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Condromatosis sinovial de la articulacion

temporomandibular

Synovial chondromatosis of the temporomandibular joint
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Resumen: La afectacién de la ATM por una condromatosis sinovial es un
hecho muy poco frecuente. Trastorno metaplasico del tejido sinovial, suele
producir cuerpos libres, condromas, intraarticulares. Tiene una clinica varia-
ble y muy inespecifica. Las pruebas diagnésticas de eleccion son la RM y
la artroscopia. La retirada de cuerpos libres y sinovectomia parcial suele ser
terapéutica. Ocasionalmente puede destruir la base del craneo y exten-
derse intracranealmente. Se han descrito casos de malignizacién secun-
daria. Es necesario el seguimiento a largo plazo del paciente. Presentamos
un caso con osteolisis incipiente de la fosa cerebral media.
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Abstract: Synovial chondromatosis very rarely affects the TMJ. It is
a metaplastic disorder of the synovial tissue that usually produces
intra-articular loose bodies, or chondromas. It has variable clini-
cal features and the symptoms are unspecific. Examination by means
of magnetic resonance imaging and arthroscopic observation are
the diagnostic techniques of choice. Treatment consists in the remo-
val the loose bodies and partial synovectomy. Occasionally the skull
has been destroyed and the middle cranial fossa invaded. There are
cases of malignant transformation to chondrosarcoma. A long-term
follow up is necessary. We describe a case with incipient intracra-
nial extension.

Key words: Synovial chondromatosis; Intracranial extension; Tre-
atment; Follow-up.
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Introduccion

La afectacién de la articulacién tem-
poromandibular (ATM) por una con-
dromatosis sinovial (CS) es muy poco
frecuente. Se desarrolla a partir de la con-
drometaplasia de la subintima sinovial,
forméandose mdltiples nédulos cartilagi-
nosos que son liberados al espacio arti-
cular. En la mayoria de los casos el pro-
ceso queda limitado a dicho espacio,
pero en ocasiones distiende la cdpsula
articular, protruyendo hacia la regién
parotidea o base del craneo. Se han des-
crito cuadros de comportamiento agre-
sivo con erosién del hueso temporal e

Figura 1. Vista preoperatoria de la paciente.
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Introduction

Synovial chondromatosis
(5C) of the temporo-
mandibular joint (TMJ) is a
very rare condition. It devel-
ops as a result of chon-
drometaplasia of the subin-
timal layer of the synovium.
Multiple cartilaginous nod-
ules are formed that break
off into the joint space. In
most cases the process is
limited to this space, but on
occasions the joint capsule
becomes distended, pro-

invasién intracraneal. Figure 1. Preoperatory view of the patient. truding towards the parotid

Caso clinico

Mujer de 44 afos que acude por pre-
sentar limitacién de la apertura oral pro-
gresiva y tumoracién preauricular izquier-
da, de afos de evolucién. Sin antece-
dentes de interés.

En la exploracién se aprecia una
tumoracién de aproximadamente 2x2
cm, de consistencia elastica, no despla-
zable e indolora (Fig. 1). La apertura oral,
de 30 mm, produce una leve crepitacion
articular, con laterodesviacién al lado
izquierdo.La exploracién parotidea, del
nervio facial, pares craneales, intraoral y
cervical no aporta hallazgos.

En las pruebas de imagen, la radio-
grafia panoramica evidenciaba un cén-
dilo ligeramente irregular, respecto al
contralateral (Fig. 2).

La TC mostré una lesion hipodensa
precondilea de 18,4 mm por 31,7 mm.
Se extendia medialmente, dirigiéndose
hacia la base del ala externa de la ap6fi-
sis pterigoides y erosionando parcial-
mente el suelo de la fosa cerebral media

(Fig. 3).

tension anterior de la capsula articular,
que conformaba los margenes de la
tumoracién (Fig. 4). En su interior se hallaba una sefial hiperinten-
sa compatible con exudado y mdltiples sefiales hipointensas de
dimensién variable y densidad similar al menisco o fibrocartilago
articular (Fig. 5).

Con el diagnéstico de presuncién de tumoracién de origen arti-
cular, compatible con condromatosis sinovial, se efectué el abor-

. 3 . Figura 2. Detalle de la articulacién afectada en la OPG. X i
La RM demostré una importante dis-  Figure 2. Detail from the paronex of the affected joint. nial nerves, and the intra-

region or skull base. Aggres-
sive behavior has been
described with erosion of the
temporal bone and intracra-
nial extension.

