) whenever possible to accurately appose native tissues, i.e., tendon, not scar tissue, 
and thereby avoid gap formation and a repair of inferior strength that is unable to handle the 
loads that are placed on the Achilles tendon.  The tendon is approximated with appropriately 
sized monofilament suture in a three loop pulley pattern.  Suture materials with excessive 
elasticity (polybutester) should be avoided.  Tenuous repairs, voids in the tendon, or repairs with 
excessive tension may be augmented with a variety of biomaterials, fascia lata graft, or a 
semitendinosus flap.  The incision is closed in layers and the repair protected from excessive 
strain by either a transarticular external skeletal fixator or a cast.  Both techniques have their 
advantages and disadvantages; an ESF is typically preferred.  Custom adjustable-hinge orthotics 
may offer an advantage in cases where the injury allows sufficient time to procure the appliance, 
i.e., chronic injuries or degenerative processes. The repair is rigidly immobilized for 6-8 weeks 
followed by progressive staged destabilization as the healing tendon remodels.  Aggressive 
physical therapy and proper patient selection may allow a shorter period of rigid stabilization. 
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