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Öz
Sinovyal osteokondromatozis (SOC) sinovyumun kıkırdaksı metaplazisi ile proliferasyonu ile karakterize benign nadir bir durumdur. SOC 
sinovyumun olduğu herhangi bir eklemde görülmesine rağmen en sık dizde görülür. Genellikle dizin ön kompartımanında görülse de posterior 
fossada da görülebilmektedir. Bu olguda, SOC nedeniyle dizde ağrı ve şişlik şikayetleri bulunan 58 yaşında kadın bir hasta sunulmuştur. Direkt 
radyografi ve manyetik rezonans görüntülemede kalsifik nodüllerin görülmesi tanıyı desteklemiştir. SOC yüksek morbidite oranı ve malign 
transformasyon ihtimali nedeniyle ayrıca dikkat edilmesi gereken bir durumdur.
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Synovial osteochondromatosis (SOC) is an uncommon benign condition characterized by the proliferation of the synovium with cartilaginous 
metaplasia. It can develop in any joint where synovium exists but is most prevalent in the knee. It generally occurs in the knee’s anterior 
compartment, but it can also be seen in the posterior fossa. In this article, we report a 58-year-old woman with knee pain and swelling 
secondary to SOC. The detection of calcific nodules in both plain radiography and magnetic resonance imaging of the knee determined the 
diagnosis. SOC needs attention due to its high morbidity rates and possibility of malignant transformation.
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Introduction

Synovial chondromatosis is a rare idiopathic disease affecting 
the synovial joints, tendon sheaths and bursa (1). It has been 
estimated an incidence of one case for 100,000 people (2). It is 
characterized by multiple cartilage foci and metaplasia formation 
in the intima layer of the synovial membrane of the joint. 
Multiple and cartilaginous nodules are formed in the synovium 
because of that the nodules formed in the synovial membrane 
of the joint break off and become free (3). The term synovial 
osteochondromatosis is used in cases where the cartilage lesion 
is ossified. Although the etiology is unknown, it is thought that 
it may develop as a result of synovial irritation due to trauma or 
infection.
There are two forms of synovial osteochondromatosis. Primary 
synovial osteochondromatosis is almost always monoarticular 
and involves large joints, especially the knee. The diagnosis is 
determined generally between 3rd-5th decades of life and is more 
common in males. The more common secondary form is seen in 

older age and after pathologies such as trauma, osteoarthritis, 

osteochondritis dissecans or neuropathic arthropathy (4). 

Although non-steroidal anti-inflammatory drugs reduce 

symptoms, surgery is often preferred for the treatment of 

synovial osteochondromatosis. Due to the relapse of the disease 

and malignant degeneration, complete resection of the involved 

synovium is necessary as well as removal of free intraarticular 

bodies (5). 

In this case report, a patient diagnosed as synovial 

osteochondromatosis is presented.

Case Report

A 58-year-old female patient was referred to our outpatient 

clinic with complaints of pain and swelling in the posterior 

aspect of her left knee for six months. Her symptoms 

relieved when using non-steroidal anti-inflammatory drugs 

(asemetazine, diclofenac), however the symptoms repeated 
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when she ceased the medications. There was no prior 

trauma or any known knee disease. Physical examination 

revealed a swelling in the posterior of the left knee. There 

was no range of motion limitation and redness in the knee 

joint. The patient reported a pain intensity of 8 on the 10-cm 

visual analogue scale. No abnormal finding was seen in blood 

tests. X-ray showed narrowing of the joint space, osteophytes 

and irregular calcified nodular opacities in the popliteal fossa 

(Figure 1). Hypointense nodular lesions were detected in 

the popliteal fossa in T2 sequences by magnetic resonance 

imaging (MRI) (Figure 2). The images were consistent with 

synovial osteochondroma of the knee joint. The patient was 

referred to the orthopedics clinic for surgery. Written consent 

was taken from patient.