Case report

Female, forty-four years old,
attended our department as
a result of limited oral aper-
ture that was progressive,
and a preauricular tumor-
like mass on the left side,
which had been developing
for years. She had no med-
ical history of interest.

The examination revealed a
tumor-like mass that mea-
sured approximately 2x2
cm, with an elastic consis-
tency, that was fixed and
non-tender (Fig. 1). Oral
aperture of 30 mm pro-
duced slight joint crepitation
with laterodeviation towards
the left. The examination of
the parotid, facial and cra-

oral and cervical examina-
tion were unremarkable.
With regard to the imaging studies, the panoramic radi-
ography showed a condyle that was slightly irreqular com-
pared with the contralateral side (Fig. 2).
The CT scan showed a precondyloid hypodense lesion,
measuring 18.4 mm by 31.7 mm. It extended medially
towards the base of the external wing of the pterygoid process
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daje de la lesién. Tras una incisién pre-
auricular, se expuso la capsula articu-
lar, muy distendida y de aspecto viola-
ceo, hiperémico. Al abrir la capsula pro-
truyé el tejido sinovial, engrosado, infla-
matorio y muy friable. Expuesto el espa-
cio articular, aparecieron mdultiples cuer-
pos libres, mas de 40, de aspecto blan-
quecino, con tamafos y formas irregu-
lares, y consistencia pétrea. Algunos salie-
ron espontaneamente, sobre todo los
mas pequefios; el resto se extrajeron ins-
trumentalmente (Figs. 6 y 7).

Tras distraccion condilar y lavado pro-
fuso se comprob6 la ausencia de cuer-
pos libres intraarticulares, procediéndo-
se a la diseccién de la capsula distendi-
da en sentido medial. Se resecé el exce-
so capsular y la membrana sinovial visi-
ble, sin cambios metaplasicos macros-
copicos. El menisco, moderadamente
deformado y luxado anteriormente, se
sutur6 al tejido retrodiscal. La capsula se
cerrd, colocandose un drenaje aspirati-
vo previo al cierre de la herida.

El postoperatorio cursé sin inciden-
cias. El examen patolégico demostré
mdltiples nédulos de cartilago hialino,
recubiertos por epitelio sinovial (Fig. 8).
La membrana sinovial presentaba signos
inflamatorios, sin condrometaplasia. La
paciente inici6 fisioterapia precozmen-
te, halldndose seis meses después asin-
tomética, con una apertura oral de 37
mm.

Discusion

La condromatosis sinovial (CS) suele
afectar a grandes articulaciones del
esqueleto axial. Es mds frecuente en
mujeres, y en la articulacién derecha.3#
Se diagnostica a mayor edad, cuarta y
quinta década, que en el resto de loca-
lizaciones,? y excepcionalmente es bila-
teral.” Aunque los macro y microtrau-
matismos han sido implicados,? su etio-
logia es desconocida.

Se distinguen 2 formas: La CS pri-
maria, una metaplasia condral de restos
de tejido mesenquimal a nivel subsino-
vial. Tiene 3 estadios:2 1-Proceso limita-
do a la membrana sinovial, formando
papilas hiperémicas y edematosas. 2-

Rev Esp Cir Oral y Maxilofac 2006;28,2 (marzo-abril):100-105© 2006 ergon

Figura 3. Corte coronal de la TC.
Figure 3. CT coronal view.

Figura 4. RM potenciada en T, con sefial hipertensa.
Figure 4. T; of the MR with hypertense signal.

Figura 5. Corte coronal de RM (T>) con cuerpos libres intraarticilares.
Figure 5. Coronal view of the MR (T2) with intraarticular loose bodies.

Condromatosis sinovial de la articulacion temporomandibular

and the floor of the middle
cranial fossa was partially
eroded (Fig. 3).

MRI showed considerable
distension of the joint cap-
sule anteriorly, along the
margins of the mass (Fig. 4).
Its interior was hyperintense
and compatible with exu-
date. There were multiple
hypointense signals with
variable dimensions, and
with a similar density to
meniscus or joint fibrocar-
tilage (Fig. 5).

