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Objectif : décrire la douleur subjective et les 
améliorations fonctionnelles d’un patient souffrant 
de tendinopathie achilléenne chronique qui suit un 
traitement comprenant le réchauffement des tissus actifs 
et passifs, suivi respectivement de la mobilisation des 
parties molles à l’aide de la technique Graston® et des 
techniques Active Release®, de l’exercice excentrique, et 
de l’étirement statique jumelé à la cryothérapie. 
 Information de base : la tendinopathie achilléenne 
chronique se caractérise principalement par une douleur 
et une dysfonction qui évoluent graduellement dans 
l’un des tendons d’Achille, ou les deux, suite à un usage 
répétitif ou une surcharge excessive. 
 Intervention et résultat : le traitement conservateur 
constitue la stratégie initiale de gestion des patients. 
Le réchauffement des tissus, la mobilisation des parties 
molles, l’exercice excentrique et l’étirement statique 
avec cryothérapie furent utilisés pour atténuer la 
douleur et améliorer les fonctions. 
 Sommaire : un protocole spécifique de chaleur, la 
mobilisation des parties molles, l’exercice excentrique, 
l’étirement et la cryothérapie semblent faciliter la 
récupération rapide et complète d’une tendinopathie 
achilléenne chronique.
(JCCA 2011; 55(4):269–279)

m o t s  c l é s  :  Achille, pathologie des tendons, 
tendinopathie, thérapie des parties molles, 
thermothérapie, cryothérapie, exercice excentrique, 
techniques Active Release, technique Graston

Objective: To describe the subjective pain and functional 
improvements of a patient with chronic Achilles 
tendinopathy following a treatment plan incorporating 
active and passive tissue warm-up, followed respectively 
by soft tissue mobilization utilizing both Graston 
Technique® and Active Release Techniques®, eccentric 
exercise, and static stretching in combination with 
cryotherapy.
 Background: The primary characterization of chronic 
Achilles tendinopathy is gradual onset of pain and 
dysfunction focused in one or both Achilles tendons 
arising secondary to a history of repetitive use or 
excessive overload.
 Intervention and Outcome: Conservative treatment is 
commonly the initial strategy for patient management. 
Tissue heating, soft tissue mobilization, eccentric 
training, and static stretching with cryotherapy were 
implemented to reduce pain and improve function.
 Summary: A specific protocol of heat, soft tissue 
mobilization, eccentric exercise, stretching, and 
cryotherapy appeared to facilitate a rapid and complete 
recovery from chronic Achilles tendinopathy.
(JCCA 2011; 55(4):269–279)

k e y  w o r d s :  Achilles, tendon pathology, 
tendinopathy, soft tissue therapy, thermotherapy, 
cryotherapy, eccentric exercise, Active Release 
Techniques, Graston Technique
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Introduction
Chronic painful injuries of the Achilles tendon are rela-
tively common in athletes, especially among runners.1–7 
The annual incidence of Achilles disorders in top-level 
runners has been reported to be between 7% and 9%.2 In 
such cases, overuse is generally considered to be the indu-
cing factor, however, the exact pathogenesis has not been 
demonstrated.1–4 Postulated alternative theories include 
poor vascularity, diminished flexibility, heredity, age, 
gender, as well as endocrine and/or metabolic factors.3,6 
Realistically, the pathogenesis is likely a combination of 
multiple intrinsic and extrinsic factors.2 Alfredson (2005) 
theorizes that physical activity may be involved with pro-
vocation of symptoms as opposed to acting as the primary 
cause of the pathology.4

