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Reconstruction of a
Resected Achilles Tendon
Introduction

As a consequence of, for example, trauma, infection or as in this case huge infiltrations of calcific
CASE STUDY
masses, a significant length of the Achilles tendon could be missing after the necessary surgical
resection. The problem then is to have the surgical means of bridging the gap in the tendon in
order to restore its function. A number of different methods are described.

FHL, FDL or peroneal tendons can be used to bridge the gap, alternatively the gastrocnemius
fascia can be used in different ways. The proximal part of the Achilles tendon can also be advanced using different techniques to fill the defect. In recent years different graft materials have also
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been used.
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