With a presumed diagnosis
of a tumor-like mass origi-
nating from a joint, com-
patible with synovial chon-
dromatosis, the lesion was
approached by means of a
preauricular incision. The
joint capsule, which was
very distended purplish and
hyperemic, was exposed. On
opening the capsule, syn-
ovial tissue protruded that
was thick, inflamed and fri-
able. Once the joint space
had been exposed, multiple
loose bodies appeared, more
than 40, that were whitish
and of irregular shapes and
sizes and with a stony con-
sistency. Some emerged
spontaneously, particularly
the smaller ones, and the
rest were removed with
instruments (Figs. 6 and 7).
Following condylar distraction
and extensive lavage, no fur-
ther intra-articular loose bod-
ies were observed, and the
stretched capsule was dis-
sected in the median plane.
The capsular excess and vis-
ible synovial membrane were
resected, and no metaplastic
changes were observed
macroscopically. The menis-
cus, which was moderately
deformed and anteriorly lux-
ated, was sutured to the
retrodiscal tissue. The capsule
was closed, and aspiration
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Metaplasia subsinovial con presencia de
particulas libres intraarticulares, con con-
drocitos activos. 3-Particulas libres, con
membrana sinovial normal.

La CS secundaria, mucho mas fre-
cuente,’? suele ser debida a cambios
artrésicos o traumaticos, con liberacion
de fragmentos osteocondrales al espa-
cio articular.

Con la evolucién de la enfermedad,
los nédulos cartilaginosos pueden cre-
cer y calcificarse, la sinovial se engrue-
sa y aparecen cambios degenerativos en
las superficies articulares.2

Los sintomas mas frecuentes son:3
dolor, inflamacién, limitacion del movi-
miento articular, crepitacion, clics. Al ser
la clinica inespecifica y benigna, es fre-
cuente el diagnéstico tardio.

El diagnéstico diferencial tendréa en
cuenta: procesos musculares; artropatias
inflamatorias y traumaticas; disfuncién tem-
poromandibular; anquilosis; e infecciones
como la tuberculosis. Si la afectacién es
posterior, puede simular una lesién del
oido medio o externo; la extension ante-
rior y lateral puede sugerir una tumoracion
parotidea,’s habiendo sido confundido his-
tolégicamente con un tumor mixto benig-
no.'2 En ocasiones se ha descrito la coe-
xistencia de CS con sinovitis villonodular,
hiperplasia condilar y otras patologias,? lo
que dificulta el diagndstico.

La radiologia convencional es nega-
tiva en 24-57% de los casos.3 Sélo si los
cuerpos libres estan calcificados seran
visibles. Los signos indirectos son ines-
pecificos: erosiones dseas, esclerosis,
aumento del espacio articular.

La TC puede definir el tamafio, forma
y localizacién de los cuerpos libres, aun-
que la prueba de eleccién es la RM, que
permite el diagnéstico diferencial con
otros trastornos proliferativos sinoviales,
delimita la extension de la lesion, locali-
za los condromas y confirma el origen
sinovial de la lesién."".2 Es especialmen-

te Gtil cuando se sospecha extension intracraneal, para valorar la
proximidad y afectacién de la duramadre y planificar la cirugia.

Una adecuada valoracién mediante TC o RM puede evitar paro-
tidectomias y condilectomias innecesarias.'®

El mejor procedimiento diagnéstico es el artroscépico. Demos-
trara la presencia de cuerpos libres intraarticulares de naturaleza
condroide, asi como posibles dreas metapldsicas sinoviales.5 El nime-
ro de cuerpos libres puede sugerir el diagnéstico:'* la mayoria de
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Figura 6. Abordaje de la articulacién izquierda.
Figure 6. Approach to the left joint.

Figura 7.
Figure 7.

Figura 8. Histologia de un nédulo articular (HE)
Figure 8. Histology of an intraarticular Body (HE).

drainage was placed before
closing the wound.

There were no incidents dur-
ing the postoperative peri-
od. The pathological exam-
ination showed multiple
nodules of hyaline cartilage
that were covered by syn-
ovial epithelium (Fig. 8). The
synovial membrane showed
signs of inflammation, but
with no chondrometaplasia.
The patient started physio-
therapy promptly, and six
months later she was
asymptomatic. Her oral
aperture was 37 mm.

Discussion

Synovial chondromatosis
(SC) tends to affect the larg-
er joints of the axial skele-
ton. It is more common in
women, in right-sided
joints.3# It is diagnosed later
on in life, during the fourth
and fifth decades, than in
the remaining locations?
and exceptionally it can be
bilateral.” While macro- and
microtraumatism have been
implicated,? its etiology is
unknown.

