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Abstract 
 

Background: Calcific myonecrosis is a rare entity that is considered a sequela of chronic compartment syndrome. A fusiform mass 
with central liquefaction and peripheral calcification replaces the affected muscle unit. 
Case Report: We are presenting a case of calcific myonecrosis of the tibialis anterior in a 76-year-old man. Although the mass was 
present for several years, the patient recently developed leg pain and foot drop. After radiological and histopathological diagnosis, 
patient was treated with surgical excision of the mass. 
Conclusion: Although calcific myonecrosis is a benign condition, due to the pressure effect on surrounding structures, it may be a 
source of leg pain and foot drop. Cortical erosion and scalloping of underlying major bone may be reasons for extremity pain. To 
relieve pain, alleviate pressure effect, and prevent pathological fracture of the underlying bone, complete surgical excision of the 
lesion is essential. 
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Background 

This rare condition predominantly affects muscles of 
the lower extremity. Etiopathogenesis of calcific 
myonecrosis is still not fully elucidated. Only a few cases 
are reported in the literature. Gallie and Thomson first 
described calcific myonecrosis as a sequela of 
compartment syndrome (1). It generally presents with a 
slow-growing mass in the extremity over several years, and 
patients sometimes recall a history of trauma to the 
affected extremity (2-5). Pressure effect on the 
surrounding soft tissue structure by a significantly large 
mass becomes troublesome to the patient. In this study, 
we are presenting a case of calcific myonecrosis of the 
tibialis anterior in a 76-year-old man. 
 
Case Report 

A 76-year-old man presented in the outpatient 
department with a complaint of pain in his left leg for six 
months and weakness in his left foot for three months. He 
had no recent history of significant trauma to his left leg. 
He recalled a history of trauma by a blunt heavy object to 
the left leg 35 years back followed by pain and swelling of 
the left leg. He became asymptomatic after a few weeks 
except for a small swelling to his left leg. It was very slow-
growing and remained asymptomatic till last six months 
which patient started having pain in the left leg, and 
developed weakness in the left leg in the last three months. 

On examination, the patient was an average-built 
elderly man and known case of hypertension (HTN) and 
osteoarthritis of both knees. A non-tender, non-pulsatile 
swelling measured around 15 × 6 cm with variegated 
consistency was present over the anterolateral aspect of 
the left leg. Local temperature was comparable to the 
contralateral leg. Overlying skin was normal, and not 

adhered to the swelling. The swelling was adhered to the 
underlying bone. The power of ankle dorsiflexion was 3/5, 
but he had no sensory deficit over the left leg and foot. Distal 
pulses were palpable and comparable to the right side. 

Investigations: The complete blood count (CBC), 
erythrocyte sedimentation rate (ESR), C-reactive protein 
(CRP), liver function test (LFT), and kidney function test 
(KFT) were within normal limits. Anteroposterior (AP) and 
lateral X-rays of the affected leg were done. A fusiform cystic 
mass with peripheral calcification over the anterolateral 
aspect of the mid-leg with scalloping of the tibial shaft was 
present, but there was no pathological fracture and no 
periosteal reaction of tibia and fibula (Figure 1). 
 

 
Figure 1. Anteroposterior (AP) and lateral X-ray of left leg showing fusiform 
cystic lesion with peripheral sheet-like calcification and scalloping of the tibia 
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On ultrasonography (USG) examination of the left leg, 
no vascularity of swelling was visualized. On magnetic 
resonance imaging (MRI), it was well-defined hypointense 
lesion with internal hyperintensity in the tibialis anterior 
muscle on the T2W sequence (measuring 18 × 5.5 × 5 cm). 
The lesion was causing scalloping in the cortex of the tibia, 
but no deep extension into the medullary cavity and 
adjacent soft tissue edema was seen. The lesion was 
abutting the major neurovascular bundles; however, no 
encasement was seen (Figure 2). 
 

 
Figure 2. Sagittal sections of T2W magnetic resonance imaging (MRI) of affected 
leg showing well-defined hypointense lesion with internal hyperintensity in 
the tibialis anterior muscle 

 
A large exophytic osseous lesion along the 

anterolateral aspect of the tibia showing circumferential 
calcification with mineralization from outer to center and 
central necrotic area was seen on contrast-enhanced 
computed tomography (CECT) examination of the left leg 
(Figure 3). 
 

