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ABSTRACT

Synovial chondromatosis of the temporomandibular joint (TMJ) is a rare benign disorder
characterized by cartilaginous metaplasia of the synovial membrane, leading to the
formation of multiple intra-articular loose bodies. Its clinical presentation is often
nonspecific and may mimic more common conditions such as temporomandibular disorders,
arthritis, or parotid gland tumors, resulting in frequent diagnostic delays. We report the case
of a 29-year-old woman presenting with a painful preauricular swelling and progressive
limitation of mouth opening over a two-month period. Initial imaging suggested an
infectious process involving the masticatory muscles associated with TMJ arthritis, and the
patient was treated with antibiotic therapy without improvement. Further evaluation with
magnetic resonance imaging and reanalysis of computed tomography revealed joint

effusion, condylar erosion, and multiple intra-articular loose bodies, raising suspicion of



synovial chondromatosis. Surgical management was performed via an open approach,
allowing complete removal of the loose bodies and synovial debridement. Histopathological
examination confirmed the diagnosis. The postoperative course was favorable, with marked
clinical improvement. This case highlights the diagnostic challenges associated with TMJ
synovial chondromatosis and emphasizes the importance of considering this condition in
patients with persistent preauricular swelling unresponsive to conventional treatment. Early
recognition and appropriate surgical management are essential to achieve optimal

functional outcomes and to reduce the risk of recurrence.

Keywords: Temporomandibular joint, synovial chondromatosis, loose bodies, preauricular

swelling.

RESUMEN

La condromatosis sinovial de la articulacion temporomandibular (ATM) es una enfermedad
benigna poco frecuente, caracterizada por metaplasia cartilaginosa de la membrana sinovial,
que conduce a la formacion de multiples cuerpos libres intrarticulares. Su presentacion
clinica suele ser inespecifica y puede simular enfermedades mas frecuentes, como los
trastornos temporomandibulares, la artritis o los tumores de la glandula pardétida, lo que da
lugar con frecuencia a retrasos diagndsticos. Presentamos el caso de una paciente de 29
anos que consulté por tumefaccidon preauricular dolorosa y limitacién progresiva de la
apertura bucal durante dos meses. Los estudios iniciales sugirieron un proceso infeccioso
que afectaba a los musculos masticadores asociado a artritis de la ATM, por lo que se
instaurd tratamiento antibidtico sin mejoria clinica. La reevaluacion mediante resonancia
magnética y tomografia computarizada evidencié derrame articular, erosién condilar y
multiples cuerpos libres intrarticulares, lo que orienté hacia el diagnéstico de condromatosis
sinovial. Se realizd tratamiento quirdrgico mediante abordaje abierto, con exéresis completa
de los cuerpos libres y desbridamiento sinovial. El estudio histopatolégico confirmé el
diagndstico. La evolucién postoperatoria fue favorable, con una notable mejoria clinica. Este
caso pone de relieve las dificultades diagndsticas de esta entidad y destaca la importancia de

considerarla ante tumefacciones preauriculares persistentes que no responden al



tratamiento convencional. El reconocimiento precoz y el tratamiento quirdrgico adecuado

son fundamentales para lograr resultados funcionales éptimos y reducir el riesgo de recidiva.

Palabras clave: Articulacion temporomandibular, condromatosis sinovial, cuerpos libres,

tumefaccién preauricular.

INTRODUCTION

Synovial chondromatosis is a benign nodular cartilaginous proliferation of synovial joints. It
generally affects large joints, such as the knee, hip, elbow, wrist, ankle, and shoulder, and
more rarely the temporomandibular joint (TMJ). It is primarily characterized by chondroid
metaplasia of the synovial membrane, resulting in the intra-articular formation of
cartilaginous or osteochondral loose bodies.

