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Uncommon Presentation of Hip Pain Due to Calcific Tendonitis in the
Rectus Femoris
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Learning Point of the Article:
Accurate diagnosis and effective conservative management of calcific tendonitis in the rectus femoris tendon hinge on comprehensive
clinical evaluation and advanced imaging techniques.

Introduction: Calcific tendonitis is characterized by calcium hydroxyapatite crystal deposition in tendons, leading to inflammation and pain.
While predominantly observed in the rotator cuff tendons of the shoulder, its occurrence in the rectus femoris tendon of the hip is exceedingly
rare and posesa diagnostic challenge.

Case Report: A 38-year-old female housewife presented with a 1-month history of left hip pain, which was dull, aching, and exacerbated by
movements such as standing and walking. High-resolution computed tomography imaging showed calcification at the insertion of the left rectus
femoris muscle. A magnetic resonance imaging confirmed the diagnosis, revealing no significant abnormalities in the hip joints or surrounding
structures. The patient was diagnosed with calcific tendonitis at the insertion of the left rectus femoris muscle and was managed conservatively
with rest, Non-steroidal anti-inflammatory drugs, and physical therapy. Follow-up visits were scheduled to monitor her progress and response to
treatment.

Conclusion: This case underscores the importance of thorough clinical and imaging evaluations in diagnosing calcific tendonitis in atypical
locations. Conservative treatment proved effective, highlighting the need for tailored management strategies. Future research should focus on
elucidating the pathogenesis and optimizing treatment for calcific tendonitis in uncommonssites.
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tendon [3]. In the hip, calcific tendonitis can often mimic other
conditions such as bursitis, arthritis, or tendinitis of different

Introduction

Calcific tendonitis is a condition marked by the deposition of

calcium hydroxyapatite crystals within the tendons, leading to tendons, which complicates the diagnosis [4-6].

inflammation and pain. It is most frequently observed in the
rotator cuff tendons of the shoulder but can also occur in other
tendons, including those in the hip region, albeit rarely [1-3].
The disease progresses through several stages, beginning with a
fibrocartilaginous transformation of the tendon, followed by
calcium deposition, and eventually, resorption and healing of the

Despite being a well-documented condition, the exact
pathogenesis of calcific tendonitis remains poorly understood.
The literature lacks comprehensive data on the occurrence and
management of calcific tendonitis specifically in the rectus
femoris tendon. Most studies focus on the rotator cuff, leaving a
significant gap in understanding regarding the clinical
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Figure 1: Plain radiograph of pelvis with

bilateral hips showing calcific depositsin thelip ~ Figure 2: Computed tomography scan with 3D reconstruction of pelvis with bilateral hips

oftheleft acetabulum

presentation, optimal diagnostic approach, and effective
treatment strategies for calcific tendonitis in less common
locations such as the hip [3, 7]. Furthermore, there is limited
information on the long-term outcomes of various treatment
modalities, particularly conservative versus interventional
approaches, in managing calcific tendonitis of the rectus
femoris [3,8].

This paper presents a case of a 38-year-old female with calcific
tendonitis of the left rectus femoris muscle, highlighting the
clinical presentation, diagnostic process, and treatment plan.
The report aims to contribute to the limited body of knowledge
on thisrare condition, offering insights into its management and
potential outcomes.

Case Report

A 38-year-old female housewife presented to the outpatient
department at RML Hospital with the chief complaint of painin
the left hip region that had persisted for 1 month. The patient
had been asymptomatic until the sudden onset of pain, which
began abruptly and progressively worsened over the initial 2

Figure 3: T2W-MRI of pelvis with bilateral hips showing calcific deposits in the lip of

theleftacetabulum

showing calcific deposits in the lip ofleft acetabulum

days. The pain was described as dull and aching in nature and
was localized, not radiating to other regions. The discomfort
was notably exacerbated by movements such as getting up from
a sitting position, walking, and standing. However, the pain was
alleviated by rest, the intake of painkillers, and lying down with
the legs straightened. The patient reported no associated
symptoms such as fatigue, weight loss, or loss of appetite. There
was no history of trauma, fever, heavy exertion, or lifting weights
that could have precipitated the condition. In addition, the
patient denied having any chronic illnesses or a history of
regular medication intake. Her past medical history was
insignificant, with no previous significant illnesses or surgeries.
The patient maintained a mixed dietand had a history of normal
vaginal delivery. She reported a normal menstrual cycle with no
irregularities. The family history was unremarkable for any
similar musculoskeletal complaints or chronic diseases.
Furthermore, the patient was a non-smoker and non-alcoholic,
maintaining regular bladder and bowel habits. During the
physical examination, tenderness was noted over the left
anterior inferior iliac spine. No distal neurovascular deficits
were observed, indicating that the nerve supply and blood flow
to the area were intact. The range of motion in the left hip
was assessed, revealing restricted and painful flexion up to
70°. Other movements of the hip, such as adduction,
abduction, and extension, were painful but not restricted,
suggesting that the primary issue waslocalized rather than
affecting the entire hip joint.

