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 To our knowledge, this is the first report of atypical 
ductal hyperplasia with microcalcifications in a male 
patient [4]. Consequently, insufficient evidence exists 
to support the hypothesis that this condition is a risk 
factor for male breast cancer, as it is for females. This 
explains why no current recommendations exist for 
the care of these patients. In the case presented in this 
article, the patient was referred to a breast cancer 
specialist for annual follow-ups with ultrasound 
imaging.
 Without the routine histopathological analysis of 
the resected specimens from gynecomastia surgery, it 
would have been impossible to detect this 
premalignant condition. This standard of practice is 
of the foremost importance not just for this reason, 
but also in order to accurately diagnose male breast 
cancer as early as possible in a larger number of 
patients. 
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Acute calcific tendinitis is a form of acute 
inflammation of the tendon, causing severe pain, 
swelling, and limited joint motion, and is 
characterized by radiologic evidence of periarticular 
calcification. The pathogenesis is not clear, but some 

 Fig. 1.  
The initial radiographs showed 
an ovoid calcification on the 
radial collateral ligament of 
the distal interphalangeal 
joint of the left fourth finger.
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Fig. 2.  
Ultrasonography revealed ovoid hyperechoic 

calcification.

Fig. 3.  
One day after conservative 

treatment was initiated, 
simple radiographic findings 

showed a change from 
an ovoid calcification to 

a mottled appearance, 
which co-occurred with the 

dramatic alleviation of the 
symptoms.

believe that calcification may result from tendon 
hypoxia or a traumatic event [1]. Although it is a self-
limited disease, in which periarticular calcification is 
eventually found to be resolved in radiologic imaging, 
it is often misdiagnosed, which can lead to 
unnecessary surgical intervention. It occurs most 
frequently in the shoulder and wrist, and least 
frequently in the hand, especially the phalanx [2-4]. 
We encountered a rare case of acute calcific tendinitis 
in a postmenopausal woman in the distal 
interphalangeal (DIP) joint and developed an 
appropriate management plan based on the correct 

diagnosis.
 A 72-year-old female patient visited the emergency 
department due to severe pain in the left fourth finger 
that had developed three days previously. Simple 
radiography and ultrasonography were first 
performed, along with routine laboratory 
examinations, including C-reactive protein levels. A 
careful history was taken and a physical examination 
was then performed with the presumptive diagnosis 
of acute calcific tendinitis or gout, based on 
radiographic findings. The patient showed redness, 
swelling, and local heat and tenderness of the radial 
side of the DIP joint of the left fourth finger, but 
denied any history of trauma or other inflammatory 
disease. 
 The patient’s history revealed that she used the 
DIP joint extensively because of her occupation 
(operating a mill). The initial radiographs showed an 
ovoid calcification on the radial collateral ligament of 
the DIP joint of the left fourth finger (Fig. 1), and 
ultrasonography revealed ovoid hyperechoic 
calcification (Fig. 2). Her C-reactive protein level was 
elevated. Based on previous studies of the treatment 
of acute calcific tendinitis of other regions, an 
anesthetic agent (2% lidocaine, Huons Co., 
Seongnam, Korea) and a corticosteroid (Triam, 
Shinpoong Co., Seoul, Korea) were locally injected 
into the lesion [3,4]. Nonsteroidal anti-inflammatory 
drugs (NSAIDs) were administered to the patient, 
and a short arm splint was applied for 
immobilization. One day after conservative 
treatment, the symptoms were dramatically alleviated 
and simple radiographic findings showed that the 
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appearance of the calcification had become mottled 
(Fig. 3), and the patient’s C-reactive protein level 
decreased gradually. After one week of treatment, the 
patient experienced a complete resolution of pain and 
exhibited a full range of motion without difficulty. 
Follow-up radiographic findings after two months 
showed spontaneous resolution of the calcification 
(Fig. 4) [5].
 Acute calcific tendinitis of the DIP joint is a rare 
condition, and, to the best of our knowledge, has not 
previously been reported in this anatomical location. 
Careful attention to the history of the patient and 
simple radiography helped us to diagnose this case of 
acute calcific tendinitis correctly. Misdiagnosis of this 
disease can lead to unnecessary surgical treatment 
and delay symptom relief. Based on reports of this 
condition in other regions, such as the shoulder, 
elbow, and wrist, conservative management with 
NSAIDs and a local injection of an anesthetic agent 
and a corticosteroid were able to relieve the 
symptoms dramatically in our patient. In light of our 
experience, acute calcific tendinitis of the hand 
should be considered as part of the differential 
diagnosis of a painful finger joint. 

Fig. 4.  
Follow-up radiographic findings after two months 
showed the spontaneous resolution of the calcification.
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Epidermal cysts most commonly occur in hair-
bearing areas, such as the scalp, face, neck, trunk, and 
scrotum, where many pilosebaceous glands are 
present [1,2]. Epidermal cysts do not commonly 
develop in the palmoplantar skin due to the absence 
of pilosebaceous glands. The etiology of epidermal 
cysts on the palms and soles may not involve 
inflammation of the hair follicle, but the traumatic 
implantation of epidermal elements [1,3]. In this 
report, we describe a case of multiple epidermal cysts 
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