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Clinical case
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RESUMEN. La periartritis calcificada aguda (PCA) en 
las articulaciones interfalángicas de la mano es rara, con 
menos de 100 casos reportados. Se presenta un caso raro 
de PCA en una articulación interfalángica proximal (IFP) 
de la mano, en una mujer joven de raza negra, después de 
un traumatismo agudo. Experimentó dolor intenso y rango 
de movimiento limitado, y fue medicada con un corticoide 
oral, lo que fue seguido por una rápida resolución de los 
síntomas. A los seis meses no hubo signos de recurrencia 
clínica ni radiológica. El reconocimiento de PCA permite 
evitar tratamientos innecesarios. En este caso, el tratamiento 
con corticoides podría haber contribuido a una recuperación 
más rápida.

Palabras clave:  periartritis calcificada aguda, 
articulación interfalángica proximal, trauma.

ABSTRACT. Acute calcific periarthritis (ACP) in 
the interphalangeal joints of the hand is rare, with less 
than 100 cases reported. A rare case of ACP in a proximal 
interphalangeal (PIP) joint of the hand, in a young black 
woman, after acute trauma, is presented. She experienced 
severe pain and limited range of motion, and was medicated 
with an oral corticoid, which was followed by a rapid 
resolution of the symptoms. At six months, there were no 
signs of clinical or radiographic recurrence. Recognition 
of ACP allows for avoiding unnecessary treatments. In this 
case, treatment with corticoids might have played a role in 
a faster recovery.

Keywords: acute calcific periarthritis, proximal 
interphalangeal joint, trauma.
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Introduction

Acute calcific periarthritis (ACP) is a relatively unknown 
entity, given the rarity of the cases. ACP usually presents 
as a painful, monoarticular, periarticular deposition of 
amorphous calcium hydroxyapatite.1,2 The calcium deposits 
may be located in cartilage, synovium, capsule, tendons, 
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ligaments, soft tissue, and vessels,3 and most commonly 
develop around the shoulder.1,2,3,4 When these deposits form 
in a periarticular region they are called ACP, whereas acute 
calcific peritendinitis refers to calcium deposits within a 
tendon.4

Acute calcium deposits in the digits’ interphalangeal 
joints are rare.2,3,4,5,6 Therefore, these patients are frequently 
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misdiagnosed and undergo unnecessary treatment with 
antibiotics or even surgery.4 In fact, the disorder may mimic 
septic conditions, gout, tumors, and fractures, among 
others.1,2,4,5,7 Pre or perimenopausal women are usually 
more affected.1,2,5 The disease follows a self-limiting and 
short course,4,5 but, without any intervention, has taken a 
long time to spontaneously resolve in several reports. The 
treatment is conservative, though, and the periarticular 
calcification will often disappear or markedly decrease 
within 2-3 weeks.1

Here, we describe a rare case of ACP in a proximal 
interphalangeal (PIP) joint of the hand, occurring in a young 
black woman, after an acute trauma.

Case report

A 25-year-old right-hand dominant black woman, who 
works as a waitress, was observed in the emergency room 
(ER) after an acute trauma of the fourth finger of the right 
hand. The patient reported no relevant medical history. She 
experienced pain on palpation of the volar aspect of the PIP 
joint, where a soft tissue mass was present. On the radiograph 
of the hand, an abnormal lesion compatible with a calcification 
could be seen on the volar side of the PIP joint of the fourth 
finger; there was no periosteal reaction, evidence of joint 
space narrowing or cortical lesion, and the calcification was 
separated from the bone (Figure 1). The patient was discharged 
with recommendations for analgesia and syndactyly.

The patient returned to the ER after two days referring 
worsening of the pain at the PIP joint. This time, the range of 
motion was fairly impaired due to pain and there was visible 
edema. Tenderness along the flexor tendon sheath was not 
present. The plain radiograph was similar to the previous one 
(Figure 1). The ultrasound confirmed a calcification of the 
volar plate, and blood tests were normal. After the evaluation, 

an infection of the flexor sheath seemed unlikely and the 
diagnosis of an ACP of the PIP joint was made. The patient 
was medicated with a corticoid along with painkillers.

The patient was seen in an ambulatory setting one week 
after the episode, and she was already nearly free of symptoms. 
At reevaluation one month after the trauma, she had fully 
recovered in terms of pain and mobility. The calcification had 
practically disappeared on the radiograph (Figure 2).

