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Abstract Spontaneous Achilles’ tendon rupture associated
with systemic lupus erythematosus (SLE) is rare complica-
tion in literature review. We encountered two patients with
neglected spontaneous ruptures of Achilles’ tendons who
had been on corticosteroid therapy to treat SLE. The ages
of these patients were 43 and 49 years, and both were
women. One of them was a case of bilateral Achilles’ ten-
dons rerupture. Achilles’ tendons of both patients were
reconstructed by surgery because of delay in their diagnosis.
Histological section of the both ruptured Achilles’ tendon
revealed fibrotic scar tissue and little existence of inflamma-
tory change. We concluded that careful diagnosis, surgical
suture, and careful treatment after operation are necessary
for Achilles’ tendon rupture in those patients with SLE.
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Introduction

Spontaneous Achilles’ tendon rupture associated with
systemic lupus erythematosus (SLE) is rare complication in
the English and Japanese literature, but the etiology is not
well understood. Furie and Chartash reported that tendon
rupture in SLE was a rare but potentially disabling compli-
cation.1 Khan and Ballou reported spontaneous rupture of
Achilles’ tendon in a patient with SLE, and noted it as a late
complication of SLE, more likely to occur in older patients.2

Furthermore, Prasad et al. reported an SLE case of sponta-

neous, bilateral patellar tendon rupture in a woman with
previous Achilles’ tendon rupture.3

The etiology of Achilles’ tendon rupture in SLE is not
well understood. In some cases it is secondary to trauma
and in others it is related to inflammatory changes in and/or
around the tendon as a result of the underlying disease
process.1 Many important issues still remain unanswered
concerning the cause, pathogenesis, diagnosis, and man-
agement of the Achilles’ tendon disorders in SLE. Corticos-
teroid therapy may be responsible for Achilles’ tendon
rupture.

Here we report two patients with SLE who had ne-
glected spontaneous rupture of the Achilles’ tendons.
Moreover, one had injury to both Achilles’ tendons. None
of our cases experienced any major trauma. Furthermore,
they complained little of any symptoms in their ankles for a
while after the rupture, and the lack of severe symptoms
prevented the early diagnosis of Achilles’ tendon rupture.
In this article, we report clinical features and management
of neglected spontaneous rupture of Achilles’ tendon in our
two SLE patients.

Case reports

Case 1

Neglected spontaneous, rerupture of bilateral Achilles’ ten-
don occurred in a 43-year-old woman with an 8-year history
of SLE. She was treated with 40mg/day prednisolone (PSL)
from the onset of the disease. However, because disease
activity remained high, steroid pulse therapy was also per-
formed once, and therapy using selective adsorption of anti-
DNA antibody was performed three times for the treatment
of lupus nephritis. Ten days after the steroid pulse therapy,
she fell down on the ground and afterwards felt a light pain
around her left Achilles’ tendon on walking. However, she
was able to walk by herself even with some pain. Around
that time, she had complained of worsening pain especially
in the bilateral wrists, knees, and ankles. Therefore, she
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noticed that pain in her left ankle was caused by her disease
activity. At this time the total amount of PSL was 33820mg.
Three weeks after the injury, she still felt a slight distur-
bance around her left ankle joint, and decided to come to
our department. Rupture of the Achilles’ tendon was diag-
nosed on palpation and an observation of a positive
Thompson’s squeeze test. Surgical suture for tendon was
performed, because 3 weeks had already passed after the
injury. There were no definite degenerative changes in the
Achilles’ tendon macroscopically, and the tendon was sim-
ply sutured with a Bunnel procedure.

When she stood up from bed on day 10 after the opera-
tion, she felt pain around her contralateral ankle joint.
She was immediately diagnosed with rupture of the right
Achilles’ tendon and was treated conservatively, using cast-
ing with steroid dose reduction.

Afterwards the condition of both Achilles’ tendons im-
proved, and she was able to walk on her own some weeks
later. However, her left Achilles’ tendon reruptured be-
cause she fell down 15 weeks after the first operation. In
addition, 2 weeks later her right Achilles’ tendon also
reruptured when she stood up. Surgical repair was per-
formed on both Achilles’ tendons. There were definite de-
generative changes at the end of the Achilles’ tendon
macroscopically (Fig. 1A). The tendon was sutured with the
modified Lindholm procedure,4 and reinforced at the site of
the rupture with the Turco procedure using the peroneus
brevis tendon for augmentation.5

Histological section of both ends of the reruptured
Achilles’ tendon revealed fibrotic scar tissue and little exist-
ence of inflammatory change (Fig. 1B). The patient re-
turned to regular activities after discharge and made a
complete recovery.

Case 2

Spontaneous left Achilles’ tendon injury occurred in a 49-
year-old woman with a 10-year history of SLE. She treated
with 20mg daily PSL at the onset of the disease, PSL was
continued at a dose from 2.5–10mg per day according to

disease activity for some years. However, there was a recur-
rence of disease activity in September 1998, and steroid
pulse therapy followed by a dose of PSL 20–30mg per day
was given for the treatment of lupus nephritis. She felt pain
and had limited range of motion in her left ankle. At this
time, she had a complaint of just slight pain in her other
joints, e.g., fingers and wrists. She was able to walk and was
diagnosed with Achilles’ tendonitis on October 19. At the
end of November she sprained her left ankle again. There-
fore, she was referred to our department complaining of left
ankle pain on December 14. The patient had difficulty walk-
ing alone and had plantar flexion of the left ankle. On
physical examination, a defect in her Achilles’ tendon was
palpated and the Thompson test was positive. From these
findings, she was diagnosed as having left Achilles’ tendon
rupture.

