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Atraumatic Calcific Tendinitis in Medial Collateral Ligament: A Case

Report

Carter ] Berry', Adam J Tagliero', David R Diduch’

Learning Point of the Article:

Calcium deposits can be seen in the medial collateral ligament (MCL) following trauma but atraumatic calcific tendinitis is

rare. Diagnosis and treatment of MCL calcific tendinitis are not well covered in orthopedic literature. Good resolution of

symptoms using conservative treatments is reported.

Introduction: Calcific tendinitis is a commonly treated in the shoulder and wrist, but it is rarely seen in the medial collateral ligament (MCL).

Thereis not satisfactory orthopedicliterature for diagnosis and treatment of this condition.

Case Report: A healthy 50-year-old woman presented with medial sided right knee pain. She did not have any history of trauma to the knee nor
instability. She was diagnosed with calcific tendinitis of her MCL and was treated with US-guided lavage. This was her 4th documented location

of symptomatic calcific tendinitis including her right shoulder, left wrist, and contralateralknee MCL.

Conclusion: We present a case of a 50-year-old female with a history of multifocal, symptomatic calcific tendinitis, who had atraumatic mineral

depositioninher MCL. Ultrasound-guided lavage is a successful minimally invasive treatment for calcific tendinitis.
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Introduction

Calcific tendinitis is an inflammatory condition related to the
deposition of calcium hydroxyapatite crystals within tendinous
structures. The disease is most common in the shoulder and hip;
however, any joint is at risk [1]. The exact pathophysiology of
calcific tendinitis remains unknown. There are suggestions of a
relationship with endocrine disorders or extracellular organelles
such as matrix vesicles [2, 3]. Typically calcific tendinitis is
managed conservatively, but surgical interventions have been
described for lesions recalcitrant to non-operative management
[4]. Calcific tendinitis is usually diagnosed on radiographs,
which is the most practical modality for initial evaluation [ S ].

The medial collateral ligament (MCL) is the primary medial

stabilizer of the knee and is made of superficial and deep portions
with consistent attachment points on the femurand tibia [ 6, 7]. It
is important to differentiate idiopathic MCL calcific tendinitis
versus calcium deposits that are present as a result of trauma or a
previous valgus force MCL injury, known as a Pellegrini-Stieda
lesion [8].

To the best of our knowledge, there have been no case reports of
calcific tendinitis in the medial periarticular region of the knee
treated successfully with US-guided lavage. We presenta case ofa
50-year-old woman with focal knee pain due to calcium
hydroxyapatite depositioninher MCL.
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knee X-ray. knee X-ray.

Case Report

A 50-year-old female presented with 1.5 years of right, medial
sided knee pain interfering with sleep, and sitting for long
periods. She denied any history of injury but felt some gradually
worsening medial knee pain with everyday activities despite use
of over the counter non-steroidal anti-inflammatory drugs
(NSAIDs).

Her history is significant in that she had the same symptoms on
the left knee for which she had a lavage procedure § years ago
which provided complete relief. In addition, she was treated
similarly for calcific tendinitis in her left wrist following a
traumatic fall onto her outstretched left arm 4 years ago.
Imaging demonstrated a lobular radio-density along the
extensor tendons of the dorsal wrist that was favored to
represent calcific tendinosis and hydroxyapatite deposition.
She was treated with splinting, US-guided lavage, and NSAIDs
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Figure 3: Lateral rightknee X-ray.

and her symptoms fully resolved. Her
right shoulder was also imaged in 2019
and calcific tendinitis was present. Her
symptoms were resolved with a course
of physical therapy. She did not
undergo any serological testing, renal
panel, or further hormone workup.

On physical examination of the right
knee, she had full, pain-free range of
motion bilaterally without effusion,
lower extremity edema, erythema nor
ecchymosis. She did not have any
patellar apprehension, crepitus, or
tenderness about the patella. She had a
stable ligamentous examination
including varus and valgus stress at 0
and 30° of flexion. No motor or sensory
deficits noted. Her right MCL was
tender to palpation along its length,
most pronounced near the proximal attachment.

We obtained standing PA, standing flexion (Rosenberg),
lateral, and sunrise X-ray views demonstrating well-maintained
joint space and no soft-tissue swelling. A lobular calcification
within the proximal, medial periarticular region of the MCL
origin was noted (Fig. 1-4).

Given the history, physical examination, and radiographic
findings, she was diagnosed with calcific tendinitis of the MCL.
The patient demonstrated significant symptoms which were
recalcitrant to activity modification, over the counter
medications, and conservative measures for 18 months. The
patient was interested in a procedural solution at this time.
Given the potential morbidity of an openresection, the decision
was made to proceed with a minimally invasive approach and
the patient was sent for an US-guided injection/aspiration

Figure 4: Sunrise rightknee X-ray.
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Figure S: Sunrise bilateral knee X-ray.

