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I CASE REPORT

A Patient Having Calcific Tendinitis with Intraosseal Penetration,
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ABSTRACT Calcific tendinitis is a tendinopathy characterized by the formation of calcium deposits within or around the rotator cuff tendons
in the shoulder, leading to severe pain. It most commonly occurs in the supraspinatus and infraspinatus tendons due to the accumulation of cal-
cium hydroxyapatite crystals. Diagnostic tools such as radiography, magnetic resonance image, and ultrasound are useful for establishing the di-
agnosis. Intraosseous penetration is a rare condition. Cases of intraosseous penetration of calcific tendinitis have been reported in the insertions
of the pectoralis major and gluteus maximus in the humerus and femur. The region most commonly affected by intraosseous penetration is the
greater tuberosity of the humerus. In cases of intraosseous penetration, differential diagnosis should consider malignancies and osteomyelitis.
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Calcific tendinitis is a tendinopathy character-
ized by the formation of calcium deposits within or
around the rotator cuff tendons in the shoulder, lead-
ing to severe pain. It most commonly occurs in the
supraspinatus and infraspinatus tendons due to the ac-
cumulation of calcium hydroxyapatite crystals.!

The etiology is not fully understood, but it is
considered a risk factor for diabetes and gout. Patients
with calcific tendinitis have been reported to have
other endocrinological diseases. Adhesive capsulitis
and concomitant rotator cuff tears can accompany the
disease. It affects individuals between the ages of 40
and 65, with a higher prevalence in women. Conser-
vative treatment can be chosen as the initial approach,
and surgical treatment is indicated for cases unre-
sponsive to conservative treatment. Acute cases gen-
erally respond better to conservative treatment, while
chronic cases often require surgical intervention.?

Patients typically present with shoulder pain,
restricted range of motion, and decreased joint mo-
bility. The most significant limitation in motion is
usually seen in abduction and flexion because the
supraspinatus tendon is the most commonly affected.
In some cases, night pain may also be present.'

Tools such as radiography, magnetic resonance
image (MRI), and ultrasound are useful for estab-
lishing the diagnosis. Idiopathic skeletal hyperosto-
sis or degenerative tendinopathies are included in the
differential diagnosis. The region around the greater
tuberosity of the humerus is the most frequently af-
fected area.*

Intraosseous penetration is a rare condition.
Cases of intraosseous penetration of calcific tendini-
tis have been reported in the insertions of the pec-
toralis major and gluteus maximus, as well as in the
humerus and femur. The region most commonly af-
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fected by intraosseous penetration is the greater
tuberosity of the humerus.>

Radiological findings that may be encountered
in calcific tendinitis with bone penetration include
medullary involvement, periosteal reaction, and more
commonly, cortical erosion. In addition to these find-
ings, MRI may show a focal rim that mimics wide-
spread bone marrow edema or infection, which can
resemble malignancy or infection. History, physical
examination findings, imaging techniques, and
histopathological examinations play an important role
in the differential diagnosis of malignancy or infec-
tion.

Conservative treatment includes local injection,
ultrasound-guided barbotage or extracorporeal shock-
wave therapy, and range of motion exercises. There
is no consensus on surgical treatment, but options in-
clude removal of calcific deposits, acromioplasty, and
repair of tendon defects.’

I CASE REPORT

A 28-year-old male patient complained of left shoul-
der pain, particularly at night, for the past few
months. He did not have any underlying medical con-
ditions or regular medication use. He had no history
of surgical intervention. Patient consent was taken
before any treatment procedure.

Physical examination revealed that both shoul-
der levels were the same and symmetric. There was
no swelling or redness in the shoulder area. Joint
range of motion was nearly full in both shoulders, but
abduction and flexion of the left shoulder were
slightly painful. The Hawkins and Neer tests for the
left shoulder were positive, while the Jobe test was
negative. Palpation revealed slight tenderness in the
superolateral aspect of the left shoulder. The
acromioclavicular joint was painless.

