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Calcific tendinitis of the shoulder joint is common disease causing acute pain, mainly involving the supraspinatus or infraspinatus muscle, 
and less frequently the teres minor or subscapularis muscle. This study reports on the satisfactory arthroscopic removal of calcium depos-
its as well as infraspinatus and supraspinatus muscle repair without relapse via minimal incision using suture anchors. This was a case of 
atypically extensive calcific tendinitis involving the infraspinatus muscle, with a bursal side partial rupture of the supraspinatus muscle in a 
61-year-old female whose chief complaint was chronic pain of the right shoulder exacerbated by limited movement. 
(Clin Shoulder Elbow 2016;19(4):241-244)
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Calcific tendinitis is a common disease occurring mainly in 
the shoulder joint, accounting for up to approximately 10% of 
shoulder pain syndromes.1,2) Most cases involve the supraspi-
natus or infraspinatus muscles of the rotator cuff, and rarely the 
teres minor or subscapularis muscle. Although its pathogenesis 
has not been clearly determined, the cause is thought to be hy-
poxia of the tendinous tissue.2,3) 

Calcific tendinitis of the rotator cuff responds well and shows 
spontaneous recovery in most cases, therefore conservative 
treatment is preferred; however, surgery should be considered 
if conservative treatment fails.4) The authors of this study expe-
rienced a satisfactory surgical result in a patient with atypically 
extensive calcific tendinitis involving the infraspinatus muscle, as 
well as a bursal side partial rupture of the supraspinatus muscle. 
The patient had shown no response to conservative treatment, 
and surgery was successful with no relapse after one year of 
follow-up. We now report on the case with a review of the lit-
erature.

Case Report

A 61-year-old female presented with severe pain in the right 

shoulder. She had experienced occasional shoulder pain for 7 
years prior to the visit, but did not seek treatment; conservative 
management was started at a private hospital when the symp-
toms worsened one year prior to the visit, but the symptoms 
became even more severe, and she now complained of acute 
nocturnal pain. 

On physical examination acute pressure pain with slight 
edema was detected over a large nodule on the right shoulder. 
There was no limitation of joint movement; however, decreased 
rotator cuff muscular strength was observed, and painful arc 
test and empty can test showed a positive result. Results of the 
Neer and Hawkins tests were both positive. The impression was 
an impingement syndrome (Constant score, 44 points). Blood 
tests showed no abnormal finding. A 38×13 mm, oval-shaped 
calcific deposit was superimposed on a calcific deposit behind 
the large right shoulder nodule, as observed on anteroposterior 
and axillary view plain radiographs (Fig. 1). Magnetic resonance 
imaging (MRI) confirmed the location of the lesion; a large, low-
signal-intensity, oval-shaped calcific mass was observed in the 
infraspinatus muscle, as well as a bursal side partial rupture of 
the supraspinatus muscle (Fig. 1). Due to the atypically extensive 
calcific tendinitis and lack of response to conservative treatment, 
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arthroscopic removal of the calcific deposit was performed un-
der general anesthesia. Standard anterior and posterior supports 
were used during the surgery with the patient in lateral recum-
bency. Synovial congestion and hypertrophy were observed in 
the bursa surrounding the infraspinatus muscle in the subacro-
mial space, accompanied by edema of the infraspinatus muscle 
parenchyma. The calcific deposit was located using a spinal 
needle and removed by shaving (Fig. 2), followed by thorough 
washing of the subacromial space. Following removal of the cal-
cific deposit and the bursal side partial rupture of the supraspi-
natus muscle, the partial rupture of the infraspinous muscle was 
repaired using a suture anchor via a minimal incision. 

The patient’s right shoulder pain resolved immediately after 
surgery, and passive or active joint movement aided by an ab-
duction brace was started according to the 6-week general reha-
bilitation program for rotator cuff repair; muscle strength training 
was started 3 months after surgery. The patient had no right 
shoulder pain at a one-year follow-up, the range of motion was 

relatively well-maintained despite some restricted lateral move-
ment, and the results of the Neer and Hawkins tests were both 
negative with no finding of impingement syndrome (Constant 
score, 65 points). Radiography showed no relapse of calcific de-
posits, and a well-healed rupture of the infraspinous muscle after 
the removal of the calcific deposit was observed on MRI (Fig. 3).

Discussion

Calcific tendinitis is a common, painful disease occurring at 
the muscle-attachment sites of tendons. According to Bosworth,1) 
it most commonly occurs in the shoulder joint; 51% of calcific 
deposits are reported to occur in the supraspinatus muscle, 
44.5% in the infraspinatus muscle,23.3% in the teres minor, and 
3% in the subscapularis muscle. The age group between the thir-
ties and fifties is most often affected; in general, more cases of 
calcific tendinitis occur on the right side than the left, and more 
cases in females than in males,1) and it is not related to trauma. 

