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Abstract
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Synovial chondromatosis monoarthritis is a synovial proliferative disease. In this disease, cartilaginous or osteocartilaginous 
metaplasia develops in the synovial membranes of the joints, bursas or tendon sheaths. In this case a 29-year-old man presented 
with a 2-year history of pain, swelling and limitation of motion in the ankle. There were calcific islands in front and back of the ankle 
in the x-ray of the patient, and the image was compatible with synovial chondromatosis in magnetic resonance imaging (MRI). The 
patient underwent synovectomy with combined anterior and posterior arthroscopy, and intraarticular free fragments were removed. 
The diagnosis was confirmed histopathologically. There was no recurrence, pain, or joint limitation complaints in the 3-year post-
procedure follow-up of the patient.

Introduction

Synovial chondromatosis is a monoarticular synovial proliferative disease. In this disease, cartilaginous or osteocartilaginous metap-
lasia develops in synovial membranes of the joints, bursas or tendon sheaths [1]. Increased soft tissue density and multiple loose bodies 
may be seen on routine radiographs but MRI is often required in the diagnosis.

Synovial chondromatosis most commonly occurs in the knee and hip joints, however all joints, bursas and tendon sheaths can be invol-
ved. Treatment is synovectomy and removal of loose bodies [1]. Postoperative recurrence is frequent. Unusual cases of malignant trans-
formation have been reported in rare cases [2,3]. In this article, we presented the treatment of a patient with synovial chondromatosis at 
the ankle using combined anterior and posterior ankle arthroscopy.

Case Report

A 29-year-old male patient presented with pain, swelling and limited movement on his right ankle for about 2 years. The complaint 
was having difficulty with movements that especially increased while walking on uneven grounds and going up and down the stairs. Phy-
sical examination revealed ankle swelling without redness or increase in temperature. The patient was suffering from pain during dorsal 



02

Citation: Mehmet Erkilinç and Emre Baca. “Synovial Chondromatosıs of the Ankle Treated with Combined Anterior and Posterior 
Arthroscopy”. EC Orthopaedics 11.3 (2020): 01-05.

Synovial Chondromatosıs of the Ankle Treated with Combined Anterior and Posterior Arthroscopy

and plantar flexion movements. The dorsiflexion of the patient’s ankle was 5 degrees and the plantar flexion was 30 degrees. No pathology 
was found in the vascular and neurological examination of the foot. The ankle was stable in stress tests. The pre-op Aofas score was 67.

There were a large number of calcifications at both anterior and posterior of the ankle in the x-ray (Figure 1). Complete blood count 
and biochemical values   were within normal limits.

Figure 1: Preoperative plain ankle lateral radiography. 

 The patient was diagnosed with synovial chondromatosis and combined anterior and posterior ankle arthroscopy was performed. 
Under spinal anesthesia, the ankle was inserted through anteromedial and anterolateral ports using a pneumatic tourniquet. 10 loose 
bodies with the largest being 5 mm in diameter were removed from the anterior portion of the ankle. Synovitis was present in the joint; 
synovectomy was performed with a motorized instrument. Afterwards, the patient was turned into the prone position and arthroscopi-
cally entered through the posterolateral and posteromedial ports. Loose bodies were removed following synovectomy. It was seen that the 
joint space in the posterior was narrowed. The operation was terminated after the scope control was performed.

The microscopic examination of the extracted loose bodies confirmed diagnosis of synovial chondromatosis pathologically. The patient 
underwent elastic bandage application, elevation and cold application after the operation. Early joint range of motion was permitted, full 
load bearing was allowed after 10 days of partial load. No recurrence was observed on postoperative third year x-ray of the patient (Figu-
re 2 and 3). There was no tenderness in the ankle joint, joint range of motion was 10 degrees on dorsiflexion and 40 degrees on plantar 
flexion, aofas score was 90.
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Figure 2: Postoperative third year plain ankle anteroposterior radiography.

Figure 3: Postoperative third year plain ankle lateral radiography.
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Discussion

Synovial chondromatosis is a benign, monoartricular proliferative disease that involves the mesenchymal subintimal layer of syno-
vium [2,3]. It is often seen in adult men and most commonly in the knee joint [4]. Etiology is not entirely clear [5]. There are rare case 
reports of conversion to chondrosarcoma [2,3]. Synovial chondromatosis is rarely seen in the ankle [6].

This disease was histopathologically divided into 3 stages by Milgram [7]. There is synovial chondrometaplasia in the early stage but 
there are no loose bodies. Active synovial disease and loose bodies coexist in the transitional phase. The late phase presents with loose 
bodies but synovial disease is absent. According to this definition, our case was a stage 3 synovial chondromatosis.

Symptoms such as chronic and nonspecific pain, joint crepitus and stiffness, limited range of motion, swelling in the joints, locking 
and snagging can be observed at rest or with movement during the course of the disease. On physical examination loose bodies can be 
palpable; joint swelling and tenderness, and limitation of joint movements can be detected [7,8].

Plain x-ray, computed tomography (CT) and MRI are used for diagnosis. Increase in soft tissue density is seen on x-ray in the early stage, 
and cartilaginous loose bodies are seen in the late stage. MRI is often used for diagnosis. There are publications that indicate that MRI is 
better than CT [9]. MRI is also useful in pre-operative evaluation and determining the stage of the disease.

Degenerative joint disease, osteochondritis dissecans, tuberculous arthritis and neuropathic arthritis can present with similar clinical 
signs to synovial chondromatosis and should be considered in differential diagnosis [8]. Synovial lesions should also be kept in mind in the 
differential. Pigmented villonodular synovitis should be distinguished from benign lesions such as synovial cysts and malignant lesions 
such as synovial chondrosarcomas and synovial sarcomas [10,11].

Treatment is open or arthroscopic synovectomy and removal of loose bodies. Arthroscopic treatment has less morbidity than open 
treatment. The patient does not have to be immobilized after surgery and can walk painlessly. There are publications reporting that 
recurrence of synovial chondromatosis is 11,5% - 37,5% [12,13]. It has been observed that most recurrences develop after 5 years of 
operation. Recurrence has been shown to be associated with incomplete synovectomy [14]. Bojanic and his colleagues treated 5 ankle 
synovial chondromatosis patients with a combined anterior and posterior arthroscopic technique for a mean follow-up of 3 years without 
recurrence and with good results [15].

Conclusion

Combined anterior and posterior arthroscopic techniques provide a better appearance of the posterior portion of the ankle than the 
open technique [16]. We believe that combined anterior and posterior arthroscopic technique will make better synovectomy, but publi-
cations showing long-term results are needed. Less morbidity and earlier return to work are other advantages of arthroscopic technique 
treatment. However, experience required to perform ankle arthroscopy and the proximity of the posterior ports to the vascular nerve 
pack are disadvantages [17].
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