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KpUotaAlol BCP (Basic calcium phosphate) :

 HA ( Hydroxyapatite)
e Tricalcium phosphate
e Octacalcium phosphate (OCP)

 Movov ol evamnoBeoelc HA €xouv KAWLKN onpaoia

* EvaméBeon kupiwg o Tévovteg (repetitive stress-degeneration) aAAd kal o€

ouvdéopoug, Buldakoug, apBpikn kapa kal petovaotevon (migration) os ootad-puec.

 Milwaukee shoulder : Zexwploti popdn Wlaitepa kataotpodknc apBpitidac Twv
WHWV

* OulkpuotaAlotl BCP aveupiokovtal Kal eviog twv apBpwoswv pe OA kal Bswpoulvtal
ETILTOXUVTEC TNC vOooou (disease accelerators) 2

1.Ea HK et al. Calcium pyrophosphate dihydrate and basic calcium phosphate crystal-induced arthropathies: update on
pathogenesis, clinical features, and therapy. Curr Rheumatol Rep.2004

2. Nalbant S, et al.: Synovial fluid features and their relations to osteoarthritis severity: new findings from sequential
studies. Osteoarthritis Cartilage 2003, 11:50-54.



Repetitive stress/micro-injuries
Degeneration

Compromised healing capacity
Local ischaemia

Calkifying tendinopathy . it i Figure. Hypothetical model showing the
Ostooblast . : . _f._ — erroneous differentiation of TDSCs 1 the
Erroncous ' ' o | pathogenesis of calcifying tendinopathy

and new treatment possibilities. After
acute mjury. TDSCs would proliferate and
differentiate nto tenocytes (tenogenesis)
in normal tendon healing. However, 1n the
presence of overuse or the accumulation
of micro-injuries as a result of
compromised healing capacity of tendon
cells to normal daily activities, the TDSCs
would differentiate mnto chondrocytes or
osteoblasts (osteo-chondrogenesis)
instead of tenocytes with compromised
capacity for tendon healing. The
deposition of erroneous extracellular
matrix and calaific  deposits  would
weaken the tendon. resulting mn failed
healing and caused activity-related tendon
pam.

Wormal tendon healing

Rui YF et al. Does erroneous differentiation of tendon-derived stem cells contribute to the pathogenesis of calcifying
tendinopathy? Chin Med J (Engl). 2011 Feb;124(4):606-10



KAk cuvdpopua

* Acumtwpatikn evanobeon ( 70%)
AcBeotomolog tevovtitida
Oulakitda

MNeplapBpitida

Kataotpodikn apBpitida

DAgypovr) HoAoKwY poplwv

Ea HK et al. Calcium pyrophosphate dihydrate and basic calcium phosphate crystal-induced
arthropathies: update on pathogenesis, clinical features, and therapy. Curr Rheumatol Rep.2004



* Kuplwc yuvaikec petat 30-60 etwv

* [l ouxva mpooPfariovial wuol-loyia

* Acadormnoinon tng evamnobeonc xwplic EekaBapa OpLa avilotolxel cuvnBwg
otnv ofela daon

e JuvnObwc to peEyeboc tng evamodBeong dev oxeTileTal Le TNV EVTAON TOU
KALVIKOU ouvdpopou

* Ouneploocotepol acBeveic (70%) aviamokpivovtal oTnv cuvtnNPENTLKN
Beparmeia

Cho NS et al. Radiologic course of the calcific deposits in calcific tendinitis of the shoulder: does the
initial radiologic aspect affect the final results?) Shoulder Elbow Surg. 2010 Mar;19(2):267-72.



(a) (b)

Figure I: Radiographic appearance of calcific tendinopathy. (a) Fluffy, ill-defined, and inhomogeneous appearance of calcifications (arrow)
typical seen in acute symptomatic patients. (b) Discrete, homogeneous, and well-defined appearance of calcifications (arrowhead) typically
seen in asymptomatic or chronic symptomatic patients.

Nicholas M. Beckmann. Review Article .Calcium Apatite Deposition Disease: Diagnosis and Treatment. Radiology
Research and Practice Volume 2016
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Radiology Research and Practice
Table 1. Prevalence rates of involvement of the different rotator

cuff tendons (3).

