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Abstract 

Synovial osteochondromatosis is a monoarticular benign metaplastic proliferative disorder of the synovium, 

usually of a large joint caused by osteocartilaginous loose bodies. It most commonly involves the knee joint 

(70%) followed by the hip (20%). Very few cases in the elbow joint, shoulder and wrist have been reported in 

literature. We report a case of a 45 year old female patient who presented with a significant swelling in the 

elbow with symptoms and signs of ulnar nerve palsy. The patient was evaluated and was diagnosed to have a 

primary synovial osteochondromatosis of the left elbow joint with ulnar nerve neuropathy. The patient was 

surgically managed by elbow joint debridement and synovectomy with ulnar nerve decompression and followed 

up for the reduction in the size of the elbow and the range of movements. 
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Introduction 

Synovial osteochondromatosis is a rare, benign, 

monoarticular and cartilaginous metaplasia of 

synovial membrane of joints, bursae and tendon 

sheaths. It is characterized by the formation of intra-

articular cartilaginous nodules in the synovium of 

joints. It can affect any synovial joint but is 

commonly seen in large joints including the knee 

(70%) and hip(20%)
1
. There are few cases reported in 

the elbow, wrist, shoulder and ankle joints. Synovial 

osteochondromatosis complicated by nerve 

compression neuropathy at the elbow have been 

rarely reported. It most often affects middle-aged 

men in the third or fifth decade of life.
2
 The clinical 

manifestations of primary synovial 

osteochondromatosis are non-specific including 

swelling, pain, decrease in the range of movement of 

the joint.  

Synovial osteochondromatosis is known to occur in 

two forms, primary and secondary. The aetiology of 

the primary form has not been determined. Secondary 

synovial chondromatosis has been described to occur 

due to mechanical changes in a joint due to 

arthropathy
3
. Brodie confirmed the loose bodies 

originated from synovium. However, he noted that it 

could arose outside the synovial membrane in some 

cases
4
. Extra-articular form of the condition has 

been described in literature. In these cases, the 

lesions are found to be in bursa, tenosynovial tissue 

adjacent to an involved joint.  

We report a case of a 45 year old female patient 

primary synovial osteochondromatosis of the left 

elbow joint with ulnar nerve neuropathy treated by 

elbow joint debridement and synovectomy with ulnar 

nerve decompression and conducted a literature 

review. 

Case report 

A 45-year-old female patient came with a history of 

pain in the left elbow since 1 year and swelling in the 

elbow since 3 months associated with increase in 
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pain. The patient also complained of numbness in the 

ring and little fingers of the hand. The patient did not 

give any history of trauma, or any constitutional 

symptoms such as fever, night sweats, loss of weight 

or appetite. On examination, a significant diffuse 

swelling was noted in the elbow. There was no 

restriction of movements of the elbow joint. Terminal 

restriction of pronation was noted with full range of 

supination. A hypoesthesia was noted over the 

ipsilateral little finger and ulnar half of the ring 

finger, pointing to a neuropathy of the ulnar nerve. 

Other joints were normal. 

X-ray of the elbow showed chronic osteoarthritic 

changes, erosions of adjacent bones with destruction 

of the radial head with surrounding calcification. The 

patient presented to our hospital with an MRI which 

showed multiloculated wall enhancing lesions around 

the elbow joint with loose bodies. Cortical erosion 

was noted with destruction of articular cartilage. A 

differential diagnosis of inflammatory synovitis or 

synovial chondromatosis or synovial chondrosarcoma 

was made. The patient was advised to undergo core 

needle biopsy which suggested primary synovial 

osteochondromatosis. Routine blood investigations 

were normal. 

The patient was planned for surgical management by 

joint debridement and synovectomy. A posterior 

surgical approach was taken and triceps muscle split 

to access the elbow joint. We found multiple calcific 

bodies adherent to the thickened synovium and 

within the joint space. Extensive joint debridement 

was done and the joint was irrigated thoroughly. One 

large and multiple small loose bodies were removed. 

The samples were sent for histopathology which 

confirmed the diagnosis. Ulnar nerve exploration was 

done and released. The nerve was found to be free 

following removal of the mass and decompression. 

Post-operatively the elbow was immobilized in above 

elbow splint for 4 weeks and was subsequently 

started on graded mobilization. The patient was 

followed up regularly to note the reduction in the size 

of the elbow and the range of movements. At the end 

of 6 months, swelling had subsided and the patient 

had no symptoms of ulnar neuropathy.

