Letter to Editor

Intracapsular Osteochondroma of the Humeral Head in a
Skeletally Mature Patient: A Rare Cause for Restriction in the
Range of Movement
Dear Editor,
We present a rare case of restricted shoulder motion due to a
benign osteochondroma from the humeral head in a skeletally
mature individual.
A 61‑year‑old male patient presented with a progressive onset
of pain in the left shoulder for 4 months with restriction of
shoulder movements, particularly external rotation, forward
elevation, and abduction. The tests for impingement and rotator
cuff injuries were negative. Magnetic resonance imaging (MRI)
revealed the presence of a lobulated bony outgrowth measuring
2.1 cm × 1.6 cm arising from the posterior humeral head
and extending into the axillary pouch [Figure 1]. The bony
outgrowth demonstrated continuity with the bony cortex and
medullary canal of the humeral head with a cartilage cap
measuring 3.3 mm on T2‑weighted images [Figure 2]. The
patient underwent posterior approach surgery, which was by
passing through the interval between the infraspinatus and teres
minor muscles, and the lesion was completely excised. The
lesion had a lobulated appearance and a cartilage cap without
signs of necrosis. Histopathology confirmed the diagnosis
as benign osteochondroma with no features of malignant
transformation [Figure 3]. After resection, the patient had an
uneventful recovery and regained normal function of the right
shoulder joint. He had the range of motion recovered to 155°
in a 3‑month time, and he has remained asymptomatic without
any complications.

Figure 1: Coronal T2‑weighted magnetic resonance image demonstrating
cartilage cap of humeral head osteochondroma (red arrow) and its
proximity to the glenoid (blue arrow). Note the well‑maintained cortical
continuity of osteochondroma in the region of the cartilage cap

Solitary osteochondroma as an entity is described as
osteochondromatous exostosis, with the long bones of the lower
limbs most commonly affected.[1] The proximal portion of femur
and humerus are preferentially affected.[2] Osteochondromas
usually affect immature skeleton, growing slowly and
progressively with the bone involved causing complications of
mechanical origin, and the growth stops when skeletal maturity
is attained. In the pedunculated type of osteochondromas,
acute‑onset pain occurs secondary to local trauma, causing
fracture of the base of peduncle.[3] Continuing growth of the lesion
after skeletal maturity is suspicious for malignant sarcomatous
transformation.[4] In intracapsular osteochondroma of the
humeral head, the limited range of movement might be due
to the expansion of the lobulated mass into the axillary recess
creating excess tension causing limitation in movements such
as forward elevation and abduction. Direct impingement of the
osteochondroma with the glenoid during external rotation could
also be a possible mechanism for limiting the range of movement.
MRI demonstrates cortical and medullary continuity between
the exostosis and the parent bone. The thickness of the cartilage
cap on MRI is used as a criterion in differentiating benign
osteochondroma from malignant sarcomatous transformation.[5]
Cartilage cap thickness measuring more than 1.5–2.0 cm may be
indicative of malignant transformation.[6] The cartilage thickness
may be naturally thicker than skeletally mature skeleton and may
reach more than 3.0 cm in children.[7] Clinical symptoms of pain

Figure 2: Coronal MERGE (gradient) magnetic resonance image
demonstrating an expansion of the axillary recess by the mass (circle)
causing restriction of forward elevation and abduction in a skeletally
mature elderly patient. Note the medullary continuity between the
osteochondroma and host humeral head (blue arrow)
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Figure 3: The histologic examination shows the cortex, bone marrow
space, and car tilage cap. There is no evidence of malignancy
(H and E, ×40)

and impression of a growing mass of the around the shoulder
should alert potential risk of malignant transformation of an
osteochondroma. Functional impairment, pain, and fractured base
of pedunculated osteochondroma may be indications of surgery
in solitary osteochondroma. Wide surgical resection is practiced
in cases of malignant transformation.[8] Complications of solitary
osteochondromas include fracture base of pedunculated lesion,
pseudoaneurysm formation, capsulitis and bursitis, neurological
complications, and sarcomatous transformation, which is rarely
occurring in <1% of patients.[9] In conclusion, we presented
a rare cause of limited range of motion in a skeletally mature
individual with osteochondroma involving the humeral head
who later underwent surgery with subsequent improvement in
the range of motion.
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