The lack of a conclusive pathogenesis for chronic 
achilles tendon disorders has resulted in considerable 
debate regarding the diagnostic terminology used in the 
literature.1–3,5,7,8 The terms “tendinitis” and “tendonitis” 
have been used, despite the absence of scientific evidence 
indicating inflammation.1–4 Under diagnostic ultrasound 
(DxUS) and magnetic resonance imaging (MRI), ten-
dons exhibit a localized area of structural degeneration 
which has provoked the use of the term “degenerative 
tendinosis”.5 Recent investigations have indicated that 
the morphology of tendinosis involves changes in colla-
gen fiber structure and arrangement, an increased amount 
of interfibrillar glycosaminoglycans (GAGs), and local 
vasculo-neural growth (neo-vascularisation) within the 
tendon structure.4,5,9 Alfredson (2003,2005), an author-
ity on achilles pain disorders, states that it is now com-
mon opinion among investigators and clinicians that for 
chronic pain symptoms arising from a tender area of mid-
substance tendon tissue, the term “tendinopathy” should 
be applied. Alternatively, when chronic pain symptoms 
are combined with diagnostic imaging showing changes 
in tendon fiber structure, arrangement, and/or evidence of 
local neo-vascularisation (via colour doppler ultrasound), 
the term utilized should be “tendinosis”.4,5,8 These terms 
could simply be interpreted as representing an academic 
continuum of severity and/or chronicity, with the former 
indicating a less progressed, and therefore less severe 
stage. This is an important distinction when developing 
a plan of management, as approaching treatment with the 
sole purpose of reducing inflammation is unlikely to re-
solve the condition as seen with the use of anti-inflam-

matory agents for chronic tendinopathies.10 Terminology 
aside, clinically determining the diagnosis of chronic 
Achilles tendinopathy via comprehensive patient history 
and physical exam is typically not difficult.

This report will describe the clinical presentation and 
treatment of a case of chronic Achilles tendinopathy which 
resulted from repetitive athletic activity (running). This 
case is of particular interest due to the rapid and success-
ful patient response to a treatment plan incorporating an 
active and passive tissue warm-up, followed respectively 
by soft tissue mobilization utilizing both Graston Tech-
nique® (GT®) and Active Release Techniques® (ART®), 
eccentric training, and static stretching in combination 
with cryotherapy. The report will provide an overview of 
symptomatology, rationale supporting the management 
strategy, and expected outcomes associated with the diag-
nosis of chronic Achilles tendinopathy.

Case Presentation
A 40-year-old physically active male presented with 
intermittent bilateral Achilles pain of approximately 3.5 
years duration which initially was felt in the right Achil-
les following a 7-minute dash in street shoes. Later, the 
patient began to notice an achy stiffness first thing in the 
morning, when starting to walk after prolonged sitting, 
and during the beginning of a regular fitness jog (10 km). 
The symptoms started out relatively mild and intermittent 
depending on activity level. Approximately six months 
later, the patient began training for a marathon and greatly 
increased the volume of running. During this period, the 
symptoms in the right Achilles gradually worsened, and 
the left Achilles began to exhibit similar symptoms. Ap-
proximately four months later, the stiffness and discom-
fort progressed to the point where the patient was limping 
while walking and was unable to continue training for 
the marathon. The patient then felt it was necessary to 
seek care. Orthotics were obtained from a chiropractor, a 
topical anti-inflammatory from a primary care physician, 
and physical therapy which included rest, therapeutic 
ultrasound, general massage, basic calf stretching, and 
needle acupuncture. The patient attended 10–15 physio-
therapy sessions, 10 massage treatments and stated that 
the sessions provided only temporary relief, as the symp-
toms would re-occur with even light physical activity. 
Six months after the initiation of treatment the patient 
no longer pursued the goal of running a marathon, had 
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greatly reduced his physical activity, and discontinued the 
physiotherapy sessions due to no evidence of long term 
improvements.

After almost a year of reduced activity and self-care, 
during which time the symptoms lessened but did not re-
solve, the patient then attended the author’s clinic. The 
patient characterized the pain (present in both achilles 
tendons but slightly worse on the left) as a bothersome 
“stiff, achy painful” sensation, with an intensity rating of 
6–7 out of 10 as reported on a numeric pain rating scale 
(zero indicating “no pain” and 10 equalling the “worst 
pain ever”). Pain was described to be worse in the mor-
ning, and after prolonged inactivity, but too much activity 
also aggravated the pain. Based on self-report, the patient 
was able to run short distances of not greater than 5 km, 
but both Achilles were always very painful afterward. 
The patient had no previous history of significant foot or 
ankle injuries, related surgeries or traumas, medication or 
supplement use, and was a non-smoker and non-drinker. 
As an information technology manager, the daily job de-
mands involved sedentary activities. Systems review and 
illness history was non-contributory.