 
Figure 3. Sagittal and axial cut section of contrast-enhanced computed 
tomography (CECT) of affected leg showing exophytic lesion in the anterolateral 
aspect of the leg with circumferential calcification and central necrosis 

 
Histopathological diagnosis was made by core needle 

biopsy of the lesion which showed multiple necrosed 
tissue pieces showing dystrophic calcification without any 
vital cells. Diagnosis of calcific myonecrosis was made by 
the above clinical and radio-histopathological findings. 

Treatment: To relieve the pain and pressure effect of 
the benign mass, surgical excision of calcific myonecrosis 

was planned. Written informed consent was taken from 
the patient. Surgery was performed under spinal 
anesthesia and a pneumatic tourniquet was used. After 
sterile preparation of the left leg, a skin incision around 18 
to 20 cm was given over the anterolateral aspect of the leg. 
Intraoperatively, the lesion was a fusiform swelling, 15 × 6 
cm in size, and was limited to tibialis anterior muscle unit 
only. Complete excision of mass and debridement was 
performed. The underlying anterolateral cortex of the 
tibia was eroded, but there was no intramedullary 
extension of the lesion into the tibia and the fibula. Chalky 
white creamy material came out from the mass (Figure 4). 
 

 
Figure 4. An excised fusiform mass around 15 × 6 cm; chalky white creamy 
material inside the mass; cortical erosion of anterolateral tibia visualized after 
excision of mass 

 
A closed wound suction drain was inserted, and the 

surgical wound was closed in three layers. Closed wound 
suction was removed after 48 hours; the patient was 
discharged on the fifth postoperative day. Sutures were 
removed at two weeks post-op, and the patient kept partial 
weight bearing till six weeks. There was no leg pain, but 
ankle dorsiflexion was 3/5 at six weeks follow-up. There 
were no post-operative complications, like infection and 
wound dehiscence. At nine months follow-up, there was 
no recurrence of mass, and ankle dorsiflexion was  
4/5 (Figure 5). 
 

 
Figure 5. Anteroposterior (AP) and lateral X-ray views of the left leg after nine 
months postoperatively 
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Discussion 

Calcific myonecrosis usually develops in lower 
extremity muscle units, but some cases of the upper 
extremity are also reported in literature (6-9). Although 
the etiology of calcific myonecrosis is still not fully 
described in the literature, it is considered a sequela of 
compartment syndrome (muscle ischemia and cystic 
degeneration) following some traumatic event to the 
extremity (1-5). Jalali and Sharif reported a case of atypical 
involvement of upper limbs in a 53-year-old poorly 
controlled diabetic patient (9). Yuenyongviwat et al. 
presented a case of calcific myonecrosis of leg muscle in a 
66-year-old woman as a sequela of snake bite (10). 

Although calcific myonecrosis is a benign condition, it 
may mimic the presentation of sarcoma and myositis 
ossificans. A thorough clinical work-up, including blood 
investigations and plain radiograph to computed 
tomography (CT) scan and/or MRI scan, is essential to rule 
out conditions other than calcific myonecrosis (4, 11). 

Conservative management to complete excision and 
debridement are described in the literature (2-5). As 
calcific myonecrosis is a benign condition, a biopsy is only 
indicated if complete surgical excision is contemplated 
because secondary infection and chronic fistula formation 
are reported complications following a biopsy (9, 12). 

In our case, we performed a complete surgical excision 
of the lesion after thorough laboratory and radiological 
investigations as the patient had leg pain and weakness in 
the affected foot. 
 
Conclusion 

Although calcific myonecrosis is a benign condition, 
due to the pressure effect on surrounding structures, it 
may be a source of leg pain and foot drop. Cortical erosion 
and scalloping of underlying major bone may be reasons 
for extremity pain. To relieve pain, alleviate pressure 
effect, and prevent pathological fracture of the underlying 
bone, complete surgical excision of the lesion is essential. 
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