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Introduction: Insertional Achilles tendinopathy (IAT) is common in running athletes and, when refractory to conservative treatment, may 
require surgery. Open debridement and reinsertion are associated with wound-healing complications and prolonged recovery, which are 
particularly problematic in sprinters, whose performance depends heavily on the gastrocnemius–soleus–Achilles complex. Endoscopic double-
row (SpeedBridge™) Achilles reinsertion may reduce soft-tissue morbidity, while concomitant gastrocnemius tightness is increasingly 
recognized in the pathogenesis of IAT. Return to sport after such surgery is rarely documented, and the need to correct an associated high-arched 
hindfoot remains debated. We report a single-stage combined procedure in an elite sprinter, with deliberate non-correction of a marked pes 
cavus.
Case Report: A 24-year-old elite international-level female sprinter presented with chronic right IAT that had remained symptomatic for 
approximately 2 years despite structured conservative treatment and three platelet-rich plasma injections. Clinical examination revealed pes 
cavus and a positive Silfverskiöld test, consistent with gastrocnemius tightness. Weight-bearing lateral radiography showed a calcaneal pitch of 
40°. Magnetic resonance imaging (MRI) confirmed insertional tendinopathy with intratendinous calcification, without significant 
retrocalcaneal bursitis or bone-marrow edema. A single-stage procedure was performed, combining proximal medial gastrocnemius 
lengthening with endoscopic calcaneal SpeedBridge™, including calcaneoplasty, debridement of calcifications, central tendon detachment, and 
knotless double-row reinsertion using 4.75-mm anchors. Immediate full weight-bearing, thromboprophylaxis, and early physiotherapy were 
prescribed. The Victorian institute of sport assessment–Achilles score was 81 at 6 months, and control MRI at that time was normal. Running 
was resumed in water and on an anti-gravity treadmill at 4 months, jogging at 6 months, high-intensity track running at 9 months, and starting-
block sprinting at 13 months, when the patient was pain-free. The patient returned to official competition and pre-injury level at 16 and 20 
months of follow-up, respectively.
Conclusion: To the best of our knowledge, this is the first report documenting return to sport after combined endoscopic SpeedBridge™ 
reinsertion and proximal medial gastrocnemius lengthening for IAT in an elite athlete. This case supports a tendon-and-muscle-chain strategy 
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Learning Point of the Article:
In an elite sprinter, a single-stage minimally invasive combination of endoscopic double-row (SpeedBridge™) Achilles reinsertion and 

proximal medial gastrocnemius lengthening can resolve recalcitrant insertional Achilles tendinopathy and allow return to pre-injury level of 
sport, even when a marked pes cavus (high calcaneal pitch) is deliberately left uncorrected.
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Introduction
Insertional Achilles tendinopathy (IAT) is a common cause of 
posterior heel pain in active individuals and accounts for 
approximately one-fifth to one-third of Achilles tendon 
disorders [1,2]. It is characterized by degenerative changes at 
the calcaneal insertion and is often associated with 
intratendinous calcification, posterosuperior calcaneal 
prominence (Haglund deformity), and retrocalcaneal bursitis 
[2]. Tightness of the gastrocnemius–soleus complex, assessed 
clinically using the Silfverskiöld test, is increasingly recognized 
as a contributor to the pathogenesis of insertional disease and to 
the associated bony and intratendinous changes [3].
First-line management is non-operative and includes activity 
modification, heavy slow-resistance loading and eccentric 
strengthening, extracorporeal shockwave therapy and, in 
selected athletes, injectable treatments such as platelet-rich 
plasma (PRP). Surgery is generally reserved for patients with 
persistent symptoms despite at least 6 months of well-
conducted conservative treatment [2]. Isolated endoscopic 
calcaneoplasty can reliably address bony impingement but does 
not adequately treat intratendinous calcification or significant 
tendon degeneration [4,5]. In such cases, tendon detachment 
and reinsertion may be indicated. When more than half of the 
insertion is detached, double-row suture-bridge fixation is 
recommended because it restores a broad insertional footprint 
and provides greater biomechanical strength than single-row 
repair [6], with favorable clinical and radiological outcomes 
reported [7,8].
Open reinsertion, however, is associated with wound-healing 
complications and slower recovery, both of which are 
particularly relevant in elite athletes. The endoscopic calcaneal 
SpeedBridge™, also known as “Snake technique,” performs 
calcaneoplasty, tendon debridement, and knotless double-row 
reinsertion through portals [9]. This minimally invasive 
approach has been associated with a lower complication rate 
[10] and faster early recovery than open surgery [11,12]. 
Concomitant gastrocnemius tightness can be addressed by 
proximal lengthening [13].
Despite increasing experience with minimally invasive surgery 
for IAT, return to sprinting at the highest level is rarely 
documented. In addition, whether an associated cavovarus 
hindfoot with a high calcaneal pitch requires correction remains 
controversial. We describe a single-stage minimally invasive 
surgery combining endoscopic SpeedBridge™ reinsertion with 
proximal medial gastrocnemius lengthening in an elite sprinter, 