Plain radiograph of pelvis with bilateral hips revealed
suspicious calcific deposits in the lip of the left
acetabulum (Fig. 1). Patient was given analgesics and rest
for some time but she had some relief. Later a high-
resolution axial series was obtained computed
tomography (CT) scan. The CT findings revealed
calcification at the insertion of the left rectus femoris
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muscle, anterior to the anterior inferior iliac spine (Fig. 2). Both
hip joints appeared normal with no evidence of articular surface
erosion, indicating that the joints themselves were not the
source of the pain. The acetabular cups were normal in
morphology, suggesting that the hip sockets were intact and
unaffected. No significantjoint effusion was seen, ruling out any
major inflammatory process within the hip joint. The bilateral
sacroiliac joint spaces were normal, indicating that the pain was
not originating from these joints. In addition, the rest of the
visualized muscles and soft-tissue planes were unremarkable,
further localizing the problem to the insertion of the rectus
femoris muscle. Correlating the CT findings with a magnetic
resonance imaging (MRI) study, the diagnosis of calcific
tendonitis at the insertion of the left rectus femoris muscle was
confirmed. The MRI findings supported the absence of any
significant abnormalities in the hip joints and surrounding
structures, corroborating the diagnosis made through CT
imaging (Fig. 3). Based on the clinical presentation, physical
examination, and imaging studies, the patient was diagnosed
with calcific tendonitis at the insertion of the left rectus femoris
muscle, anterior to the anterior inferior iliac spine. The patient
was advised to continue rest and avoid activities that

exacerbated the pain, with follow-up visits scheduled to
monitor progress and response to treatment.

Discussion

Calcific tendonitis is a condition characterized by the
deposition of calcium hydroxyapatite crystals in the tendons,
leading to inflammation and pain [9]. It is most commonly
observed in the rotator cuff tendons of the shoulder but can
occur in other tendons, including those in the hip [10, 11]. The
exact etiology of calcific tendonitis is not well understood, but it
is thought to involve a combination of metabolic, genetic, and
mechanical factors [12].

The pathophysiological process of calcific tendonitis typically
involves three stages [13]. The first is the pre-calcific stage,
which involves the fibrocartilaginous transformation of the
tendon. This stage sets the groundwork for the subsequent
deposition of calcium. The second stage, known as the calcific
stage, is characterized by the formation and deposition of
calcium crystals within the tendon. This stage can be further
divided into three phases: The formative phase, where calcium
crystals are initially deposited; the resting phase, where these

Table 1: Review of literature of calcific tendinitis of the rectus femoris.
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crystals stabilize within the tendon; and the resorptive phase,
during which the body attempts to reabsorb the calcium
deposits, often accompanied by intense inflammation and pain.
The final stage is the post-calcific stage, wherein the tendon
undergoes healing and remodeling following the resorption of
calcium deposits [13].

Patients with calcific tendonitis typically present with acute or
chronic localized pain, often aggravated by movement and
relieved by rest. In the hip, the condition can mimic other causes
of hip pain, such as bursitis, arthritis, or tendonitis of other
tendons, making imaging studies crucial for accurate diagnosis.
Imaging plays a key role in the diagnosis and management of
calcific tendonitis [3, 10, 14, 15]. Plain radiographs may reveal
calcific deposits, but CT and MRI provide more detailed
information regarding the extent and precise location of the
calcification and associated soft-tissue changes [11, 14, 16, 17].
CT scans are particularly useful for identifying the
characteristic calcific deposits, while MRI is excellent for
assessing associated inflammatory changes and excluding other
pathologies. A review of the literature reveals several important
aspects of calcific tendinitis of the rectus femoris were tabulated
inTable 1.

The management of calcific tendonitis involves a combination
of conservative and interventional approaches [9, 11, 32-34].
Conservative treatment primarily includes rest, medications,
and physical therapy. Rest involves avoiding activities that
exacerbate the pain. Non-steroidal anti-inflammatory drugs
(NSAIDs) are commonly prescribed to reduce inflammation
and pain. Physical therapy focuses on exercises to improve the
range of motion and strengthen the surrounding muscles. In
cases where conservative treatment is ineffective,
interventional options may be considered. Extracorporeal
shock wave therapy is a non-invasive procedure that uses shock
waves to break down the calcium deposits and stimulate

healing. Another minimally invasive procedure is ultrasound-
guided needle lavage, which involves aspirating the calcium
deposits. In refractory cases, surgical removal of the calcific
deposits may be necessary. The prognosis for calcific tendonitis
is generally favorable, especially with appropriate treatment.
Most patients experience significant improvement in
symptoms with conservative management. Interventional
treatments can provide relief for those with persistent
symptoms. Recurrence of calcific deposits is uncommon, but
regular follow-up may be warranted to monitor for potential
complications. Through a combination of accurate diagnosis,
effective treatment, and appropriate follow-up, patients with
calcific tendonitis can achieve substantial relief and return to
normal function.

Conclusion

The successful diagnosis and management of calcific tendonitis
of the rectus femoris underscore the need for heightened
clinical awareness and individualized treatment strategies.
Future studies are warranted to further elucidate the
pathogenesis and optimal management approaches for calcific
tendonitis in atypical locations. This case contributes valuable
insights to the limited body of literature on calcific tendonitis of
the rectus femoris, emphasizing the efficacy of current
diagnostic and therapeutic modalities in achieving favorable
patient outcomes.

Clinical Message

« Accurate diagnosis of calcific tendonitis in atypical locations, such
as the rectus femoris tendon, requires thorough clinical evaluation
and advanced imaging.

« Conservative management is effective, but individualized
treatment strategies are crucial for optimal outcomes.
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