Prevalence (%)
Supraspinatus tendon 63%
Supraspinatus and subscapularis tendons 20%
Subscapularis tendon 3%
Infraspinatus tendon 7%
Subacromial bursa 7%

\

(c) (d)

Figure 8: Calcific tendinopathy of the rotator cuff. (a) Calcific tendinopathy of the supraspinatus (long arrow) is best seen on AP shoulder
radiograph in external rotation. (b) Calcific tendinopathy of the subscapularis (white arrowhead) is best appreciated on axillary view of the
shoulder. (c) and (d) AP views of the shoulder in internal rotation are best for appreciating calcific tendinopathy of the infraspinatus (short
arrow) and teres minor (black arrowhead).

Nicholas M. Beckmann. Review Article .Calcium Apatite Deposition Disease: Diagnosis and Treatment. Radiology
Research and Practice Volume 2016



(b)

(c) (d)

Figure 4: Ultrasound appearance of calcific tendinopathy. (a) Arc morphology: echogenic arc of calcification with deep acoustic shadowing.
(b) Nodular morphology: single echogenic focus of calcification without acoustic shadowing. (c) and (d) Fragmented morphology: two or
more echogenic foci of calcification with (image (c)) or without (image (d)) acoustic shadowing.

Nicholas M. Beckmann. Review Article .Calcium Apatite Deposition Disease: Diagnosis and Treatment. Radiology
Research and Practice Volume 2016



Subscapularis calcifications.

Transverse view Longitudinal view
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Infraspinatus calcifications.

- . . HADD deposition disease in
HADD deposition disease in infraspinatus tendon (longitudinal view)

infraspinatus tendon (transverse view)
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A

Emily N. Vinson. Periarticular Calcifications in Two Patients With Acute Hand Pain. American Journal of Roentgenology.
2010;195: S76-S79.



Fig. 3. Patient 5. A 62-yearold female with a 2-day history of Jow back, buttodk, and posterolateral thigh pain; images highlight extensive calcification of the
superoposterior tendon. Anteroposterior radiograph of so-called xiniform akifications, presenting &5 multiple, ilkdefined, ovoid deposits (arrows) superior to the greater

trochanter (A). Fat-suppressed T2-weighted coronal MR image, with effusion (arowheads) surrounding the gluteus medivs muscle and numerows low-signal aciniform
calcifications (arrows) of the superopostenior tendon (B)

Acute calcific tendinitis of the gluteus medius: An uncommon source for back, buttock, and thigh pain.
N.C. Paik/Seminars in Arthritis and Rheumatism (2013)
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A 36-year-old woman presented with neck stiffness and torticollis accompanied by dysphagia
and prevertebral space sensitivity on the second day.

Eur Spine J (2013) 22 (Suppl 3):5434-5438

Fig. I Cervical spine plan
X-rays, face (a) and profile (b),
no specific findings were
noticed

~=__ ) Upper oblique fibers

=3 Vertical fibers

Fig. 4 Schematic illustration of the three parns of longus colli muscle

A. H. Zibis et al. Acute calcific tendinitis of the longus colli muscle: case report and review of the literature. Eur Spine J.
2013 May; 22 (Suppl 3): 434-438


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3641270/

S436 Eur Spine J (2013) 22 (Suppl 3):5434-5438

Fig. 2 a T2 W TSE sagittal view. b B-FFE transverse view. Both of them reveal an extended prevertebral oedema (arrows) without finding of
ahscess

Fig. 3 Cervical CT on C1-C2 level (a) and C3 level (b) reveal multiple small punctate calcific deposits (arrows) in the mass of longus colli
muscle

A. H. Zibis et al. Acute calcific tendinitis of the longus colli muscle: case report and review of the literature. Eur Spine J.
2013 May; 22 (Suppl 3): 434-438


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3641270/

HADD —
Pectoralis Major

i

References: Radiology, Leeds General Infirmary - Leeds/UK



Figure 9. A 31-year-old man with right wrist pain after wauma. (A) Initial nght wrist radiograph demonstrates a well-defined calcific density in the expected
region of the abductor pollick brevis tendon (arow). The patient was not tender at this location. (B) Radiograph performed 3 months later shows a change in
the appearance of the cakification from well defined to a hazy, amorphous density (amow). The patient was symptomatic at this locaton, which indicates the
resorptive phase of calcific tendinitis.