Gait and postural observation were unremarkable. 
Physical examination revealed bilateral Achilles ten-
don pain induced by palpation which was slightly worse 
on the left. Upon visual inspection, the left tendon was 

mildly red, showed no evidence of ecchymosis and also 
exhibited a visual and palpable enlargement of the mid-
substance tendon, just proximal to its insertion at the 
calcaneus. Mild pain in both tendons was provoked with 
resisted plantar flexion, passive dorsiflexion, and with 
bodyweight heel raises. Bilateral palpation of the poster-
ior calf muscle complex subjectively revealed tightness 
and tenderness in the following muscles; soleus, flexor 
hallucis longus, flexor digitorum longus, and tibialis 
posterior. Orthopedic lower limb joint provocative test-
ing indicated normal ligament structure and joint func-
tion. Chiropractic evaluation of lumbar, sacroiliac, knee, 
ankle mortis, subtalar, and tarsal joint motion were within 
normal limits. Neurological and vascular functions were 
likewise determined as normal.

Following the examination, the patient was diagnosed 
with chronic bilateral Achilles tendinopathy. The plan of 
management included two in-office treatments per week 
for three weeks, followed by one session every seven to 
ten days for an additional three sessions. Therefore, the 
patient received a total of nine sessions over an eight 
week period. The treatment plan (see Table 1) began 
with active and passive tissue heating accomplished by 
five minutes of heat pack application in combination 
with stationary cycling (see Figure 1). This was fol-
lowed respectively by GT® (see Figure 2) and ART® (see 

Patient: ___________________________ 

Plan of Management: 

_____ / Week for _____ Weeks. 

In Office Protocol: 

1. 5 minutes heat + cycle warm-up 
2. GT® and ART®
3. Specific Exercise  

a. Slow eccentric calf lowering. 3 Sets of 10 Reps. Within pain tolerance. 

4. Flexibility + Ice application (10 minutes) 
a. Gastrocnemius and soleus stretch 3 reps with 30 second hold each 

Table 1 Office Therapy Protocol
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Figure 3) applied to the affected muscles of the posterior 
leg (gastrocnemius, soleus, plantaris, flexor digitorum, 
tibialis posterior, and flexor hallucis longus). Slow ec-
centric calf lowering exercises (see Figure 4) were per-
formed after the soft tissue mobilizations utilizing the 
sets and repetitions prescription consistent with previous-
ly published protocols.17–22 Finally, static gastrocnemius 
and soleus stretching was utilized in conjunction with 
ice pack application (see Figure 5). The patient was also 
required to follow a specific protocol of home therapy 
which included ice application, calf stretching, and ec-
centric heel lowering exercises (See Table 2). The patient 
was instructed to maintain his current level of physical 
activity, but not to increase it. During re-evaluation on 
the sixth visit, the pain level was reduced to 3–4 out of 
10 (a 50% improvement), and Achilles discomfort was 
experienced less often in the mornings, as well as during 
and after running. Upon conclusion of the plan of man-
agement, the patient reported minimal discomfort in the 
Achilles tendons when squeezing or rubbing them, little 
to no discomfort with running, no pain with activities of 
daily living, and a pain level of 0–1 out of 10. Resisted 
plantar flexion and passive ankle dorsiflexion was non-
painful. The patient considered the condition to be almost 
completely resolved and was thus discharged with in-
structions to continue with the home therapy protocol for 

Figure 1 Active and passive tissue warm-up utilizing a 
heat pack in combination with stationary cycling.

Figure 2 Graston Technique® performed on the 
Achilles tendon.