(lavage) for treatment.
Procedural findings

The patient underwent evaluation using gray scale and color
Doppler sonographic imaging where a large focus of calcium
hydroxyapatite at the superior attachment of the MCL was
found which measured approximately 2 cm in length with
adjacent hyperemia. Utilizing local anesthesia, sterile
technique, and ultrasound (US) guidance, an 18-gauge needle
was advanced into the calcification within the right MCL.
Following this, pump lavage and aspiration were performed
with a solution of 5 cc of 0.25% preservative free bupivacaine
and S cc of sterile saline. Three syringes were utilized. This
yielded return of amorphous, chalky fluid. All needles were
removed.

Subsequently, a25-gauge needle was advanced superficial to the
MCL utilizing local anesthesia, sterile technique, and US
guidance. A mixture of 1 cc of 0.25% preservative free
bupivacaine and 0.5 cc (20 mg) of triamcinolone 40 mg/mL
was injected. The patient felt immediate pain relief and
tolerated the procedure well.

Post-procedural course

At 4 months post-procedure, she continued to report no pain
and was able to return to all activities withoutissue, sleep was no
longer pain limited. In addition to resolution of symptoms in
her knee, the patient reported no recurrence of pain or
dysfunction in her wrist, contralateral knee, or shoulder at over
3years follow-up.

Her physical examination was symmetric and unremarkable.
She had full pain free range of motion without effusion orlower
extremity edema. She remained stable to varus and valgus stress
at 0 and 30° of flexion without discomfort. She had no
tendernessabout the medial orlateral aspects ofherknee.

Standing PA, Rosenberg, and sunrise X-ray views of both knees
demonstrated interval resolution of calcium deposits within the

Figure 6: Standing PA flexion bilateral knee X-ray.

MCL (Fig. Sand 6).

Discussion

We present this case of a patient with a history of multi-focal
calcific tendinitis with treatment of calcific tendinitis in the
MCL. This presentation of knee pain from calcific tendinitis is
unique and US-guided injection with lavage proved an effective
option fortreatment.

X-ray views showing well-maintained joint space and no soft-
tissue swelling along with the absence of joint line tenderness
rule out osteoarthritis as a diagnosis in this case. The lobular
calcification within the proximal, medial periarticular region of
the MCL origin makes MCL calcific tendinitis the most likely
diagnosis. Calcific tendinitis predominantly presents as
shoulder pain with deposits found most commonly in the
tendons of the rotator cuff. Non-operative management is the
gold standard with recalcitrant lesions requiring operative
intervention. This patient’s multi-focal calcific tendinitis and
atraumatic MCL calcific tendinitis is a unique presentation.
Few studies have commented on the treatment of MCL calcific
tendinitis; however, Fernandez-Cuadros et al. [9] described a
64-year-old woman who underwent radial electroshock wave
therapy plusiontophoresis which objectively improved her pain
and was effective in decreasing the calcification present after
treatment. The authors did not state the frequency or length of
treatments required for a successful outcome. Kamawal et al.
[10] described another 50-year-old woman with MCL calcific
tendinitis and simultaneous shoulder calcific tendinitis who's
knee was managed conservatively with analgesics, NSAIDs,
electro-therapy, and shock wave therapy. These treatment
modalities did not provide adequate relief; thus, surgery was
recommended. Knee arthroscopy with additional open
removal of the calcified lesion was performed. She was full
weight-bearing by 2 weeks post-operative and by 4 weeks was
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painfree.

The etiology of calcific tendinitis remains uncertain, and there
is a paucity of literature reporting on atraumatic calcific
tendinitis in the MCL and treatment options and outcomes.
This study provides one such case report to assist with clinical
decision making. After failure of comprehensive non-operative
interventions, the patient was able to achieve pain relief and
return to activity without undergoing a surgical intervention.
There remains a need for more robust studies reporting on
these topics.

Conclusion

Our patient had a unique symptomatic presentation of multi-
focal calcific tendinitis with successful resolution of symptoms

using non-surgical measures. She was able to return to all
activities and sleep without pain. We report US-guided lavage
with aspiration as a successful treatment for MCL calcific
tendinitis withoutany known complications.

Clinical Message

MCL calcific tendinitis can be a cause of medial sided knee pain,
which is a frequent clinical complaint. Diagnosis and conservative
treatment using US-guided lavage is novel in orthopedics. This case
provides a new discussion of knee pathology with associated
treatment.
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