with particular emphasis on return to the previous level of sport 
and on the deliberate decision not to correct the associated 
bony cavus.

Case Report

History and clinical examination
A 24-year-old elite international-level female track sprinter and 
non-smoker presented with chronic pain at the right Achilles 
tendon insertion, which had evolved over approximately 2 years 
and progressively limited both training and competition. A 
w e l l - c o n d u c te d  c o n s e r v a t i v e  p r o g r a m ,  i n c l u d i n g 
physiotherapy with eccentric strengthening without 
dorsiflexion beyond neutral and heavy slow-resistance loading, 
and three PRP injections had failed to provide sustained relief. 
On clinical examination, she had a structural pes cavus and a 
positive Silfverskiöld test: Ankle dorsiflexion measured 25° 
with the knee flexed but decreased to 0° with the knee extended, 
consistent with isolated gastrocnemius tightness as the main 
driver of the insertional overload. Tenderness was localized to 
the calcaneal insertion of the Achilles tendon, without proximal 
main-body involvement.

Imaging
Weight-bearing lateral radiography of the foot demonstrated a 
calcaneal pitch of 40°, markedly above the usual range of 
approximately 20–25°, confirming the high-arched hindfoot 
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with minimal soft-tissue morbidity and suggests that bony correction of an associated pes cavus is not mandatory to obtain a good functional 
outcome in this setting.
Keywords: Insertional Achilles tendinopathy, endoscopic SpeedBridge, double-row reinsertion, gastrocnemius lengthening, return-to-sport, 
sprinter.

Figure 1: Pre-operative weight-bearing lateral radiograph of the right foot 
showing a calcaneal pitch of 40° (high-arched hindfoot; normal 
approximately 20–25°).
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(Fig. 1). Magnetic resonance imaging (MRI) showed 
insertional tendinopathy with intratendinous calcification, 
without major retrocalcaneal bursitis or bone-marrow edema, 
findings that may be associated with a poorer prognosis when 
present (Fig. 2).

Surgical technique
Under spinal anesthesia, with the patient prone and a 
thigh tourniquet applied, a single-stage two-part 
procedure was performed. First, proximal medial 
gastrocnemius lengthening was carried out through a 
transverse popliteal approach, with longitudinal 
s e c t i o n  o f  t h e  c r u r a l  f a s c i a  a n d  p r o x i m a l 
aponeurotomy of the medial gastrocnemius (Barouk 
technique), followed by layered closure. Second, 
endoscopic calcaneal SpeedBridge™ reinsertion was 
performed [9]. Posterolateral and posteromedial 
portals, as described for posterior ankle arthroscopy by 
Van Dijk, allowed tibiotalar and subtalar release and 
creation of a working space with a 3.5-mm shaver. The 
peroneal tendons and flexor hallucis longus were 
identified as lateral and medial anatomical limits, 
respectively. The conflicting posterosuperior calcaneal 

corner was resected (calcaneoplasty), and the intratendinous 
calcifications were debrided (Fig. 3). Through an accessory 
distal midline portal, the distal central portion of the Achilles 
tendon was detached from its calcaneal insertion. A knotless 
double-row repair was then performed using 4.75-mm 
SwiveLock� anchors (Arthrex, Naples, FL) and FiberTape� 
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Figure 2: Pre-operative magnetic resonance imaging of the right ankle. (a) Sagittal and (b) 
axial T2-weighted fat-suppressed (T2 Fat-Sat) images demonstrating insertional Achilles 
tendinopathy with increased intratendinous signal intensity, without major retrocalcaneal 
bursitis or bone-marrow edema.

