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chilles tendon is the strongest and largest tendon in the body. Repre-
senting the conjoined tendons of the gastrocnemius and soleus musc-
les, achilles tendon is involved in knee flexion, foot plantar flexion

and hindfoot inversion.1 Achilles tendon rupture is a common injury in ath-
letes. It often presents with sudden onset of pain associated with a snapping
sound in the lower leg. Patients often describe this sensation as having been
kicked or shot in the lower leg. The injury is often disabling, and ambulation
is difficult. Since its vascularity toward the 2-6 cm proximal to its insertion on
the calcaneus is poor, this area is vulnerable to degeneration and injury. Ac-
hilles tendon injury often occurs due to causes including intrinsic and extrin-
sic factors. Biomechanical abnormalities such as length differences of lower
limbs, and systemic causes such as hyperpronation, varus deformity of the fo-
refoot, pes cavus, limited movement of subtalar joint, advanced age, inflam-
matory arthropathy, use of corticosteroids, diabetes mellitus, hypertension,
obesity, gout, hyperlipidemia, use of aromatase inhibitors and quinolone group
antibiotics constitute the intrinsic factors.2-6 It is known that the achilles ten-
don weakens, tendinitis develops and the risk for tendon rupture increases
with the use of fluoroquinolones and corticosteroids (oral and inhaler).7 The
risk for development of achilles tendon pathology with these drugs increases
especially after 60 years of age.8 In the literature, spontaneous bilateral achil-
les tendon rupture was reported in patients with long-term corticosteroid use
for chronic obstructive pulmonary disease.9 In this case report, we aimed to
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present an achilles tendon rupture developed after
initiation of oral anticoagulant therapy in our patient
who had used fluoroquinolone and long-term inha-
ler corticosteroid for his comorbid diseases.

CASE REPORT

A 68-year-old male patient was admitted to de-
partment of emergency medicine with the com-
plaints of pain and swelling in the left heel, and
inability to stand up on his foot. It was learned
from his history that, without any history of
trauma, swelling had occurred in the dorsal left
ankle and a sharp, breakthrough pain had occurred
in his left leg causing inability to put weight on his
foot. His personal history included chronic obs-
tructive pulmonary disease and hypertension for
15 years, newly diagnosed atrial fibrillation; coro-
nary artery bypass surgery 5 years ago, and smo-
king of 55packs/year. He was taking theophylline,
inhaler steroid, angiotensin-converting enzyme in-
hibitor, beta-blocker, anti-thrombolytic and oral
anticoagulant therapies for his comorbidities.  It
was learned that he had received two courses of
fluoroquinolone therapy during the last three
months due to frequently recurring respiratory tract
infection. No features were seen in his family his-
tory. The patients height was 1,80 centimetre and
weight was 80 kg. The body mass index was 24,7.

On physical examination the patient was alert,
afebrile, and well oriented, with stable vital signs.
The neurological exam and the patient’s reflexes
were normal. The physical examination revealed
an ecchymosis on the left side on the achilles ten-
don. The patient could not pick his heel up by put-
ting weight on toetips. Palpation revealed tender-
ness and a non-pitting swelling in this area of the
tendon. Thompson’s test was positive. 

There were no features in the laboratory re-
sults. Direct radiography of the foot and ankle were
normal. Ultrasonographic examination revealed
hematoma in the achilles tendon area, and loss of
integrity of the achilles tendon. Magnetik reso-
nance imaging revealed Hungland’s deformity,
marked thinning and increased signaling of the ac-
hilles tendon, partial rupture, and effusion in the
surrounding fat planes (Figures 1 and 2).

Our patient was considered to have achilles
tendinopathy induced by polypharmacy, and acute
achilles tendon rupture associated with the use of
an oral anticoagulant. Due to the age and accom-
panying comorbid diseases of the patient and the
presence of partial rupture in the tendon, a conser-
vative treatment was used. In the conservative app-
roach, a six-week immobilization at 20-degree
plantar flexion was applied, and the plantar flexion
degree was gradually reduced thereafter. The pati-
ent required physical and orthotic therapy to help
strengthen the muscles and improve range of mo-
tion of the ankle. Rehabilitation is critical to regai-
ning maximal ankle function. Therefore following
removal of the plaster gentle ROM and stretching
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FIGURE 1: Magnetik resonance imaging of the achilles tendon with partial
rupture and effusion.

FIGURE 2: Magnetik resonance imaging of the achilles tendon.
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exercises were initiated, progressive resistive exer-
cises were initiated after the eighth week, and
transfer of weight bearing with a heel wedge for
three months. 

Written informed consent was obtained from
the patient for publishing the individual medical
records.

DISCUSSION

Achilles tendon is one of the most functional ten-
dons in the body, playing an important role in am-
bulation and daily activities. A damaged achilles
tendon causes a significantly debilitating effect on
activities.1 Acute achilles tendon rupture is the
most common tendon injury in adult population,
seen especially in males during the third and fo-
urth decades. Factors such as aging process, co-
morbid diseases and use of some commonly
prescribed drugs lead to tendinopathy possibly
causing increased risk of tendon rupture.10 In the
literature, fluoroquinolone-induced tendinopathy
was firstly reported in 1982, and more than 100
cases were presented there after.11 The studies
concluded that the risk for tendon diseases in-
crease in the population using quinolone antibio-
tics being mostly in the form of achilles tendon
rupture and the use of quinolones and other drugs
may facilitate rupture.12,13 Several risk factors were
described in fluoroquinolone-induced tendino-
pathy. Long-term systemic or inhaler steroid use
is the most important risk factor.14 The other risk
factors are male sex, advanced age (>60 years), he-
modialysis, renal transplantation, sports activities
and history of rheumatoid disease.15 The pat-
hophysiology of drug-induced tendinopathy is not
clear. The possible mechanisms are increased ext-
racellular matrix breakdown, affected metabolism
of fibroblasts involven in collagen synthesis, and
increased apoptosis of tenocytes. Similarly with
the cases reported in the literature, our patient was
a 68-year-old male, and had been continuously

used inhaler steroid for 15 years due to chronic
obstructive pulmonary disease. He had received
two courses of fluoroquinolone therapy during the
last three months due to respiratory tract infec-
tion. Although many risk factors were described
in the literature relating to achilles tendinopathy
and acute achilles tendon rupture, there are no re-
ports relating to tendon rupture following use of
oral anticoagulants. According to the literature, an
improved rupture during the use of quinolones,
but other medicines may have contributed to this
phenomenon. Our patient was admitted to the
emergency department due to swelling in the dor-
sal left ankle and a sharp, breakthrough pain in his
left leg after initiation of anticoagulant therapy for
newly diagnosed atrial fibrillation.

In conclusion, in patients with polypharmacy
due to advanced age and comorbid diseases, avoi-
dance of use of fluoroquinolones unless really nee-
ded is very important to prevent achilles tendon
ruptures. 
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