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The Ultrasonographic Features of Periarticular Diseases

Yun Sung Kim' and Hyun-Sook Kim®

JDepartment of Internal Medicine, Chosun University College of Medicine, Gwangju,
ZDepartment of Internal Medicine, Soonchunhyang University College of Medicine, Seoul, Korea

Ultrasonography (US) is a cost effective diagnostic imaging tool suitable for routine clinical use. High frequency US is a
well-established method for both the diagnosis and monitoring of inflammatory arthritis, capable of detecting a wide range of joint
pathologies, including effusion, synovitis, and extra-articular abnormalities. However, to ensure an accurate diagnosis, it is also
important to consider periarticular disorders that could clinically mimic joint pathology. Such a diagnosis requires special attention
to be paid to the periarticular structures, include the tendon, ligament, muscle, and bursa. Due to the close proximity of these
structures to potentially affected joints, periarticular inflammation is often clinically misdiagnosed as articular in origin. In these
cases, the processes driving pathology are the result of localized inflammation that is secondary to inflammatory arthritis, such as
excessive friction or direct trauma. Therefore, when using US to diagnose inflammatory arthritis, it is important to understand the
causative pathology of the periarticular disorders, as well as their clinical presentation. (Korean J Med 2015;89:620-631)
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Figure 1. Normally, hyperechoic supraspinatus tendon is laid
under the hypoechoic deltoid muscle. SC, subcutaneous fat; D,

deltoid muscle; SS, supraspinatus tendon; H, humerus bone.
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Figure 4. (A) In the longitudinal scan of the lateral epicondyle, US reveals trace levels of fluid collection and faint calcification of the
common extensor tendon, indicative of lateral epicondylitis. (B) In the longitudinal scan of the medial epicondyle, US reveals low echo-
ic change and focal calcification, presenting as medial epicondylitis (arrows). (C) In the flexion position of elbow, we see an anechoic
cyst filled with extensive synovial proliferation, indicative of olecranon bursitis. H, humerus; R, radius.
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Figure 5. (A) For examination of the bicep tendon, the patient should hold their arm in a slight internal rotation
with the elbow flexed at 90°, palms up. (B) For examination of the supraspinatus tendon (SSP), the patient
should posteriorly place the arm with a flexed internal rotation. (C) In the transverse scan of SSP, US reveals
linear hypoechoic discontinuities (arrows), indicative of partial tears. (D) In the transverse scan of SSP, we see
communicating subacromial-subdeltoid bursitis with near absent SSP, indicative of a full thickness tear. (E)
US reveals hyperechoic calcification (arrows), indicative of calcific tendinitis.
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Figure 6. (A) With the patient placed in a prone position, a posterior longitudinal scan of the Achilles tendon reveals a hypertrophic
Achilles tendon with marginal erosion, indicative of Achilles tendinitis. (B) Evidence of hypoechoic fluid collection in the retro-
calcaneal area is indicative of retrocalcaneal bursitis. (C) With the patient placed in a prone position, a plantar longitudinal scan reveals
increased hypoechoic thickness of the plantar fascia (arrows), indicative of plantar fasciitis. C, calcaneus.
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Figure 7. (A) In a posterior transverse scan of the knee, we see a well-defined cyst with a neck extending into
the joint space between the semimembranosus tendon and the medial head of the gastrocnemius, characteristic
of a Baker’s cyst. (B) In a medial longitudinal scan of the knee, the medial longitudinal ligament shows a thick-
ened pes anserine bursa with distension, indicative of pes anserine bursitis. (C) In a longitudinal scan of a pa-
tellar lesion, we see a distended prepatellar bursa with hypoechic fluid. (D) In a longitudinal scan of the in-
frapatellar lesion, we see a deep accumulation of infrapatellar bursal fluid. P, patella.
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Figure 8. (A) In an oblique longitudinal scan over the femoral neck, we observe a large trochanteric bursa dis-

tended by hypoechoic fluid overlying the facet of the greater trochanter. (B) Fluid-filled iliopsoas bursa was

observed at the anterior capsule of the hip joint.
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