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Achilles Tendinitis Protocol

Diagnosis Overview: Achilles tendinitis is pain and inflammation involving the tendon on the back of the heel or ankle. Sometimes this is in the middle portion of the tendon, and sometimes this is where the tendon inserts into the heel bone. It is very common for this to build gradually from tightness, overuse, shoe irritation, a heel spur, or a sudden increase in activity. The good news is that this will get better most of the time, but Achilles problems tend to require consistency and patience because the tendon is a high-load structure that we use with every step.
Initial Visit: Initial treatment depends on severity of pain and whether the pain is more insertional, meaning directly at the heel bone, or more in the tendon above the heel. If pain is significant, if patients are limping, or if there is concern for a partial tear, we may start with walking boot immobilization, usually for 2-3 weeks, to let the pain and inflammation calm down. X-rays are often performed when pain is near the heel bone or there is a painful bump, because this can show a heel spur, calcification, or other bony irritation. If patients can function despite their pain, we are often able to bypass the boot and start with functional treatment. I like to tell people, if we can do 3 things well, symptoms should improve by at least 50% in 1 month, and we are on the right track.
1. Stretching: This is non-negotiable. I like patients to stretch the calf muscles first thing in the morning, and then again in the evening. Stretches should be held for 2 minutes, can be paused for a few seconds as needed for discomfort, and should be done to both ankles. For extra credit, stretches can be repeated for a second round of 2 minutes. The goal is not aggressive painful stretching, but daily controlled tension. Research and real world experience both support that patients who do this daily for a 4-6 week period have the best short and long term results.
2. Shoes, Heel Lifts, and Inserts: Supportive shoes matter. I generally want patients avoiding barefoot walking, flat sandals, and flexible shoes during the painful phase. A small heel lift can reduce tension on the Achilles and often helps symptoms calm down. Orthotics or arch supports can also help when foot mechanics are increasing pull through the tendon. You are not confined to these forever, but they should be used consistently until pain resolves, and more often moving forward if symptoms tend to recur.
3. Anti-inflammatories and Activity Modification: Depending on pain we may start with an oral or topical anti-inflammatory, or both, as long as no contra-indications apply. Heat can be helpful before stretching or activity, usually 10-15 minutes. Ice is useful after activity, again 10-15 minutes. During the painful phase, avoid hill running, sprinting, jumping, calf raises, aggressive lower body workouts, and activities that repeatedly load the tendon until symptoms are clearly improving.

1st Follow Up: This is the 50% rule visit. If patients have improved by 50% or more, we are on the right track. We typically continue the stretching, shoe support, heel lift, insert, and activity modification plan for another 4-6 weeks, and then slowly transition back into normal activity as long as symptoms continue to improve.
If patients are not quite 50% better, no better, or worse, we have some alternative options. These options generally include:
1. Formal Physical Therapy: Physical therapy is not always required initially, but it can be very helpful if symptoms are lingering. Therapy can help with calf flexibility, eccentric strengthening, gait mechanics, balance, and a gradual return to activity without overloading the tendon.
2. Boot or Brace Immobilization: If we did not start with a boot and symptoms are not improving, this may be the point where we immobilize for 2-3 weeks. A brace or night splint may also be discussed depending on the location of pain and stiffness pattern.
3. PRP Injection: PRP may be discussed for tendon pain that is not improving with standard conservative care. This uses your own blood, which is drawn, spun, and concentrated, then injected around or into the damaged tendon region depending on the exact problem. A separate PRP handout can be referenced for details, risks, benefits, post-procedure expectations, and cost.
4. MRI: If pain is worsening, very focal, associated with swelling, or there is concern for tearing, we may consider an MRI at this time. MRI helps us evaluate tendon degeneration, partial tearing, inflammation around the tendon, bursitis, and whether a heel spur or calcification is contributing to symptoms.
5. Avoiding Steroid Injection Into the Achilles: Steroid injections can be helpful in many foot and ankle problems, but I am very cautious with the Achilles tendon. Steroid placed into or directly around the tendon can weaken tissue and increase risk of rupture, so this is generally avoided or used only in very select non-tendon situations.
*In the event of a pop, sudden weakness, inability to push off, rapidly worsening swelling, or bruising, patients should contact the office sooner because this can represent a tear rather than routine tendinitis.

2nd Follow Up: We expect significant improvement and a transition toward long term maintenance at this point. If symptoms are improving, the conversation shifts toward prevention, calf flexibility, shoe choices, heel lift weaning, and safe return to exercise. In the event of recurrence, we may repeat portions of the protocol, consider formal therapy, or discuss PRP depending on the amount of degeneration and patient goals. If unfortunately the patient has failed conservative care, we may consider surgery at this time. Surgical discussion is tailored to the exact location and severity of the Achilles problem.
Typical surgical options include gastrocnemius recession when calf tightness is the major driver, Achilles tendon debridement when the tendon is degenerative or thickened, removal of a painful posterior heel spur or Haglund bump when insertional pain is the problem, and Achilles detachment/reattachment when the tendon has to be lifted off the heel bone to remove bone and repair the tendon. A gastrocnemius recession is usually a smaller recovery, often involving a boot for a few weeks and gradual return to shoes and activity. Insertional Achilles surgery with spur removal and tendon reattachment is a bigger recovery, commonly involving a period of non-weightbearing, then boot protection, then therapy, with meaningful recovery usually taking 3-6 months and final improvement often continuing up to 1 year.

Side Notes: 
a. Back of heel bump: A bump at the back of the heel can be irritated by shoe pressure and may represent a Haglund deformity, insertional Achilles tendinitis, bursitis, or calcification. Pads, shoe modification, heel lifts, and boot immobilization may help, but persistent mechanical pressure sometimes requires surgical discussion.
b. This is usually not a quick fix: Achilles symptoms often lag behind effort. Patients may be doing the right things for several weeks before the tendon feels dramatically different, which is why the 4-6 week consistency window is important.
c. Activity return: Return to running, jumping, and heavy calf work should be gradual. Pain during the activity or soreness that spikes the next day usually means the tendon is not ready for that level yet.


Stretching:
1. Affected leg back, start with hip and knee straight/locked.
2. Slide heel back or lean further forward until a pull is felt in back of calf and/or back of knee/hamstring.
3. Hold in a position of tension/pulling but not pain.
4. Hold for 2 minutes, with a short 2-5 second shake out or pause as needed.
5. Repeat on opposite side.
6. Repeat for an additional 2 minutes to both sides for extra credit.
7. Alternatively, for the second round, this same stretch can be performed with the affected knee slightly bent to target a different area of the muscle.
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*Disclaimer: This handout is educational content only and is designed to function as a point of reference and generalized recommendations. This document is in no way intended to replace, provide, or offer formal medical treatment or provide official medical advice. Please always defer to your physician and/or treating provider regarding formal diagnosis and treatment recommendations.
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