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Case Report

Calcium Deposits of the Metacarpophalangeal Joint on the
Fourth and Fifth Finger
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Abstract

Acute calcium deposition disease is characterized by calcium hydroxyapatite crystal deposition within tendons and surrounding tissue
of joints. It can manifest acute or chronic. It's most common symptom is pain in affected area. Two patients applied to our outpatient
clinic with complaints of hand pain. Calcific masses were detected by radiological imaging. After radiological imaging and laboratory
examinations the patients diagnosed acute calcium deposition disease. One of the patients had ongoing symptoms for 2 years, the
other one had ongoing symptoms for 3 years. Both of the patients had tried conservative treatment multiple times. These patients were
treated surgically because of long-standing symptoms. Although acute calcium deposition disease usually resolves spontaneously
with conservative treatment, patients with recurrent or persistent lesions can be treated surgically.
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Akut kalsiyum birikimi hastaliginda hidroksiapatit birikimi meydana gelmektedir. Bu durum, eklemleri gevreleyen tendonlarda ve
dokularda olugmaktadir. Akut veya kronik olarak kendini gdsterebilir. En sik gdriilen semptom etkilenen bélgede agnidir. iki hasta
poliklinigimize el agrisi sikayeti ile basvurdu. Radyolojik goriintiileme ile kalsifik kitleler tespit edildi. Radyolojik goriintiileme ve
laboratuvar incelemelerinin ardindan hastalara akut kalsiyum depo hastaligi tanisi konuldu. Hastalardan birinin semptomlari iki
yildir, digerinin semptomlari tg yildir devam ediyordu. Her iki hasta da konservatif tedaviyi defalarca denemisti. Bu hastalar uzun
suredir devam eden semptomlar nedeniyle cerrahi olarak tedavi edildi. Akut kalsiyum birikimi hastaligi genellikle konservatif tedavi ile
kendiliginden diizelse de, tekrarlayan agri semptomlari ve kalici lezyonlari olan hastalar cerrahi olarak tedavi edilebilir.

Anahtar Kelimeler: Kalsiyum depo hastalidi, kalsifik peritendinit, kalsifik periartrit, el cerrahisi

INTRODUCTION

Acute calcium deposition disease, most commonly
named as calcific tendinitis, is a disease in which
calcium phosphate crystals, including hydroxyapatite are
deposited around tendons and joint-capsule insertions

(1.

is a painful clinical condition. Symptoms like fever and
redness are uncommon. Symptoms can appear sudden
onset and generally patients complain of dull pain,
tenderness and edema at the joint or around the tendon.
A differential diagnosis should be made because gout,
pseudogout, tumoral calcinosis and septic arthritis can
mimic the same symptoms. Some patients have elevated

Calcium deposition in the hand has been classified as
calcific peritendinitis and periarthritis based on the
locations of the calcium deposits (2).

Although some cases are asymptomatic, generally it
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erythrocyte sedimentation level; however, otherlaboratory
findings are usually normal. It is a self-limiting process
and showsingresolution within one month (3).

In this case report, we present two cases of calcium
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deposits localized in the hand that have not resolved
with non-surgical treatment. Because of long ongoing
symptoms the two patients were treated surgically in our
clinic.

CASE REPORT
Case 1

A 25 yearold female patient presented to our
outpatient clinic with the complaint of pain in the fourth
metacarpophalangeal joint of her left hand and an
unspecified sensation in the fourth finger. The complaints
have been continuing for about three years and elevated
periodically. The patient has no history of trauma. In
the examination of the patient; there was no redness
or warmth in the joint. The fourth finger capillary filling
was normal, but there was hyperalgesia on the radial
side of the finger. The fourth finger pulp-palm distance
measured 1 cm. Plain radiographs of the hand showed an
oval-shaped calcific lesion on the radial side of the fourth
metacarpophalangeal joint. Magnetic resonance imaging
(MRI) revealed this oval-shaped calcific lesion as well
as smaller sized calcific deposits around the adjacent
flexor tendon with surrounding soft tissue edema and
inflammation (Figure 1).

Figure 1. Anteroposterior radiography (a) shows well-defined
calcification (open arrow) adjacent to the fourth metacarpophalangeal
(MCP) joint. Coronal (b) and axial (e) fat-saturated proton density (PD)
MR images show calcific deposit (open arrows) adjacent to the radial
aspect of the fourth MCP joint. Also, coronal fat-saturated T1-weighted
(c), contrast-enhanced fat-saturated T1-weighted (d) and axial fat-
saturated PD (e) MR images show smaller sized calcific deposits just
superficial to the flexor tendon with edema and inflammation in the
surrounding soft tissues (solid arrows)

Case 2

A 37 year-old female patient was presented to our
outpatient clinic with complaints of swelling and pain
between her 4th and 5th fingers of the right hand. The
complaints have been continuing for two years and
have elevated especially with using. The patient has
no history of trauma. In the examination of the patient;
there was no redness or warmth on the joint. Capillary
filling of the fourth and fifth fingers was normal, and the
patient’s neuro-motor and tendon examinations were
normal. The pulp-palm distances of the fourth and fifth
fingers measured zero cm. An anteroposterior radiograph
of the hand showed an amorphous calcific lesion on the
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radial side of the fifth metacarpophalangeal joint. MRI
demonstrated the calcific lesion and also surrounding
soft tissue edema which is extending into the fourth web
space (Figure 2).