The patient’s blood tests were normal, with no
signs of infection. C-reactive protein, sedimentation
rate, and white blood cell count were within normal
ranges. Laboratory investigations showed no patho-
logical findings.

Radiological examinations revealed a bone le-
sion in the proximal left humerus at the level of the
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supraspinatus insertion, with bone marrow edema
around the greater tuberosity, cortical erosion, and
soft tissue extension (Figure 1). The lesion was re-
ported to potentially indicate osteomyelitis or malig-
nancy (Figure 2, Figure 3). The available imaging
was evaluated, and an intralesional biopsy procedure
was planned.

An intralesional biopsy was performed, and the
biopsy specimens were sent for histopathological ex-

FIGURE 1: Preoperative shoulder radiographs.

FIGURE 2: Preoperative magnetic resonance imaging. A lesion with intraosseous
penetration is observed in the superolateral aspect of the humerus. The dimensi-
ons were measured approximately 13x11 mm. Perilesional bone marrow edema
is observed.
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FIGURE 3: Preoperative computed tomography images, showing cortical erosion
at the level of the greater tuberosity.

amination (Figure 4). Passive elbow exercises and
pendulum exercises were initiated on the evening of
the surgery, and the patient was discharged one day
later.

During follow-up, the patient did not experience
any complications related to the surgical site. There
were no complaints of pain or restricted movement.

Despite not performing calcific deposit extraction,
the patient’s pain complaints resolved in the postop-
erative period.

The histopathology report confirmed calcific
tendinitis with intraosseous penetration, and no evi-
dence of malignancy or osteomyelitis was found.
MRI performed at the 3-month postoperative follow-
up confirmed the lesion as calcific tendinitis origi-
nating from the attachment site of the supraspinatus
muscle.

I DISCUSSION

It has been reported that conservative treatment can
yield successful results in up to 80% of patients with
acute calcific tendinitis who are younger than 40
years old and do not have endocrine disorders. In a
similar case with our patient but at an older age, suc-
cessful outcomes were achieved with conservative
treatment in a patient diagnosed with intraosseous
calcific tendinitis following evaluation with radiog-
raphy, MRI, and whole-body bone scintigraphy. The
improvement of the patient’s symptoms, despite the
absence of surgical interventions such as calcific de-
posit extraction, bursectomy, or acromioplasty, was
likely due to conservative treatment involving anal-
gesic use and range of motion exercises.

The course of calcific tendinitis is described as a
three-stage process: pre-calcific, calcific, and resorp-
tive phases. The pre-calcific phase involves fibrocar-
tilaginous metaplasia, followed by the accumulation
of calcium deposits in the calcific phase, and it pro-
gresses with neoangiogenesis and phagocytosis in the
resorptive phase.®

FIGURE 4: Intraoperative fluoroscopy images.
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During the investigation of a sclerotic lesion ob-
served at the proximal aspect of the greater tuberos-
ity in a case presentation, calcific tendinitis was noted
in the supraspinatus tendon in a radiograph taken 6
months prior.” Since it is likely in the resorptive
phase, the disappearance of the calcific deposit in the
supraspinatus tendon could be considered a normal
occurrence. This highlights the importance of under-
standing the phases and radiological findings of the
disease.

There is no consensus on the choice of surgical
treatment. Complete removal of the calcific deposit
and the absence of tuberosity osteolysis have been re-
ported to be associated with better functional out-
comes.'® Even in the presence or absence of bone
penetration in calcific tendinitis, the removal of the
calcific deposit has been reported to be associated
with good clinical outcomes, and repair is recom-

mended in the presence of tendon defects.!!"

Some authors argue that the accurate evaluation
of radiological findings of the disease can be effective
in the choice of treatment. The combination of find-
ings such as erosion of the greater tuberosity in MRI,
presence of edema around the lesion, “snowstorm”
appearance in computed tomography, and “comet

to support the consideration of intraosseous penetra-
tion for correct diagnosis and to prevent aggressive

surgical interventions.'>!*
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