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INTRODUCTION

 Calcific tendinopathy is a common pathology involving a variety of tendons across many joints. 
There is minor female predilection. It is most commonly seen involving tendons of rotator cuff. 
Teres minor is the rarest tendon involved. Etiologically it has been hypothesized that hypoxia 
induces fibrocartilagenous metaplasia of the critical zone. It can mimic aggressive pathologies 
like neoplasms resulting in unnecessary interventions.

CASE REPORT

An otherwise healthy retired 70-year-old male presented with pain in the left shoulder with a limited 
range of movements. The patient was advised radiograph of the left shoulder joint. It revealed a faint 
calcification posterior to the shoulder joint in the region of infraspinatus/teres minor [Figure 1a]. 
Since the patient was not relieved after 1 month of conservative treatment, also in accordance with 
the findings of serial radiographs [Figure 1b, which showed increase in density of calcification], the 
patient was advised a magnetic resonance imaging (MRI) scan of the left shoulder. MRI revealed 
extensive mineralization of teres minor tendon and musculotendinous junction suggestive of 
calcific tendinopathy [Figures 2a and b]. The patient also had full-thickness tears of supraspinatus 
and infraspinatus tendons along with severe tendinosis of subscapularis tendon.

DISCUSSION

Calcific tendinopathy has been described in the literature, but the involvement of teres minor is 
one of the rarest.[1] There is slight female predilection with fourth and fifth being the most common 
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decades of life.[2] Shoulder and hip are the most commonly 
affected joints with supraspinatus, infraspinatus, pectoralis 
major, and gluteus maximum tendons being commonly 
involved.[3,4] Etiologically, it has been hypothesized that 
hypoxia induces fibrocartilaginous metaplasia of the critical 
zone, tissue necrosis, and trauma that can all contribute to 
the formation of intra-tendinous calcification, which is 
generally due to deposition of hydroxyapatite crystals.[2,5]

Two commonly accepted pathogenesis are the ones described 
by Moseley[6] and Uhtoff and Loehr.[6,7] Uhtoff and Loehr 
described the process of calcific tendinopathy into three 
phases, namely, precalcific, calcific, and postcalcific. The 
tenocytes undergo fibrous metaplasia and avascular necrosis 
during precalcific phase. The calcific phase further consists 
of three stages: Formative, resting, and resorptive. Calcium 
deposition takes place informative and resting stages, whereas 
in resorptive stage, spontaneous resorption of calcium 
takes place, which may result in the acute inflammatory 
response. During the post-calcific phase remodeling of the 
tendon by fibroblasts takes to place.[7] Moseley described 
the pathogenesis having two stages, initial silent phase and 

later hyperemic dissolution phase. Calcium deposition takes 
place during the initial phase, whereas calcium disseminates 
through the bursal lining leading to an acute inflammatory 
response.[6] Various risk factors associated are thyroid and 
estrogen metabolism disorders and lifestyle factors such as 
alcohol consumption and obesity.[8]

Various imaging modalities commonly used to image calcific 
tendinitis are radiographs, ultrasound, and MRI. Since 
these can lead to cortical erosions, it can be confused with 
various aggressive pathologies such as septic arthritis and 
neoplasm.[3,5,8] Serial radiographs showing an increase in size 
can mimic aggressive pathologies, like in our case. In our 
case, we saw significant increase over the course of 1 month. 
After an extensive review of the literature, we could not find 
any study describing about increase in quantification of teres 
minor calcification within a specific time frame. Laboratory 
markers of inflammation may be elevated during acute 
phases. Calcification can also be present in bursae, commonly 
due to extrusion from tendons. These are easily diagnosed 
using ultrasound rather than radiographs. MRI can also be 
used to image bursal calcifications, especially after intrathecal 
gadolinium injections.[9] Since the pathology is self-limiting, 
treatment is usually conservative. However, ultrasound can 
be used for guided lavage aspiration and needling/barbotage 
under local anesthesia. Computed tomography (CT) plays a 
limited role in the diagnosis of calcific tendinopathy and is 
rarely used for CT-guided shock wave lithotripsy.[10]

CONCLUSION

In our case, increasing the density of calcification on serial 
radiographs raised a suspicion of a sinister lesion; however, 
imaging with MRI helped incorrect diagnosis and avoided 
unnecessary biopsy. Our patient underwent tendon repair 
surgery.
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