Discussion

Although synovial osteochondromatosis can develop in any 
joint where synovium exists, it is most prevalent in the knee 
(5). It is reported to be detected in the elbow, ankle, hip and 
shoulder joints after the knee joint. It has rarely been shown 
to involve small joints (6). The disease generally occurs in the 
anterior compartment of the knee such as the suprapatellar 
pouch, infrapatellar fat pad and medial-lateral gutter (7,8). In 
the present case, it was seen that the disease appeared in the 
posterior fossa in the posterior compartment of the knee.
The disease process is insidious and the diagnosis can 
be made years later (9). Clinically, patients with synovial 
osteochondromatosis have progressively increased joint pain 
and swelling. Joint pain is associated with damage to the joint 
surface, which may lead to joint locking and instability over time 
(10,11). The patient in this case had joint pain and swelling that 
persisted for six months, increased over time, and responded 
positively to non-steroidal anti-inflammatory drugs, but there 
was no limitation of joint mobility and locking feel because of 
the posterior localization of the calcific nodules. The patient’s 
advanced age, degenerative changes in the joints and no history 
of trauma or infection suggest the diagnosis of secondary 
synovial osteochondromatosis.
The pathogenesis of the disease involves a metaplastic error 
of synovial cells. Chondroid bodies usually appear at the ends 
of the synovial villi. The cells surrounding the bodies turn into 
chondroblasts. These cartilage clusters grow in the form of 
spherical bodies connected to the vilus with their pedicles: Later, 
these cartilage clusters can separate from the pedicles and fall 
into the joint and form loose bodies. These loose bodies feed 
on synovial fluid and continue to grow. With the emergence 
of osteoblasts, cellular metaplasia occurs and bone nidus may 
occur (7).
Diagnosis of synovial osteochondramatosis can be difficult 
especially in the early chondromatosis stage and calcified 
formations within the joint may be radiologically confused 
with degenerative osteoarthritis, osteochondritis dissecans, 
pigmented villonodular synovitis, neuropathic arthropathy and 
gout. Direct radiography is important for the diagnosis of calcific 
nodules, but in 5-30% of cases it cannot be diagnosed because 
the nodules are not calcified yet (12). MRI is the most useful 
test in the early diagnosis of the disease. MRI supports the 
diagnosis of non-calcified nodules as well as detecting changes 
in joint and bone structures adjacent to the lesion (12). It also 
distinguishes the disease from other diseases associated with 
synovial proliferation, such as synovial hemangioma, synovial 
sarcoma and pigmented villonodular synovitis. In this case, 
since the nodules were calcific, both plain radiography and MRI 
supported the diagnosis of synovial osteochondramtosis.
Surgery is the most commonly used method in the treatment 
of synovial osteochondromatosis. Recurrence and malignant 
degeneration may be seen, although not frequent. Therefore, no 
chondromatosis focus should be left in the joint during surgical 

Figure 2. Knee magnetic resonance imaging with sagittal T2 
sequences demonstrate hypointense nodular lesions in the popliteal 
fossa

Figure 1. Lateral direck radiography of the left knee showed irregular 
calcified nodular opacities in the popliteal fossa
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treatment. In this regard, cases that underwent synovectomy 
due to synovial osteochondromatosis and residual cartilage 
lesions that grow into chondrosarcoma have been reported 
(13). Therefore, the patient should be followed up at certain 
times after the operation for recurrence. Non-steroidal anti-
inflammatory drugs and physical therapy agents have been used 
to reduce symptoms if patients do not accept the operation 
(14). The patient in this case stated that using non-steroidal anti-
inflammatory drugs for a long time reduced his symptoms.
Synovial osteochondromatosis may cause complications such 
as osteoarthritis, nerve entrapment, tendon tear, malignant 
transformation and patellar subluxation when not treated (15-
17). In the study of Biazzo and Confalonieri (18), it was found 
that 67.1% of synovial osteosarcomas originated from synovial 
osteochondromatosis and the mean tumor formation time was 
11.2 years.
Synovial osteochondromatosis is a rare pathology involving the 
knee joint. The disorder should be kept in mind in the differential 
diagnosis of knee pain.
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