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Abstract: Haglund’s deformity is a common cause of hindfoot pain in adults and functional disability. Conservative 

treatment is effective often. Surgery is required only in intractable cases. Many surgical treatments in a Haglund deformity 

have been described. After resect and debridement, an anchor suture may use to reattach Achille’s tendon. This study aims to 

show the place of the suture anchor to improve the reinsertion of the Achilles tendon in an insertional Achilles tendinitis and 

Haglund’s deformity. We report a 54-year-old male complains of 2 years of chronic right heel pain while strength training. A 

focused exam of the left ankle showed a bump on the posterior heel with inflammation to the anterior and posterior Achilles 

tendon. A lateral X-ray and CT scan of the left ankle showed a bone spur and intratendinous calcification of the Achilles 

tendon with the Philip – Fowler angle at 87°. The Bohler’s ankle was at 27°. After the failure of at least 6 months of 

conservative treatment, surgical management was indicated. It has consisted of a midline incision. Bursectomy and, resection 

of the posterosuperior tuberosity of the calcaneus was performed. Then, debridement of necrotic tissue and calcifications in the 

tendon and any posterior osteophytes were carried out. The tendon had been reinserted at its central part with single-row 

anchor. The lower leg was immobilized in 20° plantar flexion, this was switched to a walking boot with adjustable plantar 

flexion. Partial support was allowed at the 6th postoperative week. Full rehabilitation was prescribed after the removal of the 

cast. At 2-year follow-up, the patient is very satisfied and had no pain when standing on the toes of the operated leg. 

Dorsiflexion was symmetric. The effective return to full-sport activities was at 6 months at the same level. 
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1. Introduction 

Haglund’s deformity is an enlargement of the 

posterosuperior prominence of the calcaneus, which is 

frequently associated with insertional Achilles tendinitis [1, 

2]. It’s a common aetiology of hindfoot pain in adults and 

functional impairment. it’s often bilateral and occurs in 

middle-aged and elderly patients, females are more 

concerned than males. Conservative treatment is effective 

usually by stretching exercises, physiotherapy, orthosis, local 

corticosteroid injection, and anti-inflammatory drugs [3]. 

Surgery is necessary only in refractory cases [4]. Many 

surgical treatments for refractory Haglund deformities have 

been explored by open surgery or endoscopy, consisting of 

debridement, calcaneal osteotomy, local reinforcement with 

an autograft or tendon detachment and reattachment [5–9]. 

When > 50% of Achilles tendon insertion should be removed 

during careful debridement, reimplantation is necessary to 

use transfer tendons or sutures anchor repair [1, 10–13]. We 

report a 54-year-old male patient with the Insertional 

Achilles tendinitis and Haglund’s deformity with failure of 

non-operative management, treated by open surgical 

approach and using one suture anchor to reimplant Achilles’s 

tendon. This case aims to show the place of the suture anchor 
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to improve the reinsertion of the Achilles tendon Haglund’s 

deformity and to evaluate the functional outcomes. 

2. Case Report 

A 54-year-old male complains of 2 years of chronic right 

heel pain while strength training. He’s hypertensive and has 

been on antihypertensive drugs for 4 years. Initially, the pain 

was relieved with Achilles tendon stretching, orthotics, and 

anti-inflammatory drugs. Over the past year, these modalities 

are no longer helpful and he’s beginning to have pain with 

walking and during sports activities. The patient was 

previously diagnosed with insertional Achilles tendinitis and 

has been enrolled in nonoperative management. He 

underwent one session of corticosteroid injection. He says 

that his therapy has recently increased in intensity and that he 

felt a bump in his Achilles tendon at the last treatment. 

Monopodial weight-bearing had become impossible in the 

last trimester. 

A focused physical examination of the left ankle showed a 

bump on the posterior heel with inflammation to the anterior 

and posterior Achilles tendon (Figure 1). Pain localized to 

anterior and 2 cm proximal to the Achilles tendon insertion 

fullness and tenderness medial and lateral to the tendon, pain 

with dorsiflexion. There was a pain in the isometric 

contraction of the Achilles tendon. He’s unable to plantarflex 

against gravity, and the Thompson compression test 

generates no significant plantar flexion. He’s neurovascular 

intact. The rest of the clinical examination was unremarkable. 

Ultrasound of the ankle showed an anechogenic pre-

Achilles fluid collection about pre-Achilles bursitis 

associated with rupture of the anterior fibres of the Achilles 

tendon. A lateral X-ray and CT scan of the left ankle showed 

a bone spur and intratendinous calcifications of the Achilles 

tendon with the Philip – Fowler angle at 87°. The Bohler’s 

ankle was at 27° (Figure 1 and Figure 2). 

After over 6 months of the failure conservative treatment, 

surgical management was indicated. AOFAS score 

preoperative was at 65. 

We performed the surgery under spinal anaesthesia, with a 

pneumatic tourniquet at the root of the limb. The procedure 

was performed with the patient prone. Midline incision 

allows revealing a tendon Achille damage <50% in its middle 

insertion part. Bursectomy and, resection of the 

posterosuperior tuberosity of the calcaneus was performed. 

The size of the calcaneal exostosis was 20 mm high. Then, 

debridement of necrotic tissue and calcifications in the 

tendon and any posterior osteophytes were carried out 

(Figure 3). The insertion base of the Achilles tendon had 

been raised. Single-row anchor was placed in a calcaneus 

trench with the good control of fluoroscopy (Figure 4). The 

proximal part of the tendon was sutured with double Kessler 

sutures. The tendon had been reinserted at its central part. 