268 D. S. Siegal er al / Canadian Assockarion of Radiblogists Jowrnal 60 (2009) 263272

Figure 8. A 43-year-old woman with volar wrist pain. (A) AP and (B) lateral views of the wrist demonstrate several small calcifications (avows) anterior to the
pisiform at the distal attachment of the flexor carpi ulnaris tendon.



A 50-year-old female complaining of pain in the left posterior thigh was presented. The pain
had lasted for 3months, while aggravated by radiating to the left heel 3 weeks before
admission. Any motion of the affected lower extremity was severely restricted.

Physical examination revealed local tenderness around posterior lateral aspect of the great
trochanter

Fig. 1. Anterior-posterior radiography of the pelvis showed amorphous cakcifica-
tion below the left trochanteric area (arrow head).

Y. Gong et al. Calcific tendinitis of the gluteus maximus tendon with sciatic pain. European Journal of
Radiology Extra 76 (2010)



A 40 year old female with localized pain to dorsal hind foot exacerbated by dorsiflexion

Fig. 17: A lateral radiograph of the ankle with well defined calcification projected along
the dorsal surface of the hind foot
References: Radiology, Leeds General Infirmary - Leeds/UK



Findings supported by MRI confirming  Fluid sensitive fat suppressed MRI

extensor hallucis and digitorum longus

tendons (arrow)

surrounding soft tissues (arrow)

Fig. 18: Sagittal MRI confirming abnormal calcification within the extensor hallucis and
digitorum longus tendons (arrow) with inflammatory change within the surrounding soft
tissues (arrow)

References: Radiology, Leeds General Infirmary - Leeds/UK



Fig. 1. Photograph showing swelling overlying the medial malleclus and the prox-
imal foot with erythema.

Fig 4. Ultrasonography image showing the linear tendon (obligue arrow) with

Figs. 2and 3. Anteroposterior and oblique radiograph of the ankle showing an area hyperechosc structure in its distal portion consistent with calcification (straightar-
of amorphous fluffy irregular calcification adjacent to the medial border of navicular row)
bone N

S.G. Jakhere et al. / European Journal of Radiology Extra (2011)



Radiology Research and Practice 11

(b)

FiGure 16: Calcific tendinitis of the flexor hallucis brevis. (a) and (b) Amorphous calcification consistent with acute, symptomatic phase of
calcific tendinitis is present just proximal to the hallucal sesamoids (arrows). (c) Long axis PD fat-saturated MR image shows heterogenous
signal of the calcification (arrowhead) with mild surrounding edema, which is also consistent with acute symptomatic phase.

Nicholas M. Beckmann. Review Article .Calcium Apatite Deposition Disease: Diagnosis and Treatment.
Radiology Research and Practice Volume 2016



AOMH OMIAIA2

MaSopuaotoAoyia ko unxaviouoi evarodeon¢ kpuotaAAwv BCP-HADD

ZuuntwuatoAoyia, cuvnOeic evroniosils —ansikovion Uue plane x-ray, US,
CT kat MRI

2TIAVIEG EVTOTTIOELC —AITELKOVLON KAl avtiotolya KAWvika ocuvépoua

Evbo-ootikn evanodson HADD

Milwaukee arthropathy

Alapopikn dtayvwon

OEPAMEUTIKN QVTIUETWTTLON



Fig. ¥ Hhammml history of intmaendinogs calcnm deposits of the shouldor
{adaptcd from Mozcley [9]) a In the =ilent phase, the compact
imtraendinos calcium deposit docs ot have any modifying effoct on
= envimommeemnt. b At the begmming of the “mochamical ™ phasc, the
depo=it imcrcases in wolume, creating a8 focal bulge thet meay lead to
impingcment with the acromion. ¢ Calcific material disperses amnd
partialby muigraies bobacon the tendon amd the adjacent symowial buarsa
d The dopost is evacuaiesd mito the subdeltond bursa (gemnemally dunmg am
cpEasde of acute paim ). e The tomndimous calcification may ootmede ik
adpcenit bome

Malghem J et al. Intraosseous migration of tendinous calcifications: cortical erosions, subcortical migration and extensive
intramedullary diffusion, a SIMS series. Skeletal Radiol.2015 Oct;44(10):1403-12.