Figure 3: Intra-operative endoscopic views of the right calcaneal SpeedBridge. (a) Posterior working space; (b and c) Calcaneoplasty of the posterosuperior 
calcaneal corner and debridement with the burr/shaver; (d) Calcaneal tendon insertion after debridement of intratendinous calcification; (e and f) 
FiberTape passed transtendinously to create the knotless double-row reinsertion.
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(Arthrex, Naples, FL), with the tape passed transtendinously. 
The skin portals were closed with simple sutures.

Post-operative course and rehabilitation
Immediate full weight-bearing was permitted in a walking boot, 
which was worn day and night for 1 month, in accordance with 
functional rehabilitation protocols reported after double-row 
reinsertion [14]. Thromboprophylaxis was prescribed for 21 
days, and physiotherapy was initiated at 2 weeks, with emphasis 
on passive followed by active ankle dorsiflexion to optimize 
gastrocnemius lengthening. The early 
postoperative course was uneventful, with 
no wound complications and excellent scar 
healing. At 1 month, the patient was walking 
with a single crutch and a normal heel-to-toe 
pattern. Radiographs confirmed satisfactory 
anchor positioning (Fig. 4a).

Return to sport and outcomes
R e h a b i l i t at i o n  p ro g re s s e d  w i t h o u t 
complication. Running was reintroduced in 
water and on an anti-gravity treadmill from 
approximately 4 months postoperative, 
allowing video analysis and correction of 
running mechanics. The patient resumed 
jogging at 6 months, when the Victorian 
Institute of Sport Assessment–Achilles 
(VISA-A) score was 81, and follow-up MRI 
was normal (Fig. 4b). High-intensity 
running on grass was achieved by 9 months, 
with only transient discomfort at the distal 

anchor site when running on the track. Sprint-
specific training, including starting-block 
starts, was resumed by 13 months, at which 
point the patient was pain-free. She returned 
to official competition at 16 months of follow-
up, with a national level of performance. 
Twenty months after surgery, the patient was 
competing at the same chronometrical level as 
before intervention.
The clinical course and rehabilitation are 
summarized in Table 1. No surgical or 
thromboembolic complication occurred 
during follow-up.

Discussion
The main message of this case is twofold. First, 
a minimally invasive single-stage procedure 
combining endoscopic double-row Achilles 

tendon reinsertion with proximal medial gastrocnemius 
lengthening allowed an elite sprinter to return to official 
competition at 16 months. Second, a good functional result was 
achieved despite a markedly increased calcaneal pitch that was 
deliberately left uncorrected. The surgical strategy instead 
focused on the diseased tendon and the tight posterior muscle 
chain.
Surgical management for recalcitrant IAT remains debated, and 
no single technique has been shown to be superior across the 
literature [7, 8]. Isolated endoscopic calcaneoplasty can reliably 
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Figure 4: Post-operative imaging of the right foot/ankle. (a) Lateral radiograph at 1 month showing 
satisfactory position of the calcaneal anchors; (b) Sagittal T2-weighted fat-suppressed (T2 Fat-Sat) 
Magnetic resonance imaging at 6 months showing a healed insertion.

Time point Assessment Findings / Milestone

Day 0 Surgery

Proximal medial gastrocnemius lengthening + 

endoscopic calcaneal SpeedBridge
TM 

(calcaneoplasty, debridement of calcifications, 

double-row reinsertion). Immediate full weight-

bearing in walking boot.

2 weeks Rehabilitation
Physiotherapy started; passive then active ankle 

dorsiflexion.

1 month Clinical + radiograph
Uneventful healing; walking with one crutch, normal 

heel-to-toe gait; satisfactory anchor position.

4 months Clinical
No limp; running reintroduced in water / anti-gravity 

treadmill with gait-video analysis.

6 months MRI + PROM Normal control MRI; jogging resumed; VISA-A 81.

9 months Clinical
High-intensity running on grass; transient discomfort 

at distal anchorage on the track.

13 months Clinical
Pain-free; sprint-specific training including starting-

block starts resumed.