Fig. 1. Preoperative plain radiographs (true 
anteroposterior, axillary view), magnetic 
resonance imaging showing the calcium de-
posits (white arrows) in the posterior part of 
the greater tuberosity and a bursal side tear of 
the supraspinatus tendon.
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Although some cases of symptomatic calcific tendinitis of the 
shoulder show spontaneous improvement, most require treat-
ment. Conservative treatment options include nonsteroidal drug 
administration, steroid injection into the subacromial space, 
physical therapy, extracorporeal shock wave therapy, and needle 
aspiration. Surgical treatment is indicated for symptom progres-
sion, continuous pain that disrupts daily life, or symptoms that 
do not improve after conservative treatment;4) however, surgical 

treatment is not considered when the calcific deposit is resolved 
by natural resorption.2) Surgical treatment is either open or ar-
throscopic; open surgery can provide satisfactory results and 
reduce pain after the removal of calcific deposits; however, the 
recovery time is long and long-term rehabilitation is required; 
arthroscopic surgery can reduce joint stiffness by enabling reha-
bilitation immediately after surgery, and also reduces rehabilita-
tion time and often provides more functional and esthetically 
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Fig. 3. (A) Postoperative plain radiograph 
(true anteroposterior view) showing the 
complete removal of the calcium deposits 
with no recurrence of calcific tendinitis of the 
shoulder. (B) Magnetic resonance imaging 
showing the complete removal of the calcium 
deposits with no recurrence of calcific tendi-
nitis of the shoulder and well-healing state of 
the infraspinatus tendon.
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Fig. 2. Arthroscopic removal of the calcium 
deposits of the infraspinatus tendon. (A) 
Localization of the calcium deposit using a 
spinal needle. (B) The toothpaste appearance 
of the calcium deposits. (C) Multiple frag-
mented calcium deposits. (D) All calcium de-
posits were removed from the infraspinatus 
tendon.
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satisfactory results.5)

In a study of prognostic factors after treatment of calcific 
tendinitis by Jacobs and Debeer,6) the effect of the size of the 
calcific deposit on the patient’s prognosis was evaluated using 
the Disabilities of the Arm, Shoulder and Hand score and modi-
fied Constant score; the prognosis with calcific deposit sizes 
less than 10 mm, 10–20 mm, and over 20 mm was assessed 
in 61 patients. According to the results, the size of the calcific 
deposit does not influence the clinical outcome of surgical treat-
ment. Porcellini et al.7) classified 63 calcific tendinitis patients 
into groups according todeposit size less than 10 mm, 10–20 
mm, and over 20 mm; the group with deposit size over 20 mm 
showed the lowest Constant score before surgery, but the results 
after two years of follow-up showed an increase in the Constant 
score, indicating that the size of the calcific deposit does not 
affect the clinical outcome of surgical treatment. Cho et al.8) as-
serted that the site of the calcific deposit, severity of pain, and 
radiologic size of the deposit do not affect the clinical outcome 
of conservative treatment. Rhee et al.9) reported better treatment 
results with arthroscopic removal of calcific deposits, as there 
were fewer operative complications; they also reported worse 
results for deposits located in the subscapularis muscle, and that 
the treatment results were not affected by size of the deposit and 
its complete removal, or whether or not subacromial decom-
pression was performed or the rotator cuff was repaired. Ogon 
et al.10) reported that poor prognosis with conservative treatment 
is likely for bilateral calcific deposits, if they were large or located 
anterior to the acromion. They also reported association of large 
calcific deposits with progression to chronic pain, and the size of 
the deposit was a risk factor for prolonged pain. 

The patient in this report had atypically extensive calcific 
tendinitis involving the right infraspinatus muscle with bursal 
side partial rupture of the supraspinatus muscle, a complaint 
of nocturnal right shoulder pain, and failure to improve with 
conservative treatment; this prompted the authors to perform 
arthroscopic removal of the calcific deposit and to repair partial 
ruptures of the right supraspinatus muscle as well as the infra-
spinatus muscle at the calcific deposit removal site. Satisfactory 
results were achieved with surgery, the pain was reduced, and 
the joint range of motion was maintained. 

As reflected in the literature review, the patient had an atypi-
cally extensive calcific deposit that did not respond to conserva-

tive treatment and progressed to chronic pain; the treatment 
result was satisfactory after arthroscopic removal, despite the 
large deposit size, suggesting that the size of the deposit does not 
affect the treatment prognosis. Further studies regarding the ef-
fect of the size of the calcific deposit on the treatment results are 
needed. 
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