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Synovial chondromatosis is an uncommon condition, characterized by multinodular cartilagi-
neous proliferation of the joint synovium. There are only a few case reports of synovial chondro-
matosis involving the hand in the literature. A case of synovial chondromatosis of the ring fin-
ger is reported in this paper. 
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Primary synovial chondromatosis is a benign meta-
plasia in which synovial tissue transforms into carti-
lagenous tissue. Primary synovial chondromatosis
develops from joint or tendon synovium. Secondary
synovial chondromatosis occurs with the implanta-
tion of cartilage fragments into the tissue as a result
of degenerative disease (osteoarthritis), neuropathic
arthropathy, or trauma.[1,2] Synovial chondromatosis
is twice as common in males, and the most frequent
complaints are pain, swelling, and restricted range of
motion in the affected joint.[1] This condition may
present with findings of trigger finger or carpal tun-
nel syndrome, depending on the location.[2] Synovial
chondromatosis originating from the joints most
commonly affects the knee, hip, and wrist joints,
whereas the disease originating from the tendon
sheath most frequently involves the feet and the fin-
gers. 

Primary synovial chondromatosis originating
from the metacarpophalangeal (MCP) joint is rare.[1]

In this report, we present a patient with synovial

chondromatosis originating from the MCP joint of
the ring finger. 

Case report

A 46-year-old woman presented to our clinic with a
2-year history of a progressively enlarging painful
mass in her right hand. She did not have a history of
trauma, infection, or systemic rheumatologic dis-
ease. She was diagnosed with arthritis during the
onset of her complaints, and underwent medical
treatment. Physical examination revealed a 3x4 cm
lobulated mass originating on the extensor surface of
the fourth MCP joint, and extending toward the lat-
eral aspect of the ulnar side of the ring finger and the
fourth web space. The radiograph of the hand was
unremarkable. Magnetic resonance imaging (MRI)
showed a mass on the dorsal aspect of the fourth fin-
ger extending toward the fourth web space.
Histopathology of the excised lesion revealed syn-
ovial chondromatosis. There was no recurrence dur-
ing a two-year follow-up period (Figs. 1-3). 



Discussion

Synovial chondromatosis is a multinodular prolifer-
ation of cartilage. Despite confusion in the literature
regarding nomenclature, primary synovial chondro-
matosis describes synovial chondromatosis originat-
ing from the joint or tenosynovium.[3,4] In the largest
synovial chondromatosis series, Fetsch et al.[3]

named chondromatosis originating from the
tenosynovial membrane “tenosynovial” or “extra-
articular chondromatosis”.

Synovial chondromatosis originating from the
joint cartilage or synovium must be differentiated
from tenosynovial chondromatosis, and from soft tis-
sue chondroma. Synovial chondromatosis resembles
tenosynovial chondromatosis morphologically and
histopathologically; however, they differ in patho-
physiology because only synovial chondromatosis
originates from the joint. They also differ with
respect to their location; synovial chondromatosis
most often occurs in the knee, hip, and wrist joints,
and tenosynovial chondromatosis most often occurs
in the tendon sheaths of the hand and foot.[3] The pri-
mary characteristics of soft tissue chondroma that
differentiate it from synovial or tenosynovial chon-
dromatosis are that it is a well circumscribed solitary
lesion and that it tends to be seen in younger individ-
uals (ages 10-39 years). The most important differ-
ence between the three clinical entities is the rate of
recurrence, which is 87.5%,[3] 60%, and 20% in
tenosynovial chondromatosis, synovial chondro-
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Fig. 2. (a) Intraoperative view of the lesion, and (b) excised
specimen.

Fig. 1. Appearance of the lesion on MRI. Fig. 3. Histopathologic view of the specimen (H-E x40).

(a)

(b)
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matosis, and soft tissue chondroma, respectively.[5]

Therefore, accurate diagnosis is crucial due to the
difference in recurrence rates.

Most cases of primary synovial chondromatosis
in the hand originate from the tenosynovium, and are
located on the flexor aspect of the hand.[4,6] Our case
has an extensor location, and originates from the
MCP joint. The lesion was classified as synovial
chondromatosis because of its origin from the joint. 

Milgram[6] classifies synovial chondromatosis as
early, intermediate, or late, depending on the pres-
ence of synovial disease and loose bodies. Early
stage synovial chondromatosis has only active syn-
ovial disease, intermediate stage has active synovial
disease and loose bodies, and late stage synovial
chondromatosis has only loose bodies.[4,7] Our patient
had joint pain with no radiologic changes, and there-
fore, her condition was classified as early-stage syn-
ovial chondromatosis. 

The diagnosis of synovial chondromatosis is fre-
quently confused with tenosynovitis and arthritis.
Normal appearance of the radiograph, and partial
improvement in symptoms with antiinflammatory
drugs are the most important factors contributing to
this confusion.[2] Our case was diagnosed with arthri-
tis in the early phase, and was treated conservatively.

The definitive treatment of synovial chondro-
matosis is surgical excision, which can be carried
out endoscopically.[8] It should be remembered that
the disease has a high recurrence rate, irrespective of
the type of surgery performed.

In conclusion, primary synovial chondromatosis
should be considered in the differential diagnosis of

patients presenting with pain, mass, or restricted
range of motion in the MCP joint. 
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