Two types have been iden-
tified; primary SC is a chon-
dral metaplasia of mes-
enchymal tissue remains at
a subsynovial level. It has
three stages:2 Stage one is
a process that is limited to
the synovial membrane, and
hyperemic and edematous
papillae are formed. In stage
two, synovial metaplasia
occurs. There are intra-artic-

ular loose particles and active chondrocytes. Stage three con-
sists of loose particles with normal synovial membrane.

Secondary SC is much more common.” It tends to be
due to arthroscopic or traumatic changes as a result of which
osteochondral fragments are released into the joint space.

As the disease develops, cartilaginous nodules may appear
and become calcified, the synovial tissue thickens and degen-
erative changes appear in the joint surfaces.?
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pacientes con CS primaria tienen méas de 10 cuerpos libres, mien-
tras que el resto de patologias suelen contener menos de 3.

Microscépicamente, pueden apreciarse islotes de cartilago hiali-
no en el tejido conectivo de la subintima sinovial, protruyendo en
la membrana sinovial o desprendiéndose a la cavidad articular.* Estos
nédulos pueden calcificarse y sufrir osificacién encondral, de forma
parcheada e irregular, habitualmente de la periferia al centro.” Los
condrocitos se disponen agrupados de forma irregular por todo el
nédulo (Fig. 8), mostrando con frecuencia atipias3. Las formas secun-
darias presentan nédulos de mayor tamafio, con superficie mas regu-
lar. Su seccidn suele mostrar una zona central con el fragmento oste-
oarticular que inicié el proceso. Presentan menor celularidad y mas
uniforme, asi como una histologia méas benigna. Las calcificaciones
se disponen en bandas o de forma concéntrica, formando anillos.

El diagnéstico diferencial mas importante debe realizarse con el
condrosarcoma sinovial, el cual muestra una histologia similar, pero
la celularidad no se dispone en racimos y asocia signos de infiltra-
cién ésea agresiva, con un patrén permeativo.* Se han descrito algu-
nos casos de transformacién maligna a condrosarcoma en la ATM.
Se debe sospechar ante una CS tratada, con recidivas miltiples y
en cortos espacios de tiempo.'3

El tratamiento se basa en la exploracién quirdrgica abierta o artros-
cbpica, con retirada de los cuerpos libres y sinovectomia parcial de
las areas inflamadas y metaplasicas.s La via artroscOpica seria el méto-
do de eleccién si las pruebas de imagen demuestran afectacion exclu-
siva del espacio superior, sin afectacién extraarticular y con un tama-
fio de los nédulos menor de 2-3 mm, retirando los condromas por
la canula de instrumentacién y efectuando una abrasién de las areas
de sinovial afectadas. Sin embargo, no permite evacuar cuerpos libres
de gran tamafio y la recidiva puede ser mas frecuente.378

Ante nédulos extraarticulares en zonas de dificil acceso puede
considerarse una actitud conservadora. Si no tienen relacién con la
sinovial, pueden permanecer asintomaticos y con el mismo tama-
flo durante afios.¢

Hay pacientes con una historia de larga evolucién en los que
la CS tiene un comportamiento localmente destructivo, con ero-
sién de la fosa glenoidea o infratemporal y extension hacia la fosa
cerebral media; aunque se mantiene extradural, se han descrito ero-
siones 6seas masivas, con desplazamiento de estructuras y paralisis
del nervio facial.”2.11.1215 En estas situaciones el diagnéstico dife-
rencial debe realizarse con procesos neoplasicos. Se debe asegu-
rar el control local y la exéresis completa que permita su analisis
posterior, para descartar malignidad, y evitar el riesgo de degene-
racién de la lesién residual..12

Se han descrito recidivas hasta en un 30% de los casos, posi-
blemente por reseccién incompleta de la sinovial metaplasica, no
encontrando diferencias algunos autores entre cirugia abierta o
artroscopica.*'* El examen histopatolégico de la membrana sino-
vial es lo Unico que puede determinar si la situacién ha alcanzado
una fase de estabilidad o no, esto no se puede inferir por el aspec-
to de la articulacion o las particulas.”

Estudios recientes investigan la posibilidad de que la CS pueda
ser secundaria a una proliferaciéon clonal, neoplasica.’?

Es recomendable mantener un control periédico, indefinido, del
paciente.

Condromatosis sinovial de la articulacion temporomandibular

The most frequent symptoms are:? pain, inflammation,
limited joint movement, crepitation, clicks. As the clinical
symptoms are unspecific and benign, the diagnosis is often
delayed.