Figure 3 Active Release Techniques® performed on the 
gastrocnemius muscle.
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an additional three weeks and to incorporate the eccentric 
calf lowering exercises into a regular training routine.

During follow up seven months later, the patient re-
ported equal or perhaps slight improvement over the dis-
charged status. Orthopaedic and manual muscle testing 
were non-provocative and the patient reported a pain level 
of 0–1 out of 10. It was also noted that the weekly train-
ing routine was altered to include cross-training activities 
(cycling, swimming, circuit training, weights, yoga), 
and therefore the load on the Achilles was perhaps less 
than when training for a marathon, but significantly more 
loading than when the patient initially presented for ther-
apy. The change in exercise pattern to include alternative 
forms of exercise may have also contributed to the overall 
improvement in symptoms. In summary, the patient re-
ported to be at, or near, pre-injured physical status with 
the only residual symptom being a non-painful thickening 
of the Achilles tendons which was more pronounced on 
the left compared to the right.

Discussion
As illustrated by the above case presentation, patients 
with chronic Achilles tendinopathy typically present with 
a gradual onset of pain and dysfunction focused in one 
or both Achilles tendons.11 In athletic patients (competi-
tive or recreational), symptoms generally arise secondary 
to a history of repetitive use or excessive overload.1–6,11 
Factors included in the clinical presentation may include 
sudden increases in training volume or intensity, or both, 
a change of terrain (for example, hill running), an increase 
in interval training, or a solitary intense run.7 However, 
as mentioned previously, overuse is not always associated 
with the diagnosis.1–4 The pain associated with Achilles 
tendinopathy can range from mild to severe, depending 
on the phase of injury at initial presentation.11

Physical examination may reveal pain with resisted 
plantar flexion and passive dorsiflexion, and the patient 
will typically find it difficult to stand on tiptoe and/or 
to perform repeated single leg heel raises.11 Tenderness 
may be localized or diffuse, possibly extending several 
centimeters along the tendon, starting just proximal (2 
to 6 centimeters) to the insertion of the Achilles onto the 
calcaneus.1–3, 11 The area of tenderness may be accom-
panied by tendon swelling, fibrous or nodular thickening, 
and possibly crepitus.3,11 If the diagnosis of Achilles ten-
dinopathy is still in debate after a careful and thorough 
history and physical examination, medical imaging in-
cluding diagnostic ultrasound or magnetic resonance im-
aging may be warranted.11

Most sources of information on the treatment of chron-
ic Achilles tendinopathy suggest a conservative treatment 
protocol as the initial strategy for patient management, 
however, evidence is sparse in regards to which con-
servative treatment method and/or modality is most ef-
fective.1–5,11–13 Conservative treatment options include; 
eccentric strength training, therapeutic modalities, soft 
tissue mobilization, rest, corticosteroids, cryotherapy, 
heat, non-steroidal anti-inflammatory drugs (NSAIDs), 
deep friction massage, stretching, acupuncture, and podi-
atry.1,9,12–32 Among these treatments, calf muscle eccen-
tric strength training, either alone or in combination with 
one or more of the other therapies, has the most support-
ive evidence.12,14–22 It is cost effective and low risk which 
makes it an ideal first-line therapy.12,14–22 In patients that 
have failed first-line conservative therapy, alternative 
treatments including extracorporeal shockwave therapy 

Figure 4 Eccentric calf strengthening exercise. 
a) Start position, b) End Position.

Figure 5 Static stretching with ice pack application. 
a) Gastrocnemius stretch, b) Soleus stretch.
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(ESWT), ultrasound-guided sclerosing agent injections 
and platelet-rich plasma (PRP) injections show promise 
in early studies, however, significant additional research  
is needed.9,32,33 Most commonly, the conservative ther-
apy approach consists of some combination of the avail-
able therapies.1 Considering that the pathology of chronic 
Achilles tendinopathy is due to tissue overload and de-
generation rather than inflammation, the rationale behind 
the plan of management developed for the presented pa-
tient was to reduce pain and to improve function. The aim 

was to re-initiate a state of healing and promote new tis-
sue synthesis along lines of function-induced stress, while 
avoiding re-aggravation. The presented plan of manage-
ment sought to achieve these outcomes via a specific 
treatment protocol incorporating an active and passive 
tissue warm-up, followed respectively by soft tissue mo-
bilization (GT®, ART®), eccentric strength training, and 
static calf stretching in combination with cryotherapy. A 
brief review of the evidence in support of each of these 
specific interventions is presented.

