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Introduction 

Introduction 

    Tendon pain is a very common condition. For example, 

in the general population, the life time cumulative 

incidence of Achilles tendinopathy is 5.9% among 

sedentary people and 50% among elite endurance athletes, 

and the overall prevalence of patellar tendinopathy in an 

athletic population has been reported to be in the range of 

7–40%.(1, 2) 

    Despite the frequency, there are still many unsolved 

questions and differences of opinion concerning pathology, 

pain mechanisms, etiology, and even terminology. Few 

years ago, the pain in chronic tendon overuse was believed 

to be due to a chronic inflammatory process, but because 

no inflammatory cells could be demonstrated in ruptured 

tendons, the opinion changed from inflammation 

‘‘tendinitis’’ to degeneration ‘‘tendinosis’’. A large amount 

of scientific data has so far not shown any direct evidence 

of inflammation in chronic tendinopathy. (3, 4)  

    Today, most authors have even abandoned the 

‘‘tendinitis myth’’, However a significant reduction in pain 

and tendon thickening measured by ultrasonography (US), 
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Introduction 

and an increased pain detection threshold measured by 

pressure algometry were found only one week after 

administration of ultrasound-guided peritendinous 

corticosteroid injections in chronic Achilles and patellar 

tendinopathy. These changes induced by corticosteroids are 

difficult to explain if the process is only degenerative. (5-7) 

   Tendinopathy is characterized by the gradual onset of 

morning stiffness in the tendon, decreased function, 

localized swelling, and sometimes neovascularization. 

Fibrin precipitated from the fibrinogen-rich fluid around 

the tendon can result in palpable crepitation. (5, 8) The 

diagnosis can be made clinically and is verifiable by US or 

MRI. (9)   

Treatment options are variable starting with 

decreasing activity, cold packs and the use of NSAIDs at 

the early acute stage. (10)  Exercise is important in both 

prevention and treatment of tendinopathy. Eccentric 

exercise therapy has been reported to have some effect in 

prospective, randomized trials in athletic patients(11) 

however, a review of 20 published trials found that there 

was little evidence of a positive effect on clinical outcomes, 

such as reduction of pain, return to function and patient 

satisfaction.(12)  Shock-wave therapy, which is thought to 
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function on the tenocytes to stimulate repair, might be 

effective in a carefully selected group of patients.(13) Other 

studies have reported no significant effect.(14) Nitric oxide, 

applied using topical nitroglycerin patches, has been shown 

to improve outcomes in randomized, double-blind, placebo-

controlled trials, possibly by enhancing collagen 

synthesis.(15)

It has been claimed that anti-inflammatory medication 

(nonsteroidal anti-inflammatory drugs or corticosteroid 

injections) would not benefit patients in the advanced stage 

of tendinosis as it is not an inflammatory disorder.(16) The 

role of corticosteroid injections in the treatment of Achilles 

tendinopathy is controversial as there are insufficient 

published data to determine the comparative benefits and 

risks.(17 )  In addition to the question of the efficacy of 

corticosteroid injections in the medium-term treatment of 

tendinopathy, there is a question of safety with using these 

medications in this setting. Several cases of Achilles tendon 

rupture have been reported after corticosteroid injections to 

this region. (24)  
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