Fig. 16 Extcensive intramcdullary diffusion of a calcification of the
pectoralis major tendon (courtesy of JD. Larcdo). a A radiograph shows
a large amorphous calcium deposit next to the humeral diaphysis
(wrrowhead). b, ¢ CT scans performed 2 woeks later show the partial

disappcarance of this calcification and the presence of calcium deposits
not only within a cortical lesion, but also extending scveral centimeters
into the modullary cavity

Fig. 7 Subcortical cakum deposit demonstrated by means of ultrasound
(courtescy of S. Baanchi). a A radiograph shows an ill-defined cakum
deposit, probably in disso lution, in the region of the supraspinats tendon.,
b Ultrasonography shows that the heterogencous echogenic focus in the
tendon (@rrow) extends into an osscous lcunaof the supenior facct ofthe
greater tuberoaty of the humens (wrowhend)

Fig.8 Similar Icsion demonstrated by ultrasound and CT (courtesy of G.
Morvan). a Ultrasound shows a hetcrogencous echogenic focus in the
tendon (arow) that extends into a large lesion of the supenor facet of
the greater mberoaty of the humerus (arowhaads). b A CTscan confims
that the large tendinous cakification {anow) extended into the subcortical
bone (arrowheads)

Malghem J et al. Intraosseous migration of tendinous calcifications: cortical erosions, subcortical migration and
extensive intramedullary diffusion, a SIMS series. Skeletal Radiol.2015 Oct;44(10):1403-12.



Skcktal Radiol

Fig. § Supcrficial femoral cortical crosion opposite cakific ©ndinitis at

the glutcus maximus inscrton. a A radiograph of the uppor fomur

impreciscly shows low density calcification (arrowheads) partly
obscurcd by the femur. b An additional radiograph with intcrnal

Fig. 12 Calafic mtraocsscous cxtenson inio the patclla (couriesy of O.
Hauger). a A radiograph of the knce shows an amormphous calcium
depoat in the lower end of the guadriceps tendon. b A foew wecks later,
during an attack of acute pain, a CT scan shows that the tendinous

rotation of the hip shows the large, heterogencous cakium deposit at
the upper part of the linca aspera at the glutcus maximus inscrtion. ©
The correspondng CT scan shows the penctration of calcium material

into a small cortical crosion

calcification has practically disappcarcd and that a large calaificaton is
occupying a subcortical lacuna in the patclla. ¢ An FS T2-wcighted MRI
scan shows the ksions hetaro gencous content, with cdematous infiltra-
tion of high signal mtensity in adjacent bone mamow and soft tisqics

Malghem J et al. Intraosseous migration of tendinous calcifications: cortical erosions, subcortical migration and
extensive intramedullary diffusion, a SIMS series. Skeletal Radiol.2015 Oct;44(10):1403-12.



An otherwise healthy 57-year-old female patient presented with a 5-month history of left-
sided neck and scapular pain. The pain did not radiate to the arms. On physical examination,
the patient had pain during palpation of the cervical spine and paraspinal musculature.
Additionally, cervical spine extension and lateral flexion were limited. Neurological
examination of the four extremities was normal.

Fig. 1 Plain radiograph showing C4-CS5 inerspinous calcification
and a lytic lesion in the postenior arch of C4 (arrow)

Urrutia J et al. Calcium hydroxyapatite crystal deposition with intraosseous penetration involving the posterior aspect of
the cervical spine: a previously unreported cause of neck pain. Eur Spine J.2017 May;26 (Suppl 1):53-57.



Fig. 3 a Axial and b sagittal
CT scan showing laminar
erosion and soft tissue
calcifications

Fig. 4 a Axial and b sagittal
CT scan exhibiting reparative
remodeling of the posterior arch
of C4

Urrutia J et al. Calcium hydroxyapatite crystal deposition with intraosseous penetration involving the posterior aspect of
the cervical spine: a previously unreported cause of neck pain. Eur Spine J.2017 May;26 (Suppl 1):53-57.
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Milwaukee arthropathy

Jravia popdn kataotpodikng apBpitidag nov odpeiletal otnv
evdoapBplkn kat meplapBplkn evamnobeon kpuotaAAwv HADD kot
NMPOGPBANAEL KUPLWE TOUC WHOUG NALKIWHEVWY YUVOLKWY , ouvnBwg > 70

EKTeETOMEVN KOTAOTPOPN OTLG OOTIKEC SOLEC LLE TIPOTLUNON OUWG OTNV
Bpaxlovia KepaAr], OALKEC PAEELC TWV TEVOVTWY TOU 0TPOGLKOU METAAOU,
neyaAn vrmtodeAtoeldikry Bulakitida Kat peviTda e HEYAAN apBpLkn
ouAloyn tn¢ yYAnvoBpaxwoviac apbpwon .