One last appointment was scheduled nine months after 
the initial visit. The patient had no symptoms or limitation 
of the range of motion, and the plain radiograph showed no 
signs of calcification (Figure 3).

Discussion

ACP of the digits is a rare disease, and only a very few 
cases have been reported. As a matter of fact, according to 
Tomori et al.,4 ACP of the digits has only been reported in 
61 patients in the English literature.

Several reports state that middle-aged women are 
most affected,1,2,4,5 but we found no data concerning race, 
and most cases don’t even report the race of the patients. 
Whether race might play a factor or not is something we 
should pay attention to in the future, in order to better 
describe and recognize the pathology. Our paper reports an 
ACP in a young black female.

The most frequent interphalangeal joint reported is 
indeed the PIP joint,4 the one affected in our case.

Patients typically present with rapid onset  of 
monoarticular pain that spontaneously resolves within 
several weeks1,8 and laboratory inflammatory markers are 
usually normal,4,9 which is consistent with our case.

One-third of the patients report a history of local trauma,8 
as was the case here. Repetitive microtraumas of the hand 
may also be responsible for the formation of the deposits.5 Our 

Figure 1:

Acute calcific 
periarthritis in 
the proximal 
interphalangeal joint 
of the fourth finger 
of the dominant hand 
of a 25-year-old 
black female, at the 
emergency room 
evaluation (lateral 
view).

Figure 2:

Radiograph at one 
month showing residual 
calcification (lateral 
view).
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patient worked as a waitress, so it might have played a factor 
here. Systemic diseases, such as rheumatoid arthritis, diabetes 
mellitus, gout, and pseudogout are frequently associated in 
these patients,3 but in our case none of them was present.

ACP generally resolves spontaneously without any specific 
treatment, and long-term symptoms seem to be uncommon.4 
However, some authors have reported cases with a prolonged 
period of symptoms, as in Tomori et al.,4 where the lesion 
was present for more than a year. Chronic symptoms, such as 
mild pain and tenderness, have also been reported elsewhere.3 
In our case, a short period of oral corticoid might have helped 
accelerate the resolution of the clinical condition. Indeed, 
after the initial aggravation, the patient started to rapidly 
improve coinciding with the initiation of corticoids.

ACP diagnosis is challenging and, as mentioned, 
misdiagnoses are rather frequent. Advanced imaging is 
usually not necessary for diagnosis,9 except for cases 
where the condition persists and other diagnoses have to be 
excluded.4 One must pay attention to the clinical signs to 
make the right diagnosis and avoid unnecessary procedures. 
Infection must be ruled out, as it can be catastrophic if left 
untreated. In our case, a good clinical history and physical 
examination along with the radiographs and ultrasound 
allowed the correct diagnosis and treatment.

The precise pathological mechanism remains unclear.4 
According to Uhthoff et al.,10 the calcium deposits may 
develop due to a mechanical or vascular insult, resulting 
in poor tissue oxygenation and metaplasia. The disease 
involves four phases: precalcific, formative, resorptive, 
and healing.10 Severe pain is associated with the resorptive 
phase.11 Trauma may be the initial insult leading to the poor 
blood supply and resulting calcifications.1,12

The risk of recurrence is still unknown due to the lack 
of cases, but it hasn’t happened frequently in the reported 

cases so far. Our patient remained asymptomatic and 
radiologically free of any lesion at the 9-month mark.

Conclusion

ACP of the digits is a rare entity, with less than 100 cases 
reported worldwide. Therefore, diagnosis of this disease 
may be challenging, mainly due to the lack of awareness 
of the clinicians on the one hand, and to the broad list of 
differential diagnoses on the other hand.

A good clinical history, physical examination, and 
radiograph imaging are usually enough for the diagnosis. 
ACP should be considered when the patient presents with 
an acute painful finger, in the presence of calcification on 
radiographs or ultrasound. Recognition and correct diagnosis 
of this problem allow avoiding unnecessary treatments.

This condition is self-limited and most papers advocate 
watchful waiting or treatment with non-steroidal anti-
inflammatory drugs (NSAIDs). In our case, the deposit 
seemed to be related to previous local trauma, and the pain and 
functional impairment was increasing when the patient showed 
up. Treatment with corticoids (along with NSAIDs) might have 
played a role in a faster recovery than usually reported and we 
believe it is something to keep in mind in the future.
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Figure 3:

Complete resolution 
of the calcific 
deposit, nine months 
later (lateral view).