Patient: __________________ 

In Office Management: 

_______ / Week for ______ Weeks. 

Home Care: 

Day of Treatment:

1. Apply ice after treatment at least twice using the “10 minutes on, 10 minutes off, 
10 minutes on” protocol.  If possible use real ice applied through a wet tea towel. 
Apply ice no more frequent than once per hour. 

2. Perform gentle stretching after the second ice application. 
a. Straight leg calf stretch 2 x 30 sec 
b. Bent knee calf stretch 2 x 30 sec 

1st Day after Treatment:

1. Ice at least three times throughout the day using the “10-10-10” protocol.   

2. After each ice application perform the above mentioned stretching routine. 

2nd Day after Treatment: (and up to next office visit) 

1. Once during the day perform the following… 
a. Perform the above mentioned stretching routine 1 x 30 sec 
b. Complete 3 sets of 15 reps of slow eccentric heel lowering exercises within 

tolerance 
c. Repeat stretch routine for 2 x 30 sec 

2. Apply Ice at least two additional times throughout the day using the “10-10-10” protocol. 

Table 2 Patient Home Therapy Protocol
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Thermotherapy
Thermotherapy or heat application in a clinical setting 
has traditionally been used for the management of pain, 
joint stiffness and/or soft tissue stiffness associated with 
chronic conditions.34 Heat therapy application has also 
been thought to relieve muscle spasms, increase local 
blood flow, and assist in the resolution of inflammatory 
infiltrates, edema, and chemical exudates.35 Evidence 
on whether heat application can increase the extensibil-
ity of collagen fibers and therefore improve the elasticity 
of muscle, fascia, and tendon tissue remains inconclu-
sive.36–38 Some evidence does support the use of heat 
therapy to create vasodilation, increased blood flow, 
warming of superficial tissues, and an increase in cellular 
metabolism.34–37

Graston Technique®

GT®, otherwise known as “Graston Technique Instrument-
Assisted Soft Tissue Mobilization”, is a patented form of 
augmented soft tissue mobilization (ASTM).28,39,40 The 
therapy involves the utilization of custom designed stain-
less steel instruments to augment a clinician’s ability to 
perform soft tissue mobilization (see Figure 2).39 Essen-
tially, the technique is an instrument assisted form of deep 
transverse friction massage (DTFM) as proposed by Cyr-
iax in 1975.25,28 DTFM is theorized to reduce abnormal 
post injury fibrous adhesions, to make scar tissue more 
mobile in sub-acute and chronic injury, and to facilitate 
healing in chronically degenerated soft tissues by indu-
cing controlled micro-trauma and facilitating the normal 
alignment of soft tissue fibers.3,25–29 This therapy creates 
a state of touch induced analgesia, inflammation, hyper-
emia, and increased fibroblast recruitment and activation, 
which contribute to the repair and regeneration of dam-
aged collagen.3,25–29 Experimental animal investigations 
and human case reports support the above theories.26–29,39 
Although there have been no controlled human studies, 
GT® and ASTM therapies have been reported to produce 
positive clinical benefits in the treatment of chronic ankle 
pain, sub-acute lumbar compartment syndrome, and trig-
ger thumb.28,29,39

