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SUMMARY

Extraarticular synovial osteochondroma in the hand occurs rarely. A 52-year-old, retired office clerk presented with
a slowly growing, painless mass over the flexor aspect of the third finger in the right dominant hand. A definitive
diagnosis of osteochondroma was made by histopathologic examination following total excision. He had no recur-

rence at 6 years following the surgery.
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OZET

Elde ekstraartikiiler osteokondroma nadiren meydana gelir. Elli iki yasinda yaziciiktan emekli bir memur, dominant
olan sag elinde 3. parmagin fleksér yuziinde yavagca biiyiiyen agnsiz kitle yakinmasi ile bagvurdu. Total eksizyonu
takiben yapilan histopatolojik muayene ile osteokondrom tanisi kondu. Ameliyat sonrasi 6. yilda tekrar olusma yoktu.

ANAHTAR KELIMELER: kondroma, osteokondroma, yumusak doku tiimdrt, el, parmak

INTRODUCTION

Synovial chondromatosis is a cartilaginous proliferative
disorder originating from the synovial membrane of the
joints, bursae, tendon sheaths. When lesion is a solitaire
mass, it is named as chondroma. Synonymous terms
used are cartilaginous tumor of the soft tissue, synovial
chondrometaplasia, extraarticular synovial chondroma,
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para-articular chondroma, periarticular tenosynovial
chondrometaplasia, tenosynovial chondroma, chondro-
ma of tendon sheath, and extraosseous chondroma, ext-
raskeletal chondroma."”

The lesions may also be seen as osteocartilaginous
masses. These conditions are well known as synovial os-
teochondromatosis by clinicians. Their extraarticular
forms are rare."

Extraarticular chondroma or osteochondroma is one
of the uncommon tumors of the hand. It is a single no-
dular lesion mostly originating from tendon sheath but
sometimes epitenon, in the hand or foot."*’

In this report, an extraarticular synovial osteochond-
roma in the volar soft tissue of third finger of the right
hand is described.
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CASE REPORT

A 52-year-old man came to our clinic with
six-years history of painless mass over the
third finger of the right dominant hand. He
was an office clerk retired for one year. Du-
ring the last three years, the mass slowly
increased in size and he had a minimal limi-
tation at the range of motion. The patient’s
history was unremarkable except for hyper-
tension that had been treated by various an-
tihypertensive agents during the last ten ye-
ars. He had no significant trauma on the
hand. Physical examination of the right
hand revealed a mobile, non-tender mass
with dimension of 18x14x10 mm over the
radial side of the volar aspect at the proxi-
mal part of the middle phalanx. There was
no neurovascular deficit. In systemic exa-
mination, any positive findings were not fo-
und.

Radiographs revealed a radiopaque mass
with one large and three small parts that had
heterogeneous density on the radial and vo-
lar aspect of the middle phalanx. No attach-
ment to bone was apparent (Figure 1). Mag-
netic resonance imaging (MRI) demonstra-
ted a solid mass with dimension of
14x12x10 mm on the radial and volar aspect
of the flexor tendon sheath. There was no
involvement of the underlying bone or joint
of the finger. The lesion had round and de-
fined margins. The signal intensity of mass
was heterogeneously low on Tl- and T2-we-
ighted images which was consistent with
calcification or ossification. Post Gd-DTPA
injection intravenously, the center of the
mass showed a distinct enhancement (Figu-
re 2). There was a bright lesion next to the
solid mass on T2-weighted sagittal images.
This is consistent with a water content and
suggestive of a cyst (Figure 3).

The routine laboratory findings and chest
roentgenogram were normal.

Lesion had features of benign tumor and
excisional biopsy was planned. The mass
was loosely adherent to the flexor tendon
sheath. There was a soft tissue mass with li-
quid like synovial fluid next to the tumor
and this cyst was also excised. On gross
examination the mass was firm and outer
surface of the tumor was white and smooth
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Figure 1. Plain radiograph demonstrating a mass with multiple radiopaque
areas in the soft-tissue over the volar aspect of the finger.
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Figure 2. Magnetic resonance image of the lesion demonstrating
heterogeneously low signal intensity on T1-weighted axial images. Post Gd-
DTPA injection, the enhancement in its center is consistent with a rich
vascular supply.

(Figure 4). Its internal structure had formation of cavity. Histopatho-
logic examination showed mature bone with hyaline cartilage over it
and adipose medullar tissue inside it (Figure 5). There was no calci-
fication. The mass was surrounded with a thick fibrous tissue. The
tissue was interpreted to be predominantly of osseous differentiation
with chondromatous content. A definitive diagnosis of osteochond-
roma was made. Histopathologic examination of mass of soft tissue
next to osteochondroma revealed a synovial tissue. The diagnosis
was a synovial cyst.

Haseki Tip Biilteni

163




Bl Uzel M et al.

2:96543 HR
4.087:01

Figure 3. Magnetic resonance image of the finger demonstrating a bright
lesion next to the solid mass on T2-weighted sagittal images. This is
suggestive of a cyst.

The wound healed without any problems. The patient had no recur-
rence and full range of motion in the finger at 68th month after the sur-
ery.

=)

Discussion

The term “extraarticular synovial chondroma” is used to describe a be-
nign tumor consisting of small, well-defined, solitary nodules of hyali-
ne cartilage unattached to bone.”

It is generally believed that extraarticular synovial chondroma deve-
lops by the metaplasia from the mesenchymal cells in the synovium.™
The role of trauma in its pathogenesis is controversial. It is the general
opinion that trauma is a coincidental event.’

In the physical examination, a single, lobulated, very hard mass
with round shape typically is seen in middle-aged patients. It is a pa-
inless and slowly enlarging mass. Synovial chondromatosis prefers the
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male sex and the adult age between 20 and
50 years. The location may be unusual. It
usually occurs in distal parts of the extremi-
ties. Extraarticular synovial chondromas ma-
inly involve hands and feet, wrist and ankle,
with remarkable preference for the thumb
and digits."* The predominant single site is
the fingers, where more than 80% of extras-
keletal chondromas are found. It commonly
occurs on their flexor aspect.”"" Extraske-
letal chondromas in the hand can be locally
aggressive and perform a destruction on the
bone.”

Radiographs show a soft tissue mass with
areas of calcific stippling or opacities, depen-
ding on the extent of chondrification and os-
sification.” Bone nuclide scan confirms active
bone turnover. CT scan is most helpful in de-
monstrating