Both patients were housewives and they had no history
of disease. There was no history of regularly used drugs.
The rheumatological parameters (C-reactive protein,
Anti-Streptolysin O, rheumatoid factor) of the patients
were negative. Hemogram and routine biochemical
parameters were both normal. The MR images of the
patients were reported as calcific deposits (Figure 1,2).
With the presented findings, excision was planned.

Figure 2. Anteroposterior radiography (a) shows amorphous
calcification (solid arrow) adjacent to the fifth MCP joint. Coronal PD
(d), T1-weighted (e) and contrast-enhanced fat-saturated T1-weighted
(f) MR images show the calcific deposits with surrounding soft tissue
edema and inflammation around the joint (solid arrows). In addition, the
extension of the soft tissue edema towards to the fourth finger space
on the dorsal side is seen on the axial short-tau inversion recovery
(STIR) (b, ) MR images (open arrows)

Axillary anesthesia was applied to both patients before
the operation. Both of the patients were operated
on in the supine position using the hand table. Dorsal
approaches made for both lesions and lesions were
excisited carefully. Care was taken not to damage the
surrounding anatomical structures (Figure 3a,3b).
The obtained materials were sent for pathological
examination (Figure 3d). Pathological evaluation for
the first patient reported as histiocyte aggregates and
fibrosis. For the second patient, pathological evaluation
reported as lesion consist of multinuclear giant cells and
mononuclear stroma.

The first patient’s follow-up showed no symptoms for nine

508



DOI: 10.37990/medr.1095443

months and the second patient’s follow-up have showed
no symptoms for six months.

Figure 3. Intraoperative surgical approach of case 1 (a) Intraoperative
surgical approach of case 2 (b) exited mass of case 2 (c) (d)

DISCUSSION

Acute calcium deposition disease is a self-limiting
disease process that typically resolves within one month
(4). The disease most often occurs in the shoulder;
the wrist and hand are affected in only 2% of patients
(5). Women are affected more frequently than men.
It has been reported in the literature that women are
affected two to five times more than men (6). The most
commonly affected site in the hand is the insertion of
the flexor carpi ulnaris (FCU). Multiple various locations
have been reported, including the interphalangeal,
metacarpophalangeal joints of all five fingers (6).

Acute calcium deposition disease usually occurs
without any other medical problem, it is idiopathic. The
pathogenesis of the disease is controversial. Researches
on the shoulder suggest that this is a degenerative
disease (7). Repetitive tissue stress can cause tissue
hypovascularity, which leads to necrotic tissues in
which calcium can be deposited. Metabolic disorders
and cartilaginous metaplasia are the other theories. The
second patient's complaints have elevated with repetitive
movement, we can say that using is a kind of irritative
tissue stress.

Acute calcium deposition disease consist of three stages;
precalcific stage, calcific stage and post calcific stage.
The main event of precalcific stage is fibrocartilaginous
transformation. In early calcific stage calcium crystals
are deposited in matrix vesicles and at the end of calcific
stage the deposit is removed by macrophages and
multinuclear giant cells. In post calcific stage fibroblasts
remodel the remaning space after calcium removal (8).

Calcium deposits in the hand and wrist have a similar
symptomatology to commonly encountered conditions.
Differential diagnosis is required for infective conditions,
fractures, metabolic disorders and rheumatological
disease (9). The clinical presentation of the disease, its
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confinement to a single joint, and radiological imaging
of calcium deposits may help differentiate acute calcific
tendinitis from other condition (2). The rheumatological
parameters (CRP-ASO-RF) of our patients were negative,
hemogram and routine biochemical parameters were
normal.

Treatment of calcific periarthritis or peritendinitis should
first be non-surgical. It is reported that the disease is
self-limited. During the acute period, the best treatment
is achieved by nonsteroidal anti-inflammatory drugs, with
resting or splinting. Local anesthetic or steroid injections
are useful to relieve the pain (10). When the patients
applied to our outpatient clinic their complaints had been
continuing for years. Several times nonsteroidal anti-
inflammatory drugs had been given to them. Splinting had
been tried for both patients.

Long-term persistence of symptoms and long-term
persistence of calcification are not common in acute
calcium deposition disease (11). But as in our cases,
success can be achieved with surgical treatment in cases
with long-term symptoms. Surgical excision provides
relieve from pain within a very short time. Surgery is very
beneficial in patients who have persistent lesions that do
not improve with non-surgical treatment (12).

CONCLUSION

Calcium deposition disease is not rare, the important
point in treatment is to evaluate each patient and to
make a treatment plan for their own according to the
symptoms.
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