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Summary

This case report explores “Pedrada syndrome,” a rare vascular condition characterized by 
spontaneous intramuscular venous hemorrhage of the calf, often mistaken for muscular 
injuries like tennis leg. The study presents the case of a 65-year-old male with comorbidities, 
including diabetic polyneuropathy, who developed a massive degeneration of the Achilles 
tendon (AT) due to complications from Pedrada syndrome. Following an initial unnoticed 
heel ulcer, the patient experienced sudden pain in the calf, misattributed to muscle strain. 
Persistent symptoms led to imaging studies revealing a 5 cm AT lesion and soft tissue infec-
tion. A two-stage surgical intervention was performed, including debridement and subse-
quent AT reconstruction with a cadaveric allograft. The patient achieved satisfactory func-
tional recovery after six months. This report highlights the diagnostic challenges of Pedrada 
syndrome and emphasizes the need for a multidisciplinary approach, especially in patients 
with peripheral neuropathies, to prevent severe complications.

Key words: Pedrada syndrome, Achilles tendon degeneration, diabetic polyneuropathy, 
surgical reconstruction, multidisciplinary approach

Introduction

Pedrada syndrome or “coup de fouet” is an uncommon condition characterized by 
spontaneous intramuscular venous hemorrhage of the calf, sometimes accompa-
nied by a deep thrombosis of the leg, as well as severe localized pain and swelling 
of the calf muscles and subcutaneous ecchymoses 1. Pedrada or Pietrata syndrome, 
often confused with a tear of calf muscle, is caused by the sudden rupture of a 
subcapsular vein during physical exertion, including walking  2. It is also known 
as tennis leg (TL), a musculotendon injury to the gastrocnemius. The term tennis 
leg was described by R.W. Powell in 1883 as lawn tennis leg 3. Powell described a 
typical scenario of acute pain while in the midst of the eponymous game of sport 4. 
Hood, in 1884, added to this etiology and stated it was a “name given to an accident 
which has long been known to surgeons” 5. From 1883, for the next 8 years, tennis 
leg in medical literature was attributed to various sports-related causes, including, 
but not strictly limited to, tennis. By the 1960s, a tennis leg injury was sometimes 
referred to as “the old ladies carriage muscle” because it occurred in a woman who 

mailto:bartoli.ale93@gmail.com
https://doi.org/10.36149/0390-5276-324
https://doi.org/10.36149/0390-5276-324
https://creativecommons.org/licenses/by-nc-nd/4.0/deed.en
https://creativecommons.org/licenses/by-nc-nd/4.0/deed.en


Pedrada syndrome and massive degeneration of the Achilles tendon: a case report

107

was alighting a bus with only her toes on the step, resulting in 
excessive flexion of the foot  6. The pain and symptomology 
related to this condition often took the injured person out of the 
implicated activity for a few days to weeks, but was typically 
followed by a return to previous activities with a complete re-
covery in 6 weeks 7,8. 

