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Synovial Osteochondromatosis of Temporomandibular

Joint — Diagnosis and Management

Introduction

benign synovial membrane mataplasis. The membrane
builds the inner layer of articular capsule, it’s function
is to facilitate joint movement and to prevent articular
surfaces from excessive attrition which may lead to their
serious damage. The symptoms of the disease are non-
specific and the main one is joints disfunction and pain!.
SOC is mainly located in knee joints (about 50-65% of
cases)’> usually unilaterally. Temporomandibular joint
location was noted in a few articles from all over the
world3*. Sex predilection may seem interesting as SOC
located in upper and lower limb joint is characteristic for
male patients whereas temporomandibular location is
most frequently noted in female patients>.

There are two types of synovial osteochondromatosis The aim of this paper was to present a case of 31
primary and secondary, with different etiology, years old woman who reported to the Maxillofacial
Surgery Ward of 10th Military Research Hospital and
Policlynic in Bydgoszcz.

symptoms and course. The secondary type is developed
due to a trauma which causes damage of joint structures,
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especially the synovial membrane. Primary one’s etiology
is still not well known but it has a more dynamic course

Synovial osteochondromatosis (SOC) is a rare, and a higher risk of recurrence®®.

Synovial fluid composition is fixed and does not
change significantly, it mainly consists of hyaluronic
acid of high viscosity and sparse macrophages’. When
SOC occurs cartilaginous bodies are being produced
inside of synovial cavity immersed in the synovial fluid.
They cause impairment or even total impossibility of
articular surfaces’ movement. In primary form of SOC,
the cartilaginous bodies are irregularly shaped with
sharp edges whilst those in secondary form are more
smooth and rounded. If not calcified those bodies may
be invisible for classical radiographic imaging such as
orthopantomogram what may be the main cause of proper
diagnosis delay.
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Case report

31 y.o. female patient reported to the Maxillofacial
Surgery Ward of 10 Military Reserach Hospital and
Policlynic in Bydgoszcz because of oedema (Figure 1)
and pain of preauricular area with mandible movement
disturbance (Figure 2) which presented for the first
time about 7 years ago. After dental checkup and
orthopantomographic imaging, the dentist has diagnosed
lack of any occlusal or teeth disorder. Next OPG was
taken 12 months later (Figure 3). Both radiographs did not
reveal any pathological process which could have been a
cause of patient’s complaints.

~

Figure 1. Left preauricular area edema

Figure 3. Preoperative OPG taken during clinical trial at Maxillofacial
Surgery Outpatient Clinic

In order to broaden the diagnostic process with
soft tissue imaging a MRI has been performed (Figure
4). T2-weighted images showed multiple, variform
cartilaginous bodies inside the left temporomandibular
joint. Also a large widening of articular capsule was
present, affecting the profound masseter muscle layer and
lateral pterygoid muscle (Figure 5).

Figure 4. MRI - saggital scan through left TMJ, cartilaginous bodies
visible in the articular cavity

Figure 5. MRI - frontal scan through left TMJ, cartilaginous bodies
visible in the articular cavity

Basing on physical examination and mentioned
above imaging studies the patient was positively qualified
for open joint surgery. The surgery has been performed
under general anesthesia and facial nerve function
monitoring and involved reaching to the articular capsule
space via preauricular access. During the surgery the
articular space has been irrigated and multiple variform,
cartilage-resembling bodies were removed. They were not
bounded to articular capsule and their biggest longitudinal
dimension was about 3 mm (Figure 6). Right after the
procedure the patient did not report significant relief
which was because of post-treatment swelling.
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Figure 6. Cartilaginous bodies removed from left TMJ during the first
surgery

Figure 7. Postoperative control OPG.

The patient left the hospital in good general and
local condition. During post-operative checkups the
patient reported total regression of primarily presented
symptoms. The obtained pathology report confirmed the
initial diagnosis of synovial osteochondromatosis. About
4 months after the surgery the patient noted recurrence of
pain and mandible lateral movement impairment. Physical
examination confirmed left temporomandibular joint
oedema reappearance, however a postoperative OPG did
not reveal any abnormalities (Figure 7). A decision about
subsequent hospitalization was made in order to perform
next surgical procedure.

The surgery was again performed under general
anesthesia and facial nerve function monitoring.
It involved left TMJ synovial cavity revision and
irrigation. Once more some cartilage-resembling bodies
were removed. This time they were less numerous but
resembled the ones received during the first surgery.
The patient has been discharged from hospital again in
well general and local condition. During the covid-19
pandemic the patient abandoned prescribed outpatient
checkups.

Discussion

The necessity of second surgical intervention and
lack of trauma in the past confirm primary form of
synovial osteochondromatosis which is more aggressive
and has a higher risk of recurrence than the secondary

form. Multiple research papers concerning hip joint
synovial osteochondromatosis show that there is a
19% chance of recurrence in the same joint®. Long-
term (7 years) disease evolution is characteristic for
secondary form, however it must be noted that, according
to Milgram, 3 phases of SOC development may be
distinguished - initial, transitional and final. The third
phase is the one when the loose cartilaginous bodies
calcifies or ossifies therefore longtime presence of
symptoms in this case was rather caused by diagnostic
problems than etiology and form of the patient’s
disease*®. International researches suggest that proper
diagnosis is stated the most often (over 80% of cases)?
in the third phase of SOC, however a thorough analysis
of radiographic examination of patients reporting popular
temporomandibular joint complaints (e.g. mouth opening
difficulty or pain during chewing) may help in proper
diagnosis and earlier treatment undertaking?®.

Around 67% of patients suffering from synovial
osteochondromatosis present mutation of gene FNI/
and/or ACVR2A, what is more - molecular tests
showed that 56% of patients presents fusion of
those 2 genes. Worth noticing is the fact that such
a gene fusion is also characteristic for synovial
chondrosarcoma  which radiographic image may
resemble synovial osteochondromatosis'®. Apart from
that, ACVR24A gene mutation (which is involved in
skeletal system development) is also connected to large
intestine carcinoma, hepatocellular carcinoma and
cholangiocarcinoma!’.

Conclusions

Due to these reports about molecular background
and possibility of occurrence of other diseases induced
by the same gene mutation it seems to be crucial to
perform further researches that would help to identify all
the factors that may lead to synovial osteohondromatosis
onset, especially the primary form. Also surgical treatment
effectiveness assessment should be performed as it is the
treatment of choice with no alternative in conservative
treatment.
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