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Patient: 43 years, male

Clinical History:

Six-month-history of pain along the lumbar spine and the right L4 distribution. MRI of the spine was insignificant.
MRI of his right hip, however, demonstrated florid synovial osteochondromatosis distorting the capsule and
compressing the femoral nerve. Biopsies taken during a synovectomy and hip resurfacing procedure reported the
presence of chondrosarcoma.

Imaging Findings:

A 43 year old gentleman referred with a six-month history of pain along the lumbar spine and the right L4
distribution. His family doctor considered it to be a spinal lesion. Clinically he had L4 radicular pain distribution.
Coughing and sneezing exacerbated his pain, but he had no other neurological symptoms. In addition, he had
Trendlenberg gait and sign. The right hip showed flexed flexion deformity of 1P, flexion of 600 and negligible
rotation. There was wasting of quadriceps, but no other motor or sensory deficits. Reflexes and stretch tests were
normal apart from a markedly positive right femoral stretch test Analgesia did not provide pain relief, nor did a short
course of physiotherapy. MRI of the spine showed mild disc degeneration at L4/5 with no nerve root compression.
MRI of his right hip, however, demonstrated florid synovial osteochondromatosis grossly distorting the capsule
anteriorly, posteriorly and medially, compressing the femoral nerve within the femoral triangle. The patient was
offered synovectomy and a hip resurfacing procedure. Biopsies taken intraoperatively subsequently reported the
presence of chondrosarcoma. He is now under specialists in the bone tumour field.

Discussion:

Primary synovial osteochondromatosis is an uncommon benign synovial disorder resulting in multiple calcified intra-
and juxta-articular bodies. The monoarticular disorder involves the transformation of synovium into cartilage by
proliferation and metaplastic change. Most frequently affected is the knee, followed by the hip, elbow and small



joints of the wrist and hands. Clinical diagnosis of synovial osteochondromatosis is difficult. In the early stages of
synovial osteochondromatosis, recurrent pain in the affected joint is not associated with radiographic changes.
Diagnosis is often made only when these changes manifest themselves and include juxta-articular calcified and/or
ossified bodies (the most common finding in the hip), bone erosion, occasional osteoarthritis and regional
osteoporosis(1). The unusual presentation of this case makes it particularly interesting. The patient’s acute
symptoms were consistent with a right-sided L4 root lesion. He complained of back pain, had nerve root pain, a
positive cough impulse, restricted spinal motion, muscle wasting and a positive femoral stretch test. He did not,
however, demonstrate any reflex loss or loss of sensation. The patient had examination features attributable to his
hip problem including a limp, a fixed flexion deformity, limited flexion and minimal rotation of the hip. The femoral
nerve lies lateral to the femoral artery, lying in a groove between the psoas tendon and iliacus. The psoas major
tendon lies immediately anterior to the hip capsule as does part of iliacus, with the remainder separated from the
capsule by the bursa. These anatomical relations explain how intracapsular pathology may readily produce femoral
nerve compression. It also demonstrates the risk to the femoral nerve posed by anterior capsulectomy during total
hip replacement. An MRI scan revealed that this patient's symptoms were due to manifestation of his synovial
osteochondromatosis. A literature search reveals that this is a complication of synovial osteochondromatosis of the
hip not previously reported. There are reports of nerve compression occurring with synovial osteochondromatosis of
the elbow(3,4,11), of the wrist(11) and one interesting case of vertebral facet joint involvement leading to
compressive myelopathy(6). In these cases the distance between the affected tissue and affected nerve is much
smaller than that of the hip joint. Treatment of synovial osteochondromatosis of the hip involves open/arthroscopic
synovectomy and removal of loose bodies. Good long term results after this treatment have been reported(7). If,
however, there is associated severe osteoarthritis, total hip replacement is indicated(8). There have been several
reported cases of synovial osteochondromatosis progressing to chondrosarcoma, with a series incidence of up to
5%(9,10). Mortality approaches 50%, partly because of the difficulty of early diagnosis(11). This diagnosis should be
borne in mind with recurrent presentations of synovial osteochondromatosis and should be suspected when there is
a rapid deterioration in the clinical status or with bone involvement detected on MRI.(12) This case demonstrates a
novel presentation of synovial osteochondromatosis and secondary chondrosarcoma of the hip. It also emphasises
the potential for lower limb pain, produced by localised nerve compression, to mimic radicular pain.

Differential Diagnosis List: Synovial Osteochondromatosis and Chondrosarcoma Presenting As a Nerve Root
Lesion

Final Diagnosis: Synovial Osteochondromatosis and Chondrosarcoma Presenting As a Nerve Root Lesion
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Figure 2
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Description: Histology confirming chondrosarcoma as the final diagnosis Origin:



Figure 3

Description: A prosthesis causes some artifacts. CT pelvis reveals destruction of the right acetabulum
consistent with chondrosarcoma. There is a large soft tissue mass measuring 19x25cm, with
calcifications. The large intrapelvic component of this mass displaces the pelvic structures to the left. It
also extends into the proximal thigh. The common femoral, external iliac and the common iliac vessels
are opacified by contrast with no evidence of thrombosis. The external iliac and common iliac veins are
however compressed by the tumour. Origin:






