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rates and functional outcomes, it 
is important to highlight the risks 
associated with AT repair that can 
be altogether avoided with conser-
vative treatment. Complications 
other than rerupture are common 
and include wound infection, scar 
adhesion, and sural nerve injuries. 
Recent RCTs have found surgical 
complication rates ranging from 
16 percent to 21 percent, while an 
older meta-analysis documented 
complication rates as high as 
34.1 percent. 

Infection rates in these trials 
and meta-analyses have ranged 
from 4.0 percent to 12 percent, 
although a large national epide-
miologic study involving 7,625 
patients treated between 2007 and 
2011 recently found the infection 
rate to be lower, at 2.3 percent. 
When all complications are con-
sidered together, one meta-analysis 
found that surgery was associated 
with an absolute risk increase of 
15.8 percent compared to nonsur-
gical treatment. Finally, although 
evidence exists to suggest that 
percutaneous procedures reduce 
complication rates, these rates still 
remain higher than those for non-
surgical treatment.

During the early 2000s, lim-
ited evidence supported the role 
of nonsurgical management for 
AT ruptures. Two meta-analyses 
published during that time found 
rerupture rates of 12.6 percent 
and 13 percent in nonsurgically 
treated patients, compared with 
3.5 percent and 3.1 percent in sur-
gically managed patients. However, 
two comparative investigations 
of functional rehabilitation versus 
immobilization cited a 2.4 percent 
rerupture rate in patients treated in 
a functional brace. Although this 
did not prove superiority or equiv-
alence of functional rehabilitation 
to surgery, it was an early predictor 
for the shift in management. 

A number of studies have since 
highlighted the fundamental role 
of functional rehabilitation for 
AT rupture management. The full 
breadth of these protocols is be-
yond the scope of this article and 
varies significantly, but they usually 
involve early loading of the tendon 
through range of motion, weight 
bearing, or both. Comparative 
studies have proven this to be ben-
eficial to cast immobilization alone 
as a primary treatment option, as 
well as postoperatively in prevent-
ing rerupture.

The single largest investigation of 
functional rehabilitation reported 
a rerupture rate of 2.9 percent in 
945 consecutive patients. How-
ever, the most significant evidence 

for success stems from RCTs that 
show equivalent rerupture rates 
compared to surgery. For example, 
a 2008 study found no signifi-
cant difference in rerupture rates 
(7.1 percent and 12.2 percent, re-
spectively, in surgical and nonsur-
gical groups, P = 0.44). Similarly, 
a 2010 multicenter, randomized 
trial demonstrated rerupture rates 
of 2.8 percent and 4.2 percent, 
respectively, for surgical and non-
surgical treatment arms (P > 0.05). 
These data have also been support-
ed by a recent meta-analysis that 
found an insignificant absolute risk 
difference for rates of rerupture 
between functional rehabilitation 
and surgery, compared to an abso-
lute risk reduction of 8.8 percent 
if a nonfunctional rehabilitation 
protocol was utilized. 

Given the data illustrating equiv-
alent rerupture rates regardless of 

treatment method, the focus of the 
debate has shifted to functional 
outcome measurements, such as 
tendon strength, return to sports 
and activities, and quality of life. 
Data provided from RCTs in this 
regard are diverse because each 
RCT each investigated different 
outcomes. 

For instance, one study found 
no difference between surgery and 
functional rehabilitation in return 
to physical activities, quality of life, 
concentric power, eccentric power, 
heel-rise repetition, heel-rise height, 
and heel-rise work; however, the 
authors did note superiority of sur-
gical management in hopping and 
the drop counter-movement jump 
at 12 months. The significance of 
this finding with respect to the ac-
tual functional benefit to patients 
is questionable, leading the authors 
to state “there is no conclusive 

evidence that this treatment (sur-
gery) was superior to nonsurgical 
treatment with immediate weight 
bearing in a brace when comparing 
functional results.” 