Synovial chondromatosis of the TMJ most commonly occurs in young to middle-aged adults,
with a slight female predominance, and its main symptoms include preauricular swelling,
pain, limited mouth opening or jaw locking, and joint crepitus?. Patients with TMJ synovial
chondromatosis may initially be misdiagnosed as having parotid gland tumors or
inflammatory TMJ disorders, making diagnosis difficult and sometimes delayed®.

Imaging plays a key role in the diagnosis, allowing visualization of characteristic intra-
articular calcifications, non-calcified forms, and synovial involvement?®.

Treatment is primarily surgical, involving the removal of loose bodies combined with
synovectomy. Arthroscopy provides a minimally invasive diagnostic and therapeutic option,
particularly for disease confined to the joint space, allowing direct visualization and removal
of loose bodies with possible partial synovectomy®, with a generally favorable prognosis
despite a risk of recurrence?.

We report and discuss the diagnosis and surgical management of a case of unilateral
synovial chondromatosis of the TMJ, initially misdiagnosed as an infectious process,

highlighting the diagnostic challenges associated with this rare condition.

CASE REPORT



A 29-year-old woman with no significant medical history presented to our Department of
Oral and Maxillofacial Surgery after consulting several other physicians. She reported a
painful swelling of the right TMJ that had developed over the previous two months. Initial
management with muscle relaxants and anti-inflammatory drugs failed to provide any
clinical improvement.

The patient denied any history of trauma. Clinical examination revealed a painful limitation
of mouth opening, associated with joint crepitus. On palpation, a soft swelling was identified
in the right pretragal region.

The patient underwent a comprehensive assessment, including an otolaryngological
examination, to rule out a contiguous source of infection.

Computed tomography (CT) initially revealed an abscess-like collection involving the right
lateral pterygoid and masseter muscles (Figure 1), associated with right TMJ arthritis. The
patient then received intravenous antibiotic therapy, followed by oral antibiotics, but there
was no improvement. This initial misdiagnosis illustrates the diagnostic difficulty of this
condition.

Given the patient’s lack of improvement, magnetic resonance imaging (MRI) and a re-
evaluation of the CT scan (Figure 2) revealed inflammation of the right TMJ, with joint
effusion, condylar erosion, and the presence of intra-articular loose bodies, raising suspicion
of synovial chondromatosis (Figure 3).

The patient underwent surgical treatment performed via a standard open approach using a
Redon incision, dissection down to the TMJ, and joint exploration with removal of loose
bodies and irrigation using povidone-iodine and saline prior to closure. Numerous loose
bodies were identified and removed intraoperatively (Figure 4).

The postoperative course was uneventful, and the patient was discharged early, with
analgesic therapy and an initial soft diet, followed by a gradual return to a normal diet. A
marked clinical improvement was observed at the follow-up visit.

The diagnosis of TMJ synovial chondromatosis was confirmed by histological examination,
which demonstrated the cartilaginous nature of the loose bodies (Figure 5).

Clinical and radiological follow-up was performed for 2 years postoperatively. The patient
exhibited complete clinical recovery, with no recurrence of joint effusion and complete

resolution of crepitus and hearing loss. Furthermore, radiographic examinations performed



at 6 months, 1 year, and 2 years after surgery showed no evidence of recurrence or residual

disease on the operated side.

DISCUSSION

Synovial chondromatosis of the TMJ is an uncommon and benign disorder that was first
described by Axhausen in 1933°. Its etiology and pathogenesis remain poorly understood,
but several mechanisms have been proposed, including trauma, local infection, and
embryological disruption’.

From a pathophysiological perspective, Milgram’s classification identifies three stages of
progression: an initial active phase characterized by synovial metaplasia without loose
bodies, followed by a transitional phase involving the formation and detachment of
cartilaginous nodules, and finally an inactive phase marked by the exclusive presence of
intra-articular loose bodies without synovial activity. The number of these bodies may vary
and reach up to a hundred; these nodules may eventually ossify, forming osteochondral
bodies®. This classification is clinically useful for understanding disease progression and
guiding therapeutic strategy. In our case, the presence of numerous intra-articular loose
bodies associated with condylar erosion suggests an advanced stage of the disease.