Active Release Techniques®

ART® is perhaps the most popular of the soft tissue ther-
apy/mobilization techniques utilized by chiropractors and 
other manual therapists.40 It is proposed that repetitive or 

constant micro-trauma in the form of pressure, tension, 
and/or friction can lead to chronically tight and weak 
muscles, which eventually progresses to tissue injury, 
degeneration, and/or inflammation.38,41,42 If this situa-
tion is sustained, tissue adhesions and fibrosis can lead 
to chronically dysfunctional and painful tissue injuries.38 
This theory is in line with the repetitive overuse patho-
genesis theory of chronic Achilles tendinopathy.3 During 
ART® therapy, the clinician applies deep digital tension 
(utilizing either the thumb or fingers) to the affected site 
as the tissue is moved both actively and passively from a 
shortened position to a lengthened position (see Figure 
3).38,41 The goal is to improve tissue function by reducing 
tissue stiffness, fibrosis, and/or adhesion.38,41 Numerous 
recent case reports suggest that ART®, in combination 
with active rehabilitation, is effective in the treatment of 
conditions including chronic lateral epicondylosis, ex-
ternal coxa sultans and for increasing the strength in a 
post-operative shoulder.40,43,44 Future research involving 
randomized control trials will more conclusively deter-
mine the efficacy of ART® in the treatment of musculo-
skeletal injuries.

Eccentric Exercise
Rehabilitative exercise has long been included in the 
conservative treatment approach to chronic Achilles ten-
dinopathy.1–5,11,12,14–16 Although clinical research appears 
to support the efficacy of eccentric calf loading for the 
treatment of chronic Achilles tendinopathy, evidence 
regarding the mechanism of action is still unclear.17–22 
Theories include a direct mechanical effect on tendon 
pathology in terms of tissue shape and alignment, an 
improvement in strength which relates to improved func-
tion, an improvement in muscle-tendon stiffness, a reduc-
tion in tendon volume, or a reduction or reversal of local 
tendon neovascularisation.17–19,45,46 Shalabi et al. (2004) 
found that eccentric training of the gastrocnemius-soleus 
complex in chronic Achilles tendinopathy resulted in de-
creased tendon volume and decreased intratendinous sig-
nal as evaluated by MRI.17 In another study, Öhberg and 
Alfredson (2004) found that painful Achilles tendinosis is 
associated with a local neovascularisation within the ten-
don structure, as demonstrated by colour doppler US.19 
Furthermore, after 12-weeks of eccentric calf exercise, 
34/36 subjects had decreased pain and improved function 
and 32/36 subjects had US evidence showing resolution 
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of the neovascularisation. Öhberg and Alfredson conclud-
ed that positive clinical results after eccentric calf muscle 
training in patients with chronic Achilles tendinopathy 
seem to be associated with a more normal tendon struc-
ture and no remaining evidence of local tendon neovas-
cularisation.19 A recent systematic review by Kingma et 
al. (2007), examined the efficacy of eccentric overload 
training on outcome measures of pain and physical func-
tioning in patients with chronic Achilles tendinopathy.47 
The study included three randomized control trials and 
six controlled trials. All were prospective in nature and 
had a mean duration of symptoms between 3.6 and 22 
months. Six of the studies used the protocol described 
by Alfredson et al., while the other three used eccentric 
exercises with other co-interventions such as stretching, 
and cryotherapy.47,48 The duration of the eccentric train-
ing was 6 or 12 weeks and was compared to concentric 
training (three studies), surgery (one study), with a night 
splint or combined with a night splint (one study) and four 
studies did not include a control group. The results re-
vealed a mean reduction in pain of 60% with eccentric 
overload training compared to 33% among controls.47 Al-
though the effects of eccentric training are promising for 
reducing pain in chronic Achilles tendinopathy, the full 
magnitude of its effect cannot be determined due to the 
lack of satisfactory methodological quality of the studies. 
The results of the abovementioned findings offer strong 
support for the inclusion of eccentric calf muscle training 
in the management of chronic Achilles tendinopathy.