 

Figure 1: Clinical photographs of left elbow swelling 

     

 

 

 

 

 

 



Dr. Karan C L et al International Journal of Medical Science and Current Research (IJMSCR) 
 

 

 
Volume 5, Issue 2; March-April 2022; Page No 1176-1182 
© 2022 IJMSCR. All Rights Reserved 
 

P
ag

e1
1

7
8

 
P

ag
e1

1
7

8
 

P
ag

e1
1

7
8

 
P

ag
e1

1
7

8
 

P
ag

e1
1

7
8

 
P

ag
e1

1
7

8
 

P
ag

e1
1

7
8

 
P

ag
e1

1
7

8
 

P
ag

e1
1

7
8

 
P

ag
e1

1
7

8
 

P
ag

e1
1

7
8

 
P

ag
e1

1
7

8
 

P
ag

e1
1

7
8

 
P

ag
e1

1
7

8
 

P
ag

e1
1

7
8

 
P

ag
e1

1
7

8
 

P
ag

e1
1

7
8

 
P

ag
e1

1
7

8
 

P
ag

e1
1

7
8

 
P

ag
e1

1
7

8
 

P
ag

e1
1

7
8

 

Figure 2: Pre-operative radiograph showing osteoarthritic changes, erosions of adjacent bones, 

destruction of the radial head, surrounding calcification 

 

 

Figure 3: MRI showing multiloculated wall enhancing lesions around the elbow joint with loose bodies 
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Figure 4: Posterior approach to the elbow 

 

 

Figure 5: Intra-operatively we found multiple calcific bodies adherent to the thickened synovium and 

within the joint space. Removal of loose body 
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Figure 6: Extensive joint debridement was done  

      

 

Figure 7: Ulnar nerve exploration was done and released 

 

 

Figure 8: Post-operative X-ray showing removal of calcified synovium 
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Discussion 

Synovial osteochondromatosis of the elbow joint is 

an uncommon condition. It is characterized by 

proliferation of synovial and extra-synovial adjacent 

soft tissue. Milgram et al.
5
 studied the disease process 

and classified them into three distinct stages. In the 

first stage, the synovial lining undergoes 

cartilaginous metaplasia, causing active intrasynovial 

disease only, with no loose bodies. In the second 

stage, the nodules begin to detach from the synovium 

and appear as loose bodies, the patient becomes 

symptomatic. Multiple loose bodies can be observed 

in the third stage within the joint cavity with no 

visible intrasynovial bodies, indicating that activation 

of the synovium has subsided. There is a tendency of 

the loose bodies to unite and calcify. 

The clinical findings are non-specific and may be 

suggestive of other pathology conditions. Patients 

usually present with pain, swelling, stiffness, or a 

detectable mass. The patient may experience locking 

or catching in the joint. Occasionally, the mass may 

proliferate beyond the joint and into the adjoining 

soft tissue causing compression neuropathy of the 

adjacent nerves. Diagnosis can be delayed due to the 

rarity of the disease and its nonspecific symptoms
6
. 

The plain radiographic appearance of the multiple 

synovial osteochondromatosis is multiple calcified 

bodies, typically smooth, round, and of variable size 

found within the joint capsule
7
. Erosion of the 

adjacent bone may be present which might mimic a 

malignant condition. MRI is a useful since the 

clinical and radiological findings are non-specific. 

The malignant transformation of synovial 

chondromatosis is rare but this diagnosis must be 

established to start appropriate treatment
8
. Therefore, 

the standard method to confirm the diagnosis of 

synovial osteochondromatosis is tissue biopsy 

followed by pathological examination
9
. 

The involvement of the ulnar nerve at SC of the 

elbow joint is extremely rare. Kiminori Yukata et 

al.
10

 retrieved seven cases of ulnar nerve palsy 

associated with synovial osteochondromatosis from 

the articles published from 1950 to until 2015 on 

Medline database. Surgical treatment was done in all 

these cases by nerve decompression or anterior 

subcutaneous nerve transposition. 

The goal for the treatment is to remove the loose 

bodies, improve pain symptoms, regain movement in 

the joint, and limit the development of early 

osteoarthritis
11

. The treatment of primary synovial 

chondromatosis requires surgery, and the removal of 

the loose bodies. The standard method for treatment 

has been Open arthrotomy and synovectomy. A study 

done to compare removal of the loose bodies alone 

with arthroscopic synovectomy concluded that 

recurrence rate is significantly lower when 

synovectomy is performed
12

. 

Proper preoperative planning is necessary. A dual 

anterior and posterior surgical access can be 

considered for perimetral exposure of the elbow. It 

has the advantage of a better control of the vascular 

and neuro structures and easier radical synovectomy, 

especially in significant distension of the elbow
13

. 

Arthroscopic removal has been described in newer 

literature. The advantages of arthroscopic removal 

are good visualization during surgery, low morbidity, 

less surgical trauma, early rehabilitation. However, 

recurrence is known to occur and the patient needs to 

be counselled
14

. 

Post-operative management includes a progressive 

range of motion and strengthening of peri-articular 

muscle groups. In our case we extracted one large 

and multiple small loose bodies from left elbow. 

Those which were deep or adherent to synovium 

were removed by synovectomy and thorough joint 

irrigation. We preferred a posterior approach to 

access the elbow joint and found to have an adequate 

exposure to perform synovectomy. On follow up, 

patient was pain free with no recurrence of 

symptoms. 

Conclusion 

Synovial osteochondromatosis of the elbow joint is 

an uncommon condition. The involvement of the 

ulnar nerve is extremely rare. The diagnosis can be 

made with clinical, radiological and histo-

pathological findings. The treatment is joint 

debridement, synovectomy and removal of the loose 

bodies. Ulnar nerve palsy can be managed by nerve 

decompression or anterior subcutaneous nerve 

transposition. 
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