The peroperative control of the Thompson compressive test 

was satisfactory. The lower leg was immobilized in 20° 

plantar flexion. After 6 weeks, this was switched to a walking 

boot with adjustable plantar flexion. Partial support was 

allowed at 6 weeks postoperative. Full rehabilitation was 

prescribed after the removal of the cast. 

At 2-year follow-up, the patient was very satisfied and had 

no pain when standing on the toes of the operated leg. 

Dorsiflexion was symmetric and postoperative AOFAS score 

was at 86. The effective return to full-sport activities was at 6 

months at the same level. 

 
Figure 1. A. Radiographs lateral foot shows bone spur and intratendinous 

calcification of Achilles tendon. B. Clinical lateral view shows the bump 

pump in the left heel. 

 
Figure 2. A and B. Sagittal view of the CT Scan foot shows bone spurs and 

intratendinous calcification of the Achilles tendon. 



 Advances in Surgical Sciences 2023; 11(1): 1-4 3 

 

 
Figure 3. a. Per operative view demonstrates the Achilles tendinitis in its 

middle part. b. Debridement partial disinsertion of the Achilles tendon. c. 

Per operative view of calcaneus prominence. d. Per operative fluoroscopy 

view showing resected calcaneal tubercle and intracalcaneal calcification. 

 
Figure 4. a. Placing the single-row anchor at the calcaneus trench. b and d. 

Per and postoperative images demonstrate the implantation of the anchor at 

the calcaneus. c. View of the final Achilles tendon suture with fibre 

approximation. 

3. Discussion 

Haglund syndrome is a chronic disorder characterised by 

posterior heel pain, swelling, and morning stiffness. It’s 

pathologically defined by posterosuperior calcaneal 

prominence, retrocalcaneal bursitis, and insertional Achilles 

tendinopathy. Concern middle-aged women and is often 

bilateral. It’s mostly an idiopathic illness, but several factors 

like the intense activity of sport, ill-fitting shoes and the 

modification of the biomechanics of the foot, have a major 

influence on their prevalence [2, 14]. 

The lateral radiograph of the ankle will show a prominent, 

large, posterosuperior part of the calcaneus, which can be 

measured applying the Fowler and Philips angle and the 

calcaneal pitch angle. Radiographic angle measurements 

have never shown a relation with Haglund’s deformity [2, 15, 

16]. A preoperative MRI allows to evaluation the degree of 

tendon involvement. Preoperative MRI is useful because it 

provides a better assessment of the impingement and damage 

to the tendon across from the tuberosity. In our case, the MRI 

wasn’t performed before surgery, and the surgical exploration 

showed >50% tendon damage at the insertion area. Thus, we 

need the use of single-row anchor to improve the reinsertion 

of the tendon [17, 18]. 

Treatment of insertional Achilles tendinopathy has to be 

treated first with non-operative approaches. The aim of non-

operative treatment is to reduce inflammation of the 

retrocalcaneal and discharge posterior heel pain. Non-

operative treatment includes reduction in activity intensities, 

ice bag compression, gastrocnemius stretch, footwear 

modification, nonsteroidal anti-inflammatory drug 

administration, extracorporeal shock wave therapy, and 

injections with a corticosteroid or platelet-rich plasma. 

Surgical management can be indicated after a failure of non-

operative therapy after over 6 months. Different operative 

therapies are available for insertional Achilles tendinopathy, 

such as open Achilles tendon contingent or central splitting 

approaches for calcaneal osteotomy or retrocalcaneal bursa 

excision. Endoscopic approaches also constitute therapeutic 

approaches [8, 13, 18]. 

The endoscopic approach has the privilege of bearing few 

complications with good patient approval. However, it 

remains very restricted, compared to open surgery. But 

sometimes, including widely degenerative Achilles tendon 

of>50%, large ossification, bony spur and large debridement 

and reattachment of the Achilles tendon insertion, open 

surgery is often necessary for an excellent assessment and 

confirms a good resection of the calcaneal prominence [7, 8, 

10]. It isn’t rare to find a degenerative or pre-ruptured tendon 

at its attachment. Sometimes, well exposure imposes the 

detachment of the tendon from its insertion. Its reattachment 

at the end of the operation could then be done either by 

transosseous tunnels or by anchors inserted on the calcaneus 

trench, as in our case. Double-row suture anchors can be used 

to augment the tendon insertion after debridement, and 

partial disinsertion of the Achilles tendon to obtain wide 

access to the calcific deposit and to excise the deposit 

perfectly. Single-row bony anchor revealed to give a good 

outcome in this case. Reinsertion of the Achilles tendon with 

bone anchors is safe, appear to be effective [11, 18]. 

4. Conclusion 

A suture bridge technique using one or double-row bone 

anchors is an excellent option for Achilles tendon 

reattachment in insertional Achilles tendonitis and Haglund’s 

deformity. In our case, the partial removal of the Achilles 

tendon allows wide access to the calcific deposit and 

complete excision of the impingement. The reinsertion of the 

detached Achilles tendon was done with an anchor suture. 

Suture anchor increases insertion of the tendon after 

debridement, provides more solidity and assures an early 

return to sports activities. 
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