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ABSTRACT… The shoulder joint trauma after one to two years usually induces growth of 
its traumatic separated articular cartilage pieces, which sometime further deteriorates into 
an uncommon condition termed as SOC (Secondary synovial osteo-chondromatosis). 
Objectives: Is to determine the secondary osteochondromatosis of shoulder joint by its 
specific differentiating features in history, skiagram, sonogram, MRI and microscopic findings 
of tissue of the affected joint. Methods: A male of 34 years with complaint of pain, stiffness and 
decreased range of movement in left shoulder joint came to an adult orthopedic outdoor unit, 
Shalimar Hospital, Lahore, Pakistan and admitted in the orthopedic unit 3 for treatment.  After 
physical /clinical examination, Skiagram, sonogram and MRI of the patient’s affected shoulder 
joint were performed by the Radiology department and diagnosed as secondary variety of 
osteochondromatosis of the shoulder joint. Its nodules excised through arthroscopy were 
examined histopathologically and found to contain fragments of articular cartilage with ring 
of calcification. Conclusion: MRI imaging as compared to other medical imaging modalities 
is more precise in estimating diagnosis of secondary osteochondromatosis. However the 
diagnosis of this disorder is counter confirmed by presence of loose bodies of hyaline cartilage 
encircled by calcification lamellae on histopathological examination.

Key words: Synovial Chondromatosis, Loose Bodies, Multiple Cartilaginous Nodules 
Shoulder Joint; MRI, Ultrasonogram Image Findings.
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INTRODUCTION
The mechanics secondary Synovial 
osteochondromatosis of the shoulder joint can 
be clarified on basis of alteration in its typical 
structure. This multiaxial, ball-socket synovial 
joint allows abduction / adduction, flexion / 
extension, circumduction and rotation of arm.1 
This joint is between the articular cartilages of 
scapular glenoid cavity and of humerus’ shead. 
The peripheral margins of these cartilages are 
connected by synovial membrane in form of 
gleno-humeral bursa.2 The synovial membrane 
secretes synovial fluid o grease up and lessen 
rubbing between its articular surfaces amid 
movement.3 The tendons of supraspinatus, 
infraspinatus, teres minor and subscapularis 
make collar around shoulder joint to keep close 
intact of ends of the joint.4 The subacromial bursa 
lies above the tendon of rotator cuff and below 
the acromial process and deltoid muscle which 

lessens the resistance amid these coverings 
during  activities of this joint.5 The capsule of 
the joint is also reinforced anteriorly   by the 
tendon of long head of biceps brachii piercing its 
capsule and pass down through bicipital sulcus 
(Diagram-1&2).
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Synovial osteochondromatosis is caused by 
multiplication and metaplasia of synovial layer, 
with advancement of different cartilaginous 
or osteocartilaginous lumps within the joint, 
bursa or tendinous sheath. The primary 
Synovial osteochondromatosis is exceptionally 
unprecedented and has obscure etiology.6 While 
the degenerative, necrotic, neuropathetic and 
inflammatory changes related articular cartilages, 
bones and bursae of the joint in the event of 
synovial auxiliary osteochondromatosis have 
been induced by one to two years of age harm 
of intra-articular cartilage of the joint. The aim of 
this case study is to discuss specific identifying 
features in the history, skiagram, sonogram, MRI 
and histo-pathological examination of shoulder 
joint’s synovial secondary osteochondromatosis.7

CASE REPORT 
A 34 years male patient with complaint of pain, 
stiffness and limited range of movement in the 
left shoulder joint came to  the adult orthopedic 
outdoor, Shalimar Hospital, Lahore, Pakistan  and 
admitted  in the orthopedic  unit 3 for treatment, 
on March 3, 2016. These complaints commenced 
one week before admission, after morning 
jugging and   not relieved by rest or intake of anti-
inflammatory and pain killer drugs.4 However he 
gave past history of left shoulder joint accidental 
fracture, more than twelve months back. Hard 
3 × 7 mm moveable lump without reddish skin 
was palpated on his affected shoulder joint 
during clinical examination. On asking to perform 
different movements of this shoulder joint, the 
patient lifted the limb forward upto 30 degree and 
abduction upto 40 degree. No defect was detected 
in central nervous, cardiovascular, respiratory, 
genitourinary, or gastrointestinal systems of this 

patient. The patient blood reports of CBC, ESR, 
Hepatitis B,C, adrenal function tests of this patient 
were non contributory in diagnosis of this disease 
Rheumatoid factor was also negative.

