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INTRODUCTION

TECHNIQUE

After patients have failed conservative treatment for a
Haglund’s deformity, surgery may alleviate their pain. Since
Patrick Haglund first described this condition, there have
been many approaches to surgical treatment. There are many
thought processes and opinions from the incision to resection
of the Achilles tendon. Incisional approaches include a straight
midline, a J incision, an L incision, a lateral incision, and a
modified S incision. Some surgeons have even performed a
medial incisional approach. There has also been debate as
how to work around the Achilles tendon when resecting the
Haglund’s deformity. Some surgeons will split the tendon as
described by Xia et al (1). Advocates for this approach state
that it provides good visualization and that patients return
to normal function earlier that those whose tendons were
resected with a posterolateral approach (2). Some surgeons
will transect the Achilles tendon in a U fashion while others
will use a lateral approach. Each one of these approaches has
their advantages and disadvantages. The authors advocate a
technique that provides the best of all surgical approaches in
regard to visualization, access, and healing.

The patient is placed in a prone position. A modified S
incision, step down incision, or double L incision is mapped
out on the posterior aspect of the heel. The central line
should be made in line with relaxed skin tension lines of
the posterior heel (Figure 1). Dissection is carried out
down through the subcutaneous tissue. With the double L
incision, the surgeon can create a superior and inferior flap.
The medial and lateral borders of the Achilles tendon are
identified (Figure 2). Dissection is continued at the lateral
border of the Achilles tendon with the surgeon starting
anterior to the tendon and carrying the dissection inferiorly.
The lateral aspect of the Achilles tendon is carefully
dissected off the Haglund’s deformity and off of the
insertion. Care is taken to only dissect off the lateral 35-50%
of the Achilles tendon insertion. An osteotome is used to
resect the bony prominence (Figure 3 and Figure 4). In this
case a straight osteotome was used but one may use a curved
osteotome if the situation dictates. The surgeon carefully
removes the piece of the bone from the remaining attached

Figure 1. Modified S incision. This placement
allows for adequate access to the entire heel and
proper wound healing.

Figure 2. Dissection is carried past the subcutaneous
tissue to the deep fascia and paratenon. Inferior and
superior flaps are utilized.
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Figure 3. Using a flat osteotome, the Haglund’s is
resected from the lateral aspect after approximately
35-50% of the Achilles tendon has been reflected
laterally.

Figure 4. Resection of the Haglund’s with a straight
osteotome.

Figure 5. Carefully dissect the Haglund’s out after
resection. Care should be taken to not disturb the
Achilles tendon.

Figure 6. A reciprocating rasp is used to smooth
out any remaining edges.

Achilles tendon (Figure 5). After resection, the surgeon uses
a reciprocating rasp to smooth off any remaining prominent
edges (Figure 6). Next, any diseased tendon is debrided and
positioning of the anchor is determined (Figure 7). The
authors prefer a Mytek anchor to secure the tendon back to
the calcaneus with a Krakow stitch (Figure 8). It should be

noted that a Kirschner wire is used to drill a guide hole for
the anchor. The strength of the Achilles is checked after the
anchor is secured. The surgical site is irrigated, followed by
use of 3-0 Vicryl to secure the tendon to the surrounding
fibers (Figure 9), 4-0 Vicryl is used for the subcutaneous
layer, and 5-0 Vicryl is used for the skin layer.
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Figure 7. Thickened and diseased tendon is
removed.

Figure 9. The Achilles tendon fully secured and
anchored into the Achilles.

POSTOPERATIVE COURSE
A posterior splint is applied after the procedure (Figure 10
and Figure 11). The patient remains in the posterior splint
until 1 week follow-up after surgery. At the initial follow-up,
the patient is placed in a cast for an additional 2 weeks. The
patient is placed in the splint and casted in a plantarflexed
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Figure 8. Kirschner wire drilling for eventual Mytek
anchor placement. This should be slightly angled
towards the midline.

Figure 10. Preoperative radiograph of Haglund’s deformity.

position and will remain non-weightbearing. After 3 weeks of
non-weightbearing, the patient is transitioned into a walking
boot in neutral position for an additional 3 weeks. After the
walking boot, the patient is transitioned to supportive shoe
gear and is allowed to gradually increase activity.
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Figure 11. Postoperative radiograph of resected bone and anchor.

DISCUSSION
The advantages of utilizing this technique are primarily
two-fold. The first advantage is seen with the step down,
double L type, or modified S incision. The incision will
avoid vital neurovascular structures such as the sural nerve.
In the experience of the authors, it also reduces the chance
of wound dehiscence and allows for optimal visualization
of the entire posterior aspect of the heel, especially when
it comes to accessing the medial and lateral aspects. This is
especially beneficial when it comes to resecting and rasping
the exostosis. This is not the case if one decides to use a
more lateral incisional approach.
The second advantage comes by dissecting the Achilles
off its insertion starting from the lateral aspect. The reason
for dissecting the lateral aspect of the tendon versus other
approaches is to keep the central integrity of the tendon.

In the experience of the authors, this technique maintains
the central strength of the tendon in comparison to other
approaches. It should be noted that dissecting only a portion
of the lateral aspect of the Achilles tendon will provide
enough access for resection and tendon debridement. It has
been reported in the literature by Kolodziej et al (3) and
others (4,5) that less than 50 percent of the Achilles can
be resected safely before there is failure within the strength
of the tendon. Besides maintaining the central strength
of the tendon, the lateral approach will help preserve the
paratenon and by extension the blood supply of the tendon
in comparison to other approaches of tendon resection.
With this approach to working around the Achilles tendon
healing potential is increased. This approach to the
Haglund’s removal attempts to capture the most efficacious
skin incision and dissection of the Achilles tendon and will
provide surgeons with adequate access, visualization, and
healing potential when performing a Haglund’s removal.
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