Milwaukee arthropathy

2tnv apxn mpooBAaAAeTal 0 Evag wHog AAAa cuvTopa Kol cuvnOwg EVtog
gEapnvou npooBAaAletal kot 0 AAAOC WHOC , VW oTnV BLPAloypadia
avadEPETAL KOl N TTPOTBOAN TOU yOVaTOC

H KAWVIKA €LKOVA KOLL N QTIELKOVLON ELVOL XOPOKTNPLOTIKEG O aUdiBOAEC
TIEPLITTWOELC N Xpwon Tou apBpikol vpeva pe alizarin red (epuBpo TG
aAllapivng) uropei va B€oel tnv dSayvwon



Figure 6.

Milwaukee Shoulder. AP radiograph of
normal left shoulder (A). Several months
later, Grashey view of the same shoulder
(B) demonstrates interval subarticular
osseous  destruction and capsular
calcifications.

Figure 4 Subacromial bursa aspiration yielded over 200 mL of a Figure 1 inical aspect of the patient. Note the

haemorrhagic synovial fluid, which exhibited a non-inflammatory cell : :
Gk (eirs SO0, e presence of bilateral swelling of the shoulders.

Santiago T, et al. BMJ Case Rep 2014.
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(a) (b)

FiGure 18: Fracture mimicking calcific tendinitis. (a) A large displaced avulsion fracture of the greater tuberosity is present (white arrowhead).
The avulsion somewhat resembles calcific tendinopathy, although incomplete cortication of the avulsion fragment in addition to an adjacent
donor site (black arrowhead) allows the diagnosis of avulsion fracture to be made. (b) Calcific tendinopathy of the subscapularis (arrow)
resembling an avulsion of the rotator cuff. However, calcific tendinopathy has a rounded and more amorphous appearance of the calcification

with no fracture donor site being present.

Nicholas M. Beckmann. Review Article .Calcium Apatite Deposition Disease: Diagnosis and Treatment.
Radiology Research and Practice Volume 2016



- .

Figure 1. A: Primary synovial osteochondromatosis. Radiography, anteroposterior view of the shoulder demonstrating multiple, typical, ring-shaped calcifications similar
insize and shape, located at the level of the axillary recess of the glenohumeral joint (arrow). B: Secondary synovial osteochondromatosis. Radiography, anteroposterior
view of the shoulder demonstrating osteodegenerative changes characterized by the presence of osteophytes in the inferior articular margin of the humeral head
(arrowhead) and presence of multiple juxtarticular rounded-shaped calcifications with varied sizes (arrows).

Radiol Bras. 2014 Jan/Fev:47(1):38-42 39

Terazaki CRT, Trippia CR, Trippia CH, Caboclo MFSF, Medaglia CRM. Synovial chondromatosis of the shoulder: imaging findings. Radiol Bras. 2014 Jan/
Fev;d7(1):38-42.



Y€ OPLOUEVEG TIEPUTTWOELC AOYW OLONUATOC LOAOKWY Hoplwy Kot UTtapéng onueiwv
dAeypovnc otnv dtadopikn Sltayvwon tibBevtal Kat oL AOLUWEELS OTIWCE OTNV
TIopoKATW Mepimtwon acBbevouc pe oduvodayia kat Suodayia tov otnv dtadopikn
Sdtayvwon tEdnke kat N mbavotnta ontcbodapuyyLlkol OmOCTANATOC
(retropharyngeal abscess)

(a) (b)

FiGure 7: Calcific tendinitis of the longus colli. (a) Sagittal CT showing rounded calcification anterior to the dens just below the CI anterior
arch (arrow). Prevertebral edema causes anterior bowing of the pharyngeal mucosa (arrowhead). (b) Prevertebral edema is more conspicuous
on sagittal T2 fat-suppressed image (arrowhead). The calcification of the longus colli tendon is not well appreciated on MRI.

Nicholas M. Beckmann. Review Article .Calcium Apatite Deposition Disease: Diagnosis and Treatment. Radiology
Research and Practice Volume 2016



The NEW ENGLAND JOURNAL of MEDICINE

Figure 1. Calcium Pyrophosphate Deposition (CPPD).

