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An Unusual Cause of Restriction of Shoulder Motion,

Intraarticular Osteochondroma

Kemal SIBAR®, “ Erkan AKGUN®

*Ankara Etlik City Hospital, Clinic of Orthopaedics and Traumatology, Ankara, Tiirkiye

ABSTRACT A 53 years-old woman presented with pain and restriction of left shoulder range of motion to our clinic. Complaints increasing grad-
ually over the past four years. She had been diagnosed with frozen shoulder at different clinics from the beginning and she had received ineffec-
tive treatments. A rare diagnosis of intraarticular osteochondroma of proximal humerus was found and a surgical excision was performed. The
occurrence of intraarticular osteochondroma in the glenohumeral joint is quite uncommon. This report will contribute to the literature in terms of
osteochondroma being in an unusual location and growth occurring after skeletal maturity without undergoing malignant transformation.
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Osteochondromas are the most common benign
bone tumors and represent approximately 50% of
them.'? Osteochondromas are benign lesions charac-
terized by hyaline cartilage caps. They typically
occur in the metaphyseal region of the bones. The
presence of cortical and medullary continuity with
the underlying bone are distinctive characteristics.>*
Typically, these lesions manifest prior to reaching 20
years of age and are not anticipated to increase in size
once skeletal maturity is complete.'* Typically, they
exist solitarly, but in 10-15% of instances, they might
manifest as several growths, such as in the case of
hereditary multiple exostoses.®

Osteochondromas are primarily asymptomatic
and typically detected as an incidental finding on X-
rays.” In symptomatic patients, symptoms such as
bursitis, neurovascular symptoms, pain, and limita-
tion of joint movement are usually caused by me-
chanical pressure on nearby structures or malignant

transformation.'* The proximal humerus is the third
most frequent location for osteochondromas, behind
the distal femur and proximal tibia.” Osteochondro-
mas are uncommon outside of the metaphysis, and
intra-articular osteochondromas are even more infre-
quent. While there have been a limited number of
case reports of osteochondromas found within the
knee, elbow, hip, and ankle joints, to our knowledge,
there are only two case reports of osteochondromas
within the shoulder joint.”*

In this report, we present a case of a patient
who complained tenderness in the axillary region,
restricted range of motion (ROM), and shoulder
pain caused by an intraarticular osteochondroma of
the proximal humerus after reaching skeletal matu-
rity.

The patient was informed that data concerning
the case would be submitted for publication, and he
provided consent.
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I CASE REPORT

A 53 years-old woman, with no history of trauma,
presented with the pain and restriction of left shoul-
der ROM to our clinic. Pain and limitation of move-
ment had been increasing gradually over the past four
years and tenderness at the axillary region had been
started for the last six months. Upon reviewing the
patient’s medical history, it was observed that she had
been diagnosed with frozen shoulder at various clin-
ics from the onset of her symptoms. Additionally, she
had undergone two rounds of physical therapy and
received two intra-articular corticosteroid injections.

On physical examination, when evaluated in
comparison with the other side; forward flexion and
abduction were limited to 90 degrees, internal and ex-
ternal rotation was limited to 30 degrees. Loss of
muscle strength was not detected.
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FIGURE 1: A) Anterior-posterior X-ray imaging of the left shoulder showed a mass originating from the medial part of the anatomical neck of the humerus. B) The coronal
computed tomographic scan shows the intraarticular osteochondroma along the medial aspect of the anatomical neck of humerus. C) The coronal magnetic resonance ima-
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Anterior-posterior X-ray imaging of the left shoul-
der showed a mass originating from the medial part of
the anatomical neck of the humerus (Figure 1A). A
computed tomographic (CT) scan verified the presence
of exostosis on the anatomical neck of the humerus, ex-
tending towards the axillary region (Figure 1B). The CT
scan also revealed glenohumeral arthritic alterations.
Magnetic resonance imaging (MRI) demonstrated cor-
tical and medullary continuity between the lesion and
the underlying bone (Figure 1C). Furthermore, there
was an 8 mm cartilage cap present on the lesion.

We used a deltopectoral incision and reached the
intraarticular osteochondroma after the partial release
of latissimus dorsi and inferior part of subscapularis
muscle (Figure 2A). The lesion was completely ex-
cised and the size of the lesion was approximately
4x4 cm (Figure 2B). Joint capsule, latissimus dorsi
and subscapularis muscles repaired after lesion exci-

ging demonstrated cortical and medullary continuity between the lesion and the humerus.
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FIGURE 2: A) Intraoperative image of intraarticular osteochondroma. Yellow arrow: osteochondroma. Blue asterix: humeral head. B) Total excised osteochondroma, app-
roximately 4x4 cm.
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FIGURE 3: The histopathologic examination shows the lesion had a cartilage cap
devoid of any indications of necrosis. There was no atypia or binuclate chon-
drocytes were found (Hematoxylin and eosin stain, x40).

sion and axillary nerve was not exposed during the
surgery. Histopathological evaluation confirmed the
diagnosis of osteochondroma (Figure 3). The lesion
had a cartilage cap devoid of any indications of
necrosis. There was no atypia or binuclate chondro-
cytes were found.

