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Abstract
Background: Synovial chondromatosis is a rare, benign condition characterized by proliferation of synovial 

lining and metaplasia. The disease is usually mono articular and commonly involves knee joint, but it can also 
occur in shoulder, elbow, hip, ankle and wrist joints. A review of the literature produced 30 case reports of synovial 
chondromatosis of the wrist with only five cases showing recurrence (5/30, 17%). Because of its low prevalence and 
nonspecific symptoms, it can present diagnostic difficulties and lead to a delay in treatment.

Case: We report a 6 month follow up case of a 29 year old right hand dominant male who presented with complaint 
of pain and swelling in right wrist joints of four months duration. Plain X-ray revealed lytic lesion at distal end of 
right ulna with multiple radio opaque deposits. MRI and FNAC were in favour of Synovial chondromatosis. Patient 
underwent synovectomy and excision of calcific lesion through a dorsoulnar approach and a separate incision over 
radial styloid under general anaesthesia. Histopathology confirmed the diagnosis of Synovial chondromatosis. Patient 
had no recurrence till last follow up (6 Month).

Conclusion: Synovial chondromatosis of wrist joint is extremely rare. A close coordination between the clinician, 
radiologist and pathologist is essential for accurate diagnosis and management. 
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Introduction
Synovial chondromatosis is a rare, benign, chronic, and progressive 

metaplasia associated with the formation of cartilage in the 
synovial membranes of joints, tendon sheath of bursae, of unknown 
aetiology [1]. When metaplastic foci become detached, loose bodies 
are produced. Synovial chondromatosis often affects the knee, hip 
or elbow, but rarely the hand (2% of cases). When the loose bodies 
undergo secondary ossification, the condition is called Synovial 
osteochondromatosis [2,3]. Tenosynovial chondromatosis has many 
similarities to synovial chondromatosis and probably represents an 
extra-articular counterpart of the same disease process [4]. Disease 
is usually monoarticular and the most common joint affected is the 
knee, but it can occur in hip, elbow, shoulder, ankle and wrist joint 
in the decreasing order of frequency [5]. Bilateral involvement is 
extremely rare. Documented case reports of bilateral presentation 
are usually seen in ankle joints, temperomandibular joints and 
rarely knee joints [6-8]. Careful clinical history, a thorough physical 
examination aided by radiology and histopathology leads to correct 
diagnosis and guides in planning management. We describe a 
case of Synovial chondromatosis of wrist joint with brief review 
of literature. A review of the literature produced 24 case reports of 
synovial chondromatosis of the wrist with only three cases showing 
recurrence.

Case Report
 A 29 year old right hand dominant male presented with gradual 

pain and swelling in right wrist joints of four months duration. He 
was otherwise healthy with no medical history fever, night sweats, 
weight loss, any other joint swelling, no previous surgeries, and no 
prior injuries to his right hand or wrist. 

Local examination revealed a solitary 2×2 cm swelling over the 
dorsum of distal ulna, there was no local rise of temperature, it was 
immobile and fixed to underlying structures and there was mild 
tenderness. There was full range of movement and his grip strength 
was normal and there was no involvement of ulnar nerve. There was 
no epitrochlear or axillary lymphadenopathy. 

The active range of motion of the right wrist included 50° 
extension, 50° flexion, 5° ulnar deviation, and 20° radial deviation. 
The active range of motion of the normal left wrist included 70° 
extension, 80° flexion, 20° ulnar deviation and 30° radial deviation. 
The patient complained of pain especially at the pisiform of 
one of the insertion sites of the FCU in resistive motion during 
ulnar deviation, wrist flexion and in passive motion during wrist 
extension, and radial deviation. In addition, he had an aching pain 
around the distal radioulnar joint in active wrist flexion and ulnar 
deviation.