The differential diagnosis takes into account: muscular
processes, inflammatory and traumatic arthropathies, tem-
poromandibular dysfunction, ankylosis and infections such
as tuberculosis. If there is posterior involvement, it may appear
to be a lesion of the middle or external ear; anterior and lat-
eral extension may be suggestive of a parotid tumor.s His-
tologically it has been confused with a benign mixed tumor.2
On occasions the coexistence of SC has been described with
villonodular synovitis, condylar hyperplasia and other patholo-
gies,? which makes diagnosis difficult.

Conventional radiology is negative in 24-57% of cases.?
Only if the loose bodies are calcified will they be visible. The
indirect signs are unspecific: bone erosion, sclerosis, joint
space increase.

The CT scan will show the size, form and location of the
loose bodies, although the modality of choice is MRI, as a
differential diagnosis can be carried out with other syn-
ovial proliferative disorders, the size of the lesion is shown,
the chondromas are located and the synovial origin of the
lesion is confirmed.’'.72 It is particularly useful when extracra-
nial extension is suspected in order to evaluate the proxim-
ity and involvement of the duramater and for planning the
surgery.

Adequate evaluation by means of a CAT scan or MRI can
avoid unnecessary parotidectomies and condylectomies.’®

The best diagnostic procedure is the arthroscopy. Intra-
articular loose bodies with a chondroid nature will be shown,
as well as possible areas of synovial metaplasia.* The num-
ber of loose bodies may be suggestive of the diagnosis.’*
Most patients with primary SC have more than ten loose
bodies, while the remaining pathologies have less than three.

Microscopically islands of hyaline cartilage can be appre-
ciated in the connective tissue of the subintimal synovial
layer, that protrude into the synovial membrane or that have
come away from the joint cavity.* These nodules can become
calcified and they may undergo enchondral ossification, in
an irregular and patchy manner, normally from the outside
towards the center.” The chondrocytes are distributed in
groups in an irreqular manner throughout the nodule (Fig.
8), and they often show atypical features.? The secondary
forms have nodules of a larger size with a more irregular sur-
face. Once sectioned, a central area tends to appear with
the osteoarticular fragment that started the process. It is less
cellular and more uniform and, histologically, it is more
benign. The calcifications are arranged in bands or they may
have a concentric shape and form rings.

The most important differential diagnosis should be made
with synovial chondrosarcoma. It has a similar histology but
it is not made up of cellular clumps. Signs of aggressive bone
infiltration can be seen together with a permeative pattern.*
Some cases of malignant transformation to chondrosarco-
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ma have been described in the TMJ. This should be suspected
following SC treatment when there are multiple relapses in
a short space of time.’3

Treatment is based on surgical examination, either open
or arthroscopic, and the removal of the loose bodies togeth-
er with a partial synovectomy of the inflamed and meta-
plastic areas.s The arthroscopic approach is the method of
choice if the imaging studies show that only the upper space
has been affected, if there is no extra-articular involvement,
and if the size of the nodules is less than 2-3 mm. The chon-
dromas can be removed through the instrument cannula
and the affected synovial areas should be abraded. Howev-
er, large sized loose bodies cannot be removed in this way,
and there may be more frequent cases of relapse.37.

If there are extra-articular nodules in areas that are
difficult to access, a conservative view can be taken. If there
is no synovial involvement, they can remain asymptomatic
and not change in size for years.s

There are patients with a long history of SC that is local-
ly destructive, with erosion of the glenoid or infratemporal
fossae and with extension towards the middle cranial fossa.
Although it may remain extradural, massive bone erosion
has been described, with displacement of structures and
paralysis of the facial nerve.”2.11.1215 In this situation the dlif-
ferential diagnosis should be carried out with neoplastic
processes. Local control should be ensured, together with
complete exeresis enabling posterior analysis so as to rule
out malignancy, and in order to avoid the risk of degener-
ation of the residual lesion..12

Relapses have been described in up to 30% of cases, pos-
sibly as a result of incomplete resection of the metaplastic
synovium, while some authors have not found any differ-
ences between open or arthroscopic surgery.*'* Only will the
histopathologic examination of the synovial membrane deter-
mine if the condition has stabilized or not, as this cannot be
assumed from the appearance of the joint or the particles.”

The latest studies are investigating the possibility that
SC may be secondary to a neoplastic clonal proliferation.’?

A periodic, indefinite following of the patient is advised.