The previously cited 2010 ran-
domized trial also found no clini-
cally important differences in range 
of motion, calf circumference, 
or Leppilahti score. In regard to 
strength, the affected limb in both 
groups was able to achieve at least 
80 percent plantar flexion strength 
and 100 percent dorsiflexion 
strength compared to the uninjured 
contralateral limb, with a small 
but significant difference in plantar 
flexion strength favoring surgically 
repaired tendons. This difference 
was of unknown significance, 
leading authors to conclude that 
they found no clinically important 

TABLE 1:  THE DIAGNOSIS AND TREATMENT OF ACUTE ACHILLES TENDON RUPTURE  
CLINICAL PRACTICE GUIDELINE SUMMARY OF RECOMMENDATIONS

Recommendation Strength of  
recommendation

1.  In the absence of reliable evidence, it is the opinion of this work group that a detailed Consensus* 
history and physical exam be performed. The physical examination should include two or 
more of the following tests to establish the diagnosis of acute Achilles tendon rupture: 

• Clinical Thompson test (Simmonds [calf ] squeeze test) 
• Decreased ankle plantar flexion strength 
• Presence of a palpable gap (defect, loss of contour) 
• Increased passive ankle dorsiflexion with gentle manipulation 

2.  We are unable to recommend for or against the routine use of magnetic resonance imaging (MRI), ultrasound Inconclusive 
(ultrasonography), and radiograph (roentgenograms, X-rays) to confirm the diagnosis of acute Achilles tendon rupture. 

3.  Nonoperative treatment is an option for all patients with acute Achilles tendon rupture. Weak

4.  For patients treated nonoperatively, we are unable to recommend for or against the use of Inconclusive 
immediate functional bracing for patients with acute Achilles tendon rupture. 

5. Operative treatment is an option in patients with acute Achilles tendon rupture. Weak

6.  In the absence of reliable evidence, it is the opinion of the work group that although operative Consensus 
treatment is an option, it should be approached more cautiously in patients with diabetes, 
neuropathy, immunocompromised states, age above 65, tobacco use, sedentary lifestyle, 
obesity (BMI >30), peripheral vascular disease, or local/systemic dermatologic disorders. 

7.  For patients who will be treated operatively for an acute Achilles tendon rupture, we are Inconclusive 
unable to recommend for or against preoperative immobilization or restricted weight bearing. 

8.  Open, limited open, and percutaneous techniques are options for treating patients with Weak 
acute Achilles tendon rupture. 

9.  We cannot recommend for or against the use of allograft, autograft, xenograft, synthetic Inconclusive 
tissue, or biologic adjuncts in all acute Achilles tendon ruptures that are treated operatively. 

10.  We cannot recommend for or against the use of antithrombotic treatment for patients with Inconclusive 
acute Achilles tendon ruptures. 

11.  We suggest early (≤ 2 weeks) postoperative protected weight bearing for patients with Moderate 
acute Achilles tendon rupture who have been treated operatively. 

12.  We suggest the use of a protective device that allows mobilization by 2-4 weeks postoperatively. Moderate

13.  We are unable to recommend for or against postoperative physiotherapy for patients with Inconclusive 
acute Achilles tendon rupture. 

14.  In all patients with acute Achilles tendon rupture, irrespective of treatment type, we are Inconclusive 
unable to recommend a specific time at which patients can return to activities of daily living. 

15.  In patients who participate in sports it is an option to return them to sports within Weak 
3-6 months after operative treatment for acute Achilles tendon rupture. 

16.  In patients with acute Achilles tendon rupture treated nonoperatively, we are unable to Inconclusive 
recommend a specific time at which patients can return to athletic activity. 

Note: This summary does not contain rationales that explain how and why these recommendations were developed nor does it contain the evidence supporting these recom-
mendations. All readers of this summary are strongly urged to consult the full guideline and evidence report for this information. We are confident that those who read the full 
guideline and evidence report will also see that the recommendations were developed using systematic evidence-based processes designed to combat bias, enhance transpar-
ency, and promote reproducibility. This summary of recommendations is not intended to stand alone. Treatment decisions should be made in light of all circumstances presented 
by the patient. Treatments and procedures applicable to the individual patient rely on mutual communication between patient, physician, and other healthcare practitioners. 
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