16 months Performance
Returned to official competition (national level of 

performance)

20 months Performance
Returned to pre-injury level (same chronometrical 

level as before surgery)

Table 1. Clinical course and rehabilitation milestones after combined surgery.
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address bony impingement but does not adequately treat 
intratendinous calcification or substantial tendon degeneration 
[4, 5]. In such cases, partial tendon detachment, debridement, 
and reinsertion may be required. When more than half of the 
insertion is detached, double-row fixation is generally preferred 
because it restores a broader insertional footprint and provides 
greater biomechanical strength than single-row repair [6]. The 
endoscopic SpeedBridge™ integrates these principles, allowing 
calcaneoplasty, tendon debridement, and knotless double-row 
reinsertion through portals [9].
Fradet and Lopes reported a lower post-operative complication 
rate with the endoscopic technique than with the open 
approach [10]. Similarly, a prospective multicenter study from 
the Francophone Arthroscopy Society found significantly 
better early VISA-A and functional scores with the endoscopic 
approach at 3 months, with comparable favorable outcomes 
thereafter [11]. A recent systematic review and meta-analysis 
also found comparable functional outcomes between open and 
endoscopic approaches, but with a lower complication rate and 
faster recovery after endoscopic surgery, enabling return to 
sport within 12–18 months in highly active individuals, 
compared with 20–30 months after open surgery [12]. The 
uneventful healing and progressive functional recovery 
observed in the present case are consistent with these findings 
and are particularly relevant in an elite athlete, for whom a 
posterior wound complication could be career-threatening.
The role of gastrocnemius tightness deserves emphasis. A 
positive Silfverskiöld test, as documented in this patient, 
indicates isolated gastrocnemius contracture and may 
contribute to increased tensile load at the Achilles tendon 
insertion. Isolated gastrocnemius recession has shown 
favorable patient-reported outcomes in IAT, although recovery 
of strength may be variable [15]. Combining a proximal medial 
gastrocnemius release with tendon debridement and double-
row reinsertion has also been reported to provide good results 
in calcified IAT [13] and may improve ankle function and 
athletic performance [16]. In a power-dependent sprinter, 
proximal medial gastrocnemius lengthening was chosen to 
reduce posterior-chain overload while preserving as much 
push-off strength as possible. The favorable clinical outcome 
and absence of perceived weakness are encouraging, although 
objective plantarflexion strength was not formally measured.
Perhaps the most instructive element of this case is the 
management of the cavus deformity. A calcaneal pitch of 40° 
represents a marked structural deformity, and dorsal closing-
wedge calcaneal osteotomy is sometimes advocated to reduce 
mechanical stress at the Achilles insertion. In this case, however, 
the cavus was not corrected, yet the patient returned to pre-
injury level of sport. This suggests that, in selected young high-

level athletes without MRI findings associated with a poor 
prognosis, addressing the tendon insertion and gastrocnemius 
tightness may be sufficient, while avoiding the additional 
morbidity and longer recovery associated with a bony 
procedure. However, whether an uncorrected high calcaneal 
pitch increases the long-term risk of recurrence remains 
unknown and requires longer follow-up.
This report has the limitations inherent to a single case. 
Preoperative patient-reported outcomes were not formally 
recorded, and the VISA-A score [17] was available only from 6 
months postoperatively, limiting direct before-and-after 
comparison. Plantarflexion strength and sprint performance 
metrics were not objectively measured. The follow-up duration 
is therefore insufficient to confirm durability and recurrent risk. 
Nonetheless, this case adds to the limited literature on 
minimally invasive surgery for IAT in elite athletes and 
highlights a tendon- and muscle-chain-focused strategy that 
may be appropriate in selected cases.

Conclusion
In this elite female sprinter with chronic recalcitrant IAT, a 
s ingle- stage  comb inat ion of  endoscop ic  ca lcaneal 
SpeedBridge™ reinsertion and proximal medial gastrocnemius 
lengthening resulted in uncomplicated healing, return to 
official competition at 16 months, and return to pre-injury 
performance level at 20 months of follow-up. This outcome was 
achieved without correction of the markedly increased 
calcaneal  pitch,  suppor ting a  tendon- and muscle-
chain–focused strategy with minimal soft-tissue morbidity in 
selected elite athletes. This case may be of particular interest to 
foot-and-ankle and sports surgeons and adds to the growing 
evidence that minimally invasive Achilles reinsertion can 
support high-level athletic rehabilitation.

Clinical Message

Recalcitrant IAT in an elite athlete with a positive Silfverskiöld test 
may be managed with a single-stage minimally invasive procedure 
combining endoscopic double-row SpeedBridge™ reinsertion and 
proximal medial gastrocnemius lengthening. In selected cases, a 
coexisting high calcaneal pitch may not require bony correction to 
achieve a good functional outcome and return to pre-injury level of 
sport.
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