LETTER TO THE EDITOR

Treating Hidden Left Supraspi-
natus Calcific Tendinitis with
Conventional Surgery

Sir,

Calcific tendinitis of the rotator cuff is a prevalent muscu-
loskeletal disorder characterised by the deposition of calcium
crystals in the tendons and an associated inflammatory
response, often resulting in acute, debilitating pain and
restricted shoulder mobility." This painful condition manifests as
the presence of one or multiple deposits in the rotator cuff
tendons, with some patients reporting persistent pain and
shoulder dysfunction.? This painful shoulder condition primarily
affects sedentary workers in their fifth or sixth decade of life. It
progressesthroughtwodistinct stages: Aformationstageandan
absorption stage. The formation stage is primarily induced by
brief episodes of hypoxia, leading to chronic deposition of
calcium in the matrix vesicles of chondrocytes. This process is
further exacerbated by repetitive micro-injuries, which subse-
quently result in the formation of bone lesions that eventually
coalesce. The formation stage is often asymptomatic and can
persist for one to six years. The subsequent absorption stage,
which typically spans from three to six months, is characterised
by the vascularisation of the periphery of the calcium deposits,
leading to the infiltration of macrophages and monocytes. This,
in conjunction with the recruitment of fibroblasts, elicits an
aggressive inflammatory response, culminating in the aggrega-
tion of inflammatory cells, heightened oedema, and increased
intratendinous pressure. Non-surgical interventions constitute
the primary approach to management, with a majority of
patients achieving improvement following the administration of
oral anti-inflammatory medications, physical therapy, and corti-
costeroid injections. For individuals who do not respond to non-
operative treatments, a range of therapeutic modalities exists,
including extracorporeal shock wave therapy, ultrasound-guided
aspiration, and surgical debridement.’

The case under consideration concerns a patient with calcifying
tendinitis of the left supraspinatus. Despite attempts at non-
operative and arthroscopic treatments, satisfactory outcomes
were not attained due to the obscure nature of the calcification
site. Consequently, the traditional operative approach was
pursued.

A4l-yearmaleinitially soughtmedicalattentionforpain, discom-
fort, and restricted movement in the left shoulder. Following a
diagnosis of calcific tendinitis in the left supraspinatus muscle
and subsequent ineffective non-surgical treatment, the patient
underwent arthroscopic surgery which, however, failed to locate
the lesion. Subsequently, the patient was referred to our hospital
for further evaluation and management. Physical examination
revealed pronounced left shoulder pain and a marked reduction
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inleftshoulderjoint mobility. Shoulder pain was severe, shoulder
abduction angle was 60°, and rotational activities were signifi-
cantly limited. Radiographic examination demonstrated the
presence of an abnormal calcified plaque in the left shoulder,
while MRIrevealed oedemaintheleftsupraspinatustendon, with
abnormalsignalfociinthe supraspinatus muscle presumed to be
eithercalcified ornecroticinnature (Figure 1).

Figure 1: Radiographic examination demonstrated the presence of an
abnormal calcified plaqueintheleftshoulder, while MRIrevealed oedemain
the left supraspinatus tendon, with abnormal signal foci in the supraspi-
natusmuscle presumedtobeeithercalcified ornecroticinnature.

Figure 2: The les
wastakenforpathologicalexamination

4

ysis revealed the presence of
skeletal muscle tissue with some fibrous tissue and sporadic irregular
calciumsaltdeposits.
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Under general anaesthesia, the left shoulder joint was
examined and the lesion was subsequently excised. The lesion,
which was positioned discreetly at the centre of the supraspi-
natus tendon, necessitated two surgical incisions, one anterior
and one posterior, to achieve accurate localisation. Subse-
quently, the periosteum covering the lesion was incised,
revealing white, 'buttermilk-like' fluid. A sample of this fluid,
alongwith a portion of the periosteum, was sent for pathological
analysis. Upon completion of the examination, the lesion was
fully excised (Figure 2). The pathological analysis revealed the
presence of skeletal muscle tissue with some fibrous tissue and
sporadicirregular calcium salt deposits (Figure 3), aligning with
theclinicaldiagnosis of calcific tendinitis. Atone week postoper-
atively, the patient's shoulder abduction angle was 60°, and
rotational activity was restored compared with before, and at
onemonth, the patient's shoulderabductionangle was 90°, and
rotational activity was significantly restored.

Calcific tendinitis is typically amenable to non-surgical or spon-
taneous intervention. However, in cases of occult calcific
tendinitis, the concealed nature of the condition, as well as the
formation of a dense sheath around the affected tendon, often
undermine the efficacy of non-surgical approaches. Arthros-
copic intervention may likewise prove inadequate in accessing
the lesion, thereby necessitating recourse to traditional surg-
ical methods for lesion localisation and removal. Enhanced
outcomescanbeachievedthroughasynergy oftraditional surg-
ical techniques, rehabilitative measures, and pharma-
cotherapy. At present, the patient's self-reported shoulder pain
has completely disappeared, and there is no abnormality in
shoulder joint movement, and the patient is very satisfied with
thistreatment.
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