Case report

We reported a case of a 65-year-old male (height, 1.65 m; 
weight, 80 kg), with a past medical history of diabetic poly-
neuropathy, and venous insufficiency. During daily activities, 
probably with tight shoes, the patient reported an ulcer on the 
heel which was overlooked both due to lack of sensitivity and 
superficial injury. In the next days, during recreational activity, 
he reported a feeling in his left calf as if someone had thrown 
a stone at him. After the initial painful sensation, he managed 
to continue his activity, thinking it was a muscle strain. After 
three weeks he presented to the hospital due to a skin ulcer at 
the distal insertion of achilles tendon (AT), which was exam-
ined by a vascular surgeon with ultrasonography, showing sub-
cutaneous tissue thickening and no evidence of deep venous 
thrombosis, muscle injury, or hematoma. 
During the following weeks, he developed an inability to walk 
on his left lower leg, and he went to the hospital again, where he 
was examined by an orthopedic surgeon who diagnosed a lesion 
of the AT. He underwent MRI, which highlighted a massive le-
sion of the tendon, with a gap of approximately 5 cm, and was 
indicated for surgery. Laboratory tests demonstrate an ongoing 
infection with an erythrocyte sedimentation rate (ESR) of 32 and 
C-reactive protein (PCR) of 13. Considering the superficial and 
deep tissue damage, a two-stage operation was decided.
First operation: With the patient in prone position, a tourniquet 
at proximal part of calf and sterile surgery field was positioned. 
A cutaneous incision along the ulcer in correspondence of third 
posterior distal calf was made. Accurate dissection of superfi-
cial soft tissue, being careful of nerves and vessels. A massive 
degeneration of the AT was found, with substantial soft tissue 
involvement, and accurate debridement with necrotic tissue ex-
cision was made (Fig. 1).
Second operation: After three weeks from the first surgery, in-
flammatory indices were in normal range, and no infectious 
signs were visible. An AT allograft from cadaver was made due 
to comorbidity of patient to stamp out the gap with a double 
Chracow suture. Synthetic skin was used to cover ulcer skin 
(Figs. 2-3).

Discussion

Pedrada syndrome is a rare vascular disease, described for 
the first time in 1883 1,2,4 and characterized by a spontaneous 
intramuscular venous hemorrhage of the calf, with clinical 

symptoms such as localized pain and swelling of subcutane-
ous tissues. The diagnosis is very difficult due to the fact that, 
in general, it is an unrecognized syndrome that usually passes 
quickly without leaving any sequelae.
In our case, the patient suffered from uncompensated insu-
lin-dependent diabetes, and the polyneuropathy aggravated a 
situation that could have gone unnoticed. The injury due to 
Pedrada syndrome resulted in a compromise of the adjacent 
tissues, leading to the formation of a large cutaneous and sub-
cutaneous lesion which, without adequate treatment, led to 
massive degeneration of the Achilles tendon. 
One of the questions that arises is whether the tendon injury was 
a consequence of Pedrada syndrome or if there was simultane-
ous rupture of the Achilles tendon and thrombosis of a deep vein 
of the leg. Retracing the patient’s clinical history and the pos-
sibility of walking without problems before arriving at our ob-
servation made us lean towards a degenerative lesion of the AT.
Once the patient came to our observation, a dual challenge 
awaited us: repairing a massive degeneration of both the AT 
and the subcutaneous and cutaneous tissues of the posterior 

Figure 1. A-B) Superficial and deep infection showing 
necrotic tissue; C) After accurate debridement, the 
proximal tendon stamp was found; D) 5 cm gap by 
proximal and distal insertion of the AT.
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third of the leg.
Achilles tendon: a degenerative lesion with a gap of approxi-
mately 5 cm. According to Kuwada’s classification, a tendon 
graft was essential for this type of gap 9. EBM reports the use 
of the autologous semitendinosus as the best graft  10. In our 
specific case, the autologous harvest would have exposed us 
to a greater risk of wound dehiscence from the donor site and 
for this reason we opted for a cadaveric Achilles tendon graft.
As mentioned above, the results at 6 months are satisfactory 
with a tendon that both in clinical tests and on ultrasound ap-
pears to be intact. The skin and soft tissues show no signs of 
infection, and the patient has returned to his normal life with-
out deficits and the results are satisfying.

Conclusions

Little is known about Pedrada syndrome since it often goes 
unnoticed, and in the literature there is little information about 
it. It is difficult to recognize a similar pathological picture in 

a timely manner. A multidisciplinary approach with vascular 
surgeons and orthopedic surgeons is useful. It is important to 
not underestimate patients presenting with peripheral polyneu-
ropathy who may overlook wounds which, although small, can 
constitute a major subsequent problem. We are satisfied with 
the healing of the skin lesion and the result of reconstruction of 
the AT in this patient with good functional recovery.
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