Although chondromatosis is well documented in the large joints, its involvement of the TMJ
remains uncommon, which explains the frequently reported diagnostic difficulties and
delays in treatment. It can present in various ways, depending on the size and location of the
cartilaginous bodies. The clinical presentation is similar to that of temporomandibular
disorders (TMD). Several clinical signs may be observed, including pain, joint noises (clicking
or crepitus), deviation, and limited mouth opening, preauricular swelling, and locking
episodes.

Because the symptoms are nonspecific, diagnosis is often delayed and the condition may be
confused with other more common conditions, such as arthritis or TMJ disorders®.
Consequently, anti-inflammatory medications are frequently prescribed, and the time to
diagnosis is often prolonged. In our case, the initial suspicion of an infectious process with a
presumed masticatory muscle abscess and TMJ arthritis illustrates this diagnostic pitfall. The

lack of improvement with antibiotic therapy should prompt a reconsideration of the



diagnosis and investigation for non-infectious causes.

Imaging is a key component of diagnosis. Standard radiography may visualize cartilaginous
nodules if they are calcified; however, CT and MRI are more sensitive and can reveal joint
effusion and multiple small, rounded intra-articular lesions corresponding to the loose
bodies. Typical MRI findings show multiple hypointense nodules within T2-hyperintense joint
fluid, joint effusion, capsular distension, and synovial thickening with post-gadolinium
enhancement!®. In early-stage disease, however, loose bodies may not yet be calcified or
ossified and the images may be nonspecific, leading to misinterpretation, as was initially the
case with our patient. Nevertheless, imaging alone is not sufficient for a definitive diagnosis.
Histopathological examination confirms the diagnosis and objectively identifies the presence
of cartilaginous nodules composed of chondrocytes embedded in a cartilaginous matrix,
sometimes with moderate atypia without evidence of malignancy®’.

Treatment is surgical, involving removal of intra-articular loose bodies combined with
excision of the metaplastic synovial tissue. Surgery remains the only effective treatment, and
excision is often performed via conventional arthrotomy. Arthroscopic management,
however, may also be considered as a minimally invasive diagnostic and therapeutic option,
particularly for disease confined to the joint space, allowing visualization and removal of
loose bodies with possible partial synovectomy®>'?. Open surgery remains preferable for
large or numerous loose bodies, extra-articular extension, or recurrent disease. The
postoperative course is generally favorable, with a marked improvement in functional
symptoms. However, recurrence is possible, particularly in cases of incomplete synovectomy
or persistent synovial activity. Malignant transformation is exceptional and remains
controversial in the literature®®.

In conclusion, synovial chondromatosis of the TMJ is a rare, benign condition. It is
characterized by the formation of multiple small cartilaginous nodules within the joint. It
often poses a diagnostic challenge because it can be mistaken for a parotid tumor, arthritis,
or temporomandibular disorder. Accurate diagnosis requires a combination of clinical and
radiological findings, as well as histological confirmation. Surgical treatment, based on the
removal of loose bodies combined with synovectomy, generally leads to a favorable
outcome with marked functional improvement. Long-term follow-up is nevertheless

recommended because of the low but real risk of recurrence and the exceptional possibility



of malignant transformation.
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Figure 1. Axial (A) and coronal (B) CT images showing inflammatory infiltration and a

hypodense collection suggestive of abscess formation.




Figure 2. Coronal CT images (bone window) showing irregularity and cortical erosion of the

right mandibular condyle.




Figure 3. Coronal T2-weighted MRI of the right temporomandibular joint showing
amorphous tissue of intermediate signal intensity with low-signal-intensity nodules and a

small high-signal-intensity joint effusion.




Figure 4. Intra-articular loose bodies removed during surgery.




Figure 5. Histopathological findings. A: low magnification. B: high magnification.