Rhomboid, birefringent calcium pyrophosphate (CPP) crystals are seen under polarizing light microscopy in this
sample of synovial fluid that was obtained from a patient with acute CPP crystal arthritis of the wrist (Panel A). The
hands of an elderly patient with CPPD disease show swelling in the left wrist and the third proximal interphalangeal

joint of the left hand (Panel B).

Ann K. Rosenthal and Lawrence M. Ryan. Review Article .Calcium Pyrophosphate
Deposition Disease. N Engl ] Med 2016; 374:2575-2584



CPPD versus HADD

CALCIUM PYROPHOSPHATE DEPOSITION DISEASE

Figure 2. Imaging of Chondrocalcinosis in Patients with CPPD Disease.

Panel A shows a radiograph of a knee with meniscal chondrocalcinosis (arrow). Panel B shows a radiograph of a
wrist with chondrocalcinosis of the triangular cartilage (arrow). Panel C shows a radiograph of a hand with hooklike
osteophytes (arrows). Panel D shows an ultrasonographic image of a right knee, which was obtained with the trans-
ducer in the anatomical axial plane, with the knee flexed 90 degrees. The probe was pointed at the femoral cartilage
on the “V” of the patellar groove. Chondrocalcinosis is seen in the substance of the cartilage; the arrow indicates
the direction of the probe.

Ann K. Rosenthal and Lawrence M. Ryan. Review Article .Calcium Pyrophosphate
Deposition Disease. N Engl J Med 2016; 374:2575-2584
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4 Arthritis

TABLE 1: Therapeutic options for CPPD and BCP deposition diseases compared to those available in gout.

Gout CPPD BCP
ACR (2012)
Guidelines EULAR (2006) EULAR (2011) None
BSR (2007)
. . Periarticular corticosteroid
Intra-articular Intra-articular o -
Local treatment of the flare . e : Cr . injection-calcification
corticosteroid injection corticosteroid injection . .
aspiration-shockwave therapy
Efficacy of colchicine in flares Yes Yes Limited data
Loading dose of colchicine Yes No —
Efficacy of NSAIDs in flares Yes Yes Yes
Efficacy of systemic corticosteroids in flares Yes Yes Limited data

Xanthine oxydase

First-line preventive treatments 1 None None
inhibitors
Second-line preventive treatment Uricosurics Little data on colchicine —
e . . . Little data on methotrexate
Third-line preventive treatment Recombinant uricase : —
and hydroxychloroquine
Efficacy of anti-interleukine-1 treatments Established Possible Possible

CPPD: calcium pyrophosphate deposition; BCP: basic calcium phosphate; ACE: american college of rheumatology; EULAR: European league against rheumatic
diseases; BSR: British society for theumatology.

Tristan Pascart et al. Treatment of Nongout Joint Deposition Diseases: An Update. Arthritis . Volume 2014.
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Figure 17. (A) A 57-year-old woman with pain in the left hip for the past 2 years. Radiograph shows calcific £ndinitis next to the greater trochanter (arrow ). (B)
Calcification (armow) was treated by means of sonographically guided lavage and aspiration by using a 20-gauge needle (arrowheads). (C) After treatment, the
calcification disap peared and symptoms resolved.

Calcific tendinitis: a pictorial review / Canadian Association of Radiologists Journal (2009).



Klontzas ME , Vassalou EE ,Karantanas AH. Calcific tendinopathy of the shoulder with intraosseous
extension: outcomes of ultrasound-guided percutaneous irrigation. Skeletal Radiol.2017 Feb;46(2):201-

208

Grade 1—no improvement
Improvement of less than 50%
Improvement of between 30 and 70%
More than 70% improvement

e Ld B e

Iable 1 Mean improvement scores of the two groups

Group 3 weeks 3 months & months 1 year
A 1(1-2) 1(1-2) 1(1-1.25) 1 (1-1)
B 3(2-3) 42-4) 4 (34) 4 (4-4)

Fig. 3 lllustration presenting the ultrasound-guided treatment technique. Values represent median scores (interquartile range)

A single-needle barbotage of the intra- and peritendinous calcifications

(/) is performed. followed by a subacromial, bursal (2) injection
Outcomes of ultrasound-guided treatment in cases of RCCT- Rotator cuff calcific
tendinopathy (with intraosseous extension) are significantly less favorable than in purely

tendinous or peritendinous disease.
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