The plain skiagram of antero-posterior view of the 
affected shoulder joint demonstrated osteophytes 
in the inferior articular margin of the humeral head 
(marked by arrowhead in Image-1) and multiple 
juxtarticular rounded-shaped calcifications with 
varied sizes (Indicated by arrows in Image-1).

The Shoulder joint Sonographic study of this case 
on the longitudinal plane, indicated the tendon 
sheath of the biceps long head filled by fluid, and 
calcified heterogeneous nodules with posterior 
acoustic shadow (marked by arrows in Image-2) 
While on tranverse plane, the long head tendon of 
biceps (TBLH) showed hyperechogenic nodules 
confirmed calcified nodules and hypoechoic 
nodules diagnosed as non calcified chondromas 
in the interior of the tendinous sheath. (Image-3)
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Coronal T1 weighted magnetic resonance 
imaging (MRI) of the affected shoulder joint 
demonstrated osteophytic irregularity of humeral 
head with its synovial thickening (Image-4).The 
coronal and axial T2 weighted MRI of the affected 
shoulder joint exhibited   osteophytes by black 
arrow & synovial thickening as white arrow head 
(Image-4).

On March 10, 2016, the left shoulder joint of 
admitted patient was exposed by arthroscopy. A 
large number about 150 and of variable size (5mm 
to largest 34 mm) intra-articular ossified   loose 
bodies (Image-5) were observed in the shoulder 
joint and subscapularis bursa and removed using 
an anterior operative portal and interchanging 
portals and suction cannula in different joint 
spaces. Biopsy reported histological features 
of non-specific synovitis and loose bodies 
contained fragments of articular cartilage with 
ring like calcification surrounded by fibroblast 
rich connective tissue (Figure-1).

After surgery, the patient was placed in a shoulder 
immobilizer for 48 hours days. Then movement 
and strengthening exercises of the joint were 
commenced.

At his 2-year (dated March11, 2018) follow-
up examination, he was found remained 
asymptomatic and there was no clinical or 
radiographic evidence of recurrence.

DISCUSSIONS 
Chondromataplasia of synovial membrane is 
the characterization of the Primary synovial 
osteochondromatosis.8 It has unknown etiology. 
Anyway the reason of cartilaginous free 
bodies inside the joint found in this condition 
is because of the creation of chondroid foci 
in the synovium. While the secondary variety 
synovial osteochondromatosis is a condition that 
outcomes from the enlargement of cut off particles 
from the articular ligament or osteophyte in the 
joint, for example, osteoarthritis, osteochondritis 
dissecans and osteochondral breaks.9,10

Multiple (even hundreds) cartilaginous nodules 
are commonly formed and most of the nodules of 
these ailments float in the joint remain viable and 
increase in size by accepting supplements from 
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the synovial liquid.11 These masses are obvious 
on plain skiagram when the bodies are calcified 
or hardened.12 Air or two fold differentiation 
arthrography might be important to imagine the 
non-ossified chondromatous bodies.13 However 
every single such body may be imagined with 
MRI. These bodies don’t resolve unexpectedly 
and cause complexities like degenerative 
osteoarthritis joint subluxation and bursitis.14

Numerous surgeons support evacuation of every 
single free body with subtotal synovectomy.15 
However, it is preferable to perform total 
synovectomy along with extraction of all imparting 
bursae, because chances of reappearance of this 
disorder are common irrespective of the amount 
of the excision. The finding of present case study 
contradicts the chances of re-occurrence because 
after a two- year follow-up examination of this 
case, no symptomatic, clinical or radiographic 
evidence of recurrence was found.16

CONCLUSION
One of the uncommon disorders, which are 
used to be faced in the hospitals and private 
clinics is Synovial osteochondromatosis of 
shoulder joint. MRI imaging as compared to 
x-Rays, ultrasound and C.T is more accurate in 
estimating diagnosis of this disorder.  However 
the diagnosis of this disorder can also be counter 
confirmed by presence of loose bodies of hyaline 
cartilage encircled with calcification lamellae on 
histopathological examination.
Copyright© 25 Aug, 2018.
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