The patient achieved full restoration of their nor-
mal ROM within a period of 8 weeks with physical
therapy following the surgical procedure. One year
after the surgery she remained free of any symptoms.

I DISCUSSION

Proximal humerus is the third most common site for
osteochondromas.” Osteochondromas are usually lo-
cated on the long bones, and the majority occur
around the knee joint. They tend to settle in the meta-
physis and grow away from the joint to the adjacent
joint.>!° The occurrence of an osteochondroma within
the glenohumeral joint is exceptionally uncommon.
To our knowledge there are only two case reports in
the literature that presenting an intraarticular osteo-
chondroma of the glenohumeral joint.”*

In our patient, similar to previously documented
case reports, the intraarticular osteochondroma was
located on the medial aspect of the anatomical neck
of the humerus. This resulted in pain and restricted
joint movement. However, it is worth noting that our
patient had been suffering these symptoms for a very
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extensive period of time. There had been many un-
successful treatment attempts that includes intraar-
ticular injections and physical therapies due to
misdiagnosis. From the patient’s medical records, we
obtained X-ray images from the time her complaint
started and confirmed that the lesion was smaller.
Inattentively evaluated X-rays may fail to detect
small lesions. The presence of pain, restricted shoul-
der ROM, and the feeling of tension in the axillary
region during maximum abduction, similar to frozen
shoulder, may have caused the clinicians to make a
misdiagnosis.

Ostechondromas are usually asymptomatic and
typically detected incidentally on radiographic im-
ages that were taken for unrelated causes.? In symp-
tomatic patients, complaints may occur due to
mechanical compression on adjacent tissues. Lesion
can cause compression of the vascular structures,
leading to the pulselessness, thrombosis, or dis-
colouration of the extremity. Furthermore, nerve
compression can lead to the occurrence of tingling
and numbness.'"'? Sometimes, compression of the
surrounding tissues can lead to pathologies related to
bursa.’? In this report, we think that the causes of the
symptoms are glenohumeral arthritic formation, the
direct impingement between the mass and the glenoid
and the tension caused by the mass growing towards
the axillary recess.”®

Different radiological methods can be used for the
diagnosis of osteochondroma. X-rays are typically ad-
equate for diagnosis.! Osteochondromas, typically
manifest as a clearly defined protrusion on the outer
surface of a bone."* CT is a powerful tool for detecting
malignancies in anatomical regions that are challenging
to visualize using plain radiographs such as shoulder.
CT can be used to assess the presence of a cartilage cap
and determine if it has calcification.'* MRI gives infor-
mation about medullary and cortical continuity between
the lesion and parent bone which is pathognomic fea-
ture for osteochondroma.'” The radiological imaging of
our patient, as described in this report, exhibited char-
acteristic attributes of osteochondroma.

In differential diagnosis, it was thought that the
mass may be osteophyte due to primary arthritis, but
the joint was not affected by totally and the glenoid



Kemal SIBAR et al.

Turkiye Klinikleri J Case Rep. 2024;32(4):128-31

was affected by progressive mass growth within 5
years. In addition the pathology report confirmed our
diagnosis of osteochondroma. Likewise, our patient
was evaluated in terms of hereditary multiple exocyto-
sis (HME). There was no family history of our patient
and no mass was detected in other extremities. Ap-
proximately 80% of HME cases had exocytosis at first
decade.® Our patient had a mass in the fifth decade.

The occurrence of malignant transformation is
observed in around 1% of solitary osteochondroma
cases.” If there is any growth in the mass after skele-
tal maturation, the presence of a cartilage cap thicker
than 2 cm, or a new-onset pain in a known osteo-
chondroma area, evaluation should be made in terms
of malignant transformation to chondrosarcoma.*!>
In our patient, although there was a painful mass that
started to grow in the fifth decade, the cartilage thick-
ness was around 8 mm and histopathological exami-
nation showed results consistent with benign
osteochondroma. In our case, surgical excision has
been performed due to progressive pain and limited
ROM.

To summarize, the occurrence of intraarticular
osteochondroma in the glenohumeral joint is quite

uncommon. This report will contribute to the litera-
ture in terms of osteochondroma being in an unusual
location and growth occurring after skeletal maturity
without undergoing malignant transformation. To our
knowledge, our case is the third case report in the lit-
erature in which the patient’s entire history, physical
examination findings, radiological imaging findings,
intraoperative imaging ve histopathological findings
are reported.
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