Plain X-ray revealed lytic lesion (apple core appearance) at 
distal end of right ulna with multiple radio opaque deposits (Figure 
1; Arrow Marked). An MRI showed mass located in the right 
interosseous membrane that encroached the distal radioulnar joint 
and the volar carpal joint The mass did not appear to invade the 
adjacent muscle compartments, tendons, or neurovascular bundles. 
The mass did not enhance on T1 sequence but had high signal 
intensity on proton density sequence and demonstrated irregular 
peripheral and nodular enhancement. MRI of right wrist showed 
possibility of synovial osteochondromatosis.

USG guided Fine needle aspiration from lytic lesion at distal 
end of right ulna showed FNA smears are sparsely cellular and 
are dominated by presence of cartilaginous matrix material. Few 
groups of chondrocytes are seen clustered together with large 
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nuclei and abundant indistinct cytoplasm. Occasional clusters show 
pronounced cytologic atypia. However, mitotic activity/necrosis is 
not noted in any of the smears. Cytological features favour a primary 
cartilage containing reactive lesion. 

Synovial chondromatosis

A provisional diagnosis of Tumor calcinosis or chondrocalcinosis 
was rendered. Patient underwent complete synovectomy and loose 
body removal through a dorsoulnar approach and a separate incision 
over radial styloid under general anaesthesia and the tissue was sent for 
histopathological examination. The triangular fibrocartilage complex 
(TFCC) and the dorsal capsule of the distal radioulnar joint were preserved. 

The distal aspect of the right volar radioulnar, radiocarpal, 
radioulnar, intercarpal, and carpometacarpal joints capsule was excised 
through separate dorsal and volar approaches (with excision of multiple 
osteochondral masses). We found multiple osteochondral loose bodies 
within the fourth through sixth extensor compartments; the first through 
third compartments were not involved. Numerous loose bodies were also 
noted within the radiocarpal, ulnocarpal, distal radioulnar, intercarpal, 
and carpometacarpal joints. There were numerous loose bodies within 
the flexor tendon sheaths from the carpal tunnel to the proximal 
interphalangeal joints. 

There were no intraoperative and early postoperative complications 
(Figure 2). The patient’s postoperative recovery was uneventful and he 
regained a full and painless range of motion in about 2 months. There 
was no recurrence till last follow up (6 Month; Figure 3). The lytic lesion 
ultimately healed at 6 month.

 
Figure 1:  PA and lateral X-rays of the right forearm and wrist showing 
calcified nodules consistent with synovial chondromatosis. Superficial 
cortical scalloping of the distal ulna is noted (apple core appearance).

 

Figure 2: Post op x-ray right wrist PA and lateral views.    

 
Figure 3: 6 month follow up x-ray right wrist PA and lateral views.

Grossly synovial membrane was covered with multiple grey white 
translucent polypoidal nodules of varying sizes (Figure 4). Cut section was gritty 
grey white in centre and translucent grey white at periphery. Histopathology 
of cartilaginous mass showed lobule of hyaline cartilage (Figure 5). Cellular 
atypia or mitosis is not seen. Few fragments of unremarkable synovial tissue 
are also seen (Figure 6). Histopathology confirmed the diagnosis of synovial 
chondromatosis. 

Conclusion
The present case highlights the fact that synovial chondromatosis is 

a rare disease, especially in the wrist. Due to the fact that no calcification or 
ossification of the cartilage occurs in roughly one-third of cases, making 
a radiographical diagnosis of synovial chondromatosis is difficult. The 
diagnosis may be difficult when radiographs are normal and a CT-
scan is useful for detecting non-calcified loose bodies. There is still 
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discussion on whether synovial chondromatosis is a neoplastic process 
or a reactive metaplasia. It can be mistaken for malignancy and hence a 
combined clinical, radiological and histopathological approach helps in 
accurate diagnosis. There is no substantial risk for local recurrence but 
long term follow- up is necessary to gain more insight in the behaviour 
of this rare condition.
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Figure 4: Removed multiple nodules.

Figure 6: 10 x magnification shows cartilage tissue without atypia.

Figure 5: 4x magnification showing two lobules of hyaline cartilage meeting 
each other.
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