Cryotherapy and Stretching
Ice application (cryotherapy) and stretching are gener-
ally considered to be staple components of most injury 
management plans.49 In fact, ice is the most often applied 
therapeutic modality, despite the fact that there is minimal 
understanding regarding the actual physiological effects 
on soft tissue.49 Generally speaking, the effects associated 
with the application of cryotherapy include a reduction 
in cell metabolism and blood flow, decreased nerve con-
duction velocity, and decreased muscle spindle activity.34 
Together, these physiological responses lead to the thera-
peutic effects of decreased secondary cell hypoxic injury, 
decreased pain, and decreased muscle spasm.34 Although 
evidence is not conclusive, the ideal method of ice appli-
cation may be to apply real ice (as opposed to gel packs 
or chemical packs) through a wet towel interface to the 

injured area utilizing a protocol of 10 minutes on, 10 min-
utes off, 10 minutes on.49 Static gastrocnemius and soleus 
muscle stretching was included in the plan of manage-
ment to improve ankle range of motion, isometric force 
production, stretch tolerance, and to promote a focused 
Achilles stress during the theorized tissue remodelling 
phase induced by soft tissue mobilization. Improvements 
in joint range of motion, isometric force production, and 
stretch tolerance following regular static stretching are 
supported by recent evidence.50–52

Prognosis
The natural history of Achilles tendinopathy is largely 
unknown.3 However, it is known that 24% to 45% of pa-
tients presenting with a chronic Achilles pain problem will 
fail to respond to conservative therapies and will choose 
operative management.3,53 No studies have reported the 
prognosis of patients with chronic Achilles tendinopathy 
treated conservatively with soft tissue mobilization either 
alone or in combination with a regime of eccentric calf 
strengthening. Considering that the best prognosis re-
ported in the available literature is a return to full activity 
within 12 weeks, regardless of the therapeutic interven-
tion, the response to treatment of the presented patient is 
notable.24 The patient obtained a near complete resolution 
of symptoms and a complete return to physical activity 
after a total of nine therapy sessions over an eight week 
period. Upon follow-up, seven months later, the patient 
had maintained the positive therapeutic result.

Summary
Chronic Achilles tendinopathy is a common injury, espe-
cially among distance runners.1–7 The diagnosis is rela-
tively straightforward, and can be made from a thorough 
history and physical examination. The onset of pain and 
dysfunction are typically gradual and progressive, associ-
ated with overuse or high levels of physical activity.1–4,11 
Early recognition and initiation of conservative therapies 
typically allow patients to return to their previous levels of 
activity anywhere between 12 weeks and 1 year, however, 
recovery can be long and frustrating as re-aggravation is 
possible.24

Although a conservative management approach is 
recommended, there is a considerable lack of evidence 
supporting a specific conservative management strategy. 
General treatment guidelines supported by the literature 
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include methods to relieve pain, avoid re-aggravation, 
and treat injured tissues from the perspective of affecting 
the conditions pathology of angiofibroblastic degenera-
tion and functional impairment.1–5,11–13 Current literature 
suggests that the conservative management of chronic 
Achilles tendinopathy should include an eccentric calf 
muscle strength training protocol.12,14–22 Whether or not 
the inclusion of some other conservative therapy interven-
tion in combination with eccentric training improves the 
prognosis is not known. As seen in this case report, the 
implementation of a specific treatment protocol incorpor-
ating both an active and passive tissue warm-up, followed 
respectively by GT® and ART® soft tissue mobilization, 
eccentric calf muscle strength training, and static calf 
stretching in combination with cryotherapy appears to 
have resolved a case of chronic Achilles tendinopathy 
quite rapidly compared to the prognosis of 12 weeks re-
ported by the literature.24 It is hypothesized that a specific 
treatment plan involving in-office and home based focused 
soft tissue therapy and tissue rehabilitation which relates 
directly to the current understanding of the pathology of 
chronic Achilles tendinopathy is the possible reason as to 
why this patient responded so positively, when previous 
passive treatment efforts failed. Consequently the con-
servative treatment protocol used in this case report may 
be beneficial for patients experiencing symptoms arising 
from chronic Achilles tendinopathy; however significant 
additional study is clearly necessary.
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