Surgical suture for tendon was performed, because 2
months had already passed after the initial injury. There
was definite degenerative change at both ends of the Achil-
les’ tendon macroscopically (Fig. 2A). The tendon itself was
sutured with the Kirchmayer procedure, and the rupture
site was repaired with the modified Lindholm procedure4

and reinforced with the Turco procedure.5 Histological sec-
tion of the ends of the Achilles’ tendon revealed fibrotic
scar tissue as seen in Case 1 (Fig. 2B). After the operation,
she returned to regular activities and made a full recovery.

Discussion

A complete rupture of the Achilles’ tendon usually occurs
in sports that require jumping, running, and quick turns.6

However, these two patients we encountered with SLE had
no or little trauma. Moreover, they thought that the pain
was due to arthritis of their ankle joints, and they were able
to walk for a while even after injury. Therefore, there may
be specific causes of ruptured Achilles’ tendons in SLE and
there may be a possibility of pre-degenerative changes be-
fore the incidence in the Achilles’ tendons. In the case of
rheumatoid arthritis (RA), there are some reports of spon-

BA

Fig. 1A,B. Case 1. A Macroscopic findings at reoperation. Left side
(suture side previously): There was a large gap between the end of
rupture of Achilles’ tendon. There was definite degenerative change
macroscopically in operation. Tendon was sutured with the modified
Lindholm procedure,5 and the site of rupture was reinforced with the

Turco procedure using the peroneus brevis tendon for augmentation.6

B Histological section of the end of the both reruptured Achilles’
tendon revealed only fibrotic scar tissue, and little existence of inflam-
matory change (Hematoxylin and eosin, ×40)



326

taneous ruptured Achilles’ tendon. Matsumoto et al. re-
ported that histological section of the ruptured Achilles’
tendon revealed the existence of rheumatoid granulation
that consisted of lymphocytes, histiocytes, and small vascu-
lar proliferation within the tendon tissue in RA.7 In both of
our cases, histological section of the ruptured Achilles’ ten-
don revealed only fibrotic scar tissue and little existence of
inflammatory change. This may cause only minor symp-
toms, leading to the delay of diagnosis for Achilles’ tendon
rupture. In cases of no succinct traumatic event, as in our
patients, symptoms such as decreased range of motion on
the affected joints may occur weeks or up to months after
the rupture. Therefore, the delay of the diagnosis was due
to the relatively long course from the rupture to the appear-
ance of the symptoms.

Steroid therapy for SLE may also be responsible for
Achilles’ tendon rupture. Hersh and Heath reported that
spontaneous Achilles’ tendon rupture associated with long-
term oral steroid use is not uncommon, particularly in
older patients who use these drugs daily to treat systemic
diseases.8 In other cases, Achilles’ tendon rupture was re-
ported to be associated with local steroid use.8,9 Taken to-
gether, the cause of spontaneous rupture of Achilles’
tendon may be due to the pathology of SLE or steroid, or
both. In this clinical setting, we think that minor injury may
trigger Achilles’ tendon rupture.

In our cases, we undertook to reconstruct the neglected
ruptured Achilles’ tendon with the modified Lindholm pro-
cedure,4 and reinforced this with the Turco procedure.5

Neglected Achilles’ tendon ruptures are debilitating injuries,
and the optimal management is surgical procedure. We per-
formed repair of these neglected spontaneous Achilles’ ten-
don ruptures using a combination of peroneus brevis transfer
and plantaris tendon augmentation. The management by
peroneus tendon transfer is safe but technically demanding.
Therefore, it afforded good recovery, even in SLE patients
with a long-term neglected rupture as in our cases.

In conclusion, spontaneous Achilles’ tendon rupture as-
sociated with SLE is very rare. In clinical features they
complained little of symptoms in their ankles for some time
even after the rupture because of their arthritis. Therefore,
the diagnosis may be delayed and rupture of the Achilles’
tendon might be neglected. We recommend that careful
diagnosis, surgical suture, and careful treatment after op-
eration are necessary for Achilles’ tendon rupture in pa-
tients with SLE.
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A B

Fig. 2A,B. Case 2. A Macroscopic findings during operation. There
was definite degenerative change at the end of Achilles’ tendon ob-
served macroscopically. Therefore, the tendon itself was sutured with
the Kirchmayer procedure, the rupture site repaired using the modified

Lindholm procedure,5 and reinforced with the Turco procedure using
the peroneus brevis tendon.6 B Histological section of the end of the
Achilles’ tendon revealed fibrotic scar tissue as for Case 1 (Hematoxy-
lin and eosin, ×40)

Table 1. Neglected spontaneous rupture of Achilles’ tendon in two
patients with systemic lupus erythematosus

Case 1 Case 2

Age (years) 43 49
Disease duration (years) 8 10
Duration from onset of symptoms to 3 weeks 2 months

diagnosis for Achilles’ tendon rupture
History of oral steroid (years) 8 10
Total amount of steroid at injury (mg) 33 820 10 135
Daily amount of steroid at injury (mg/day) 40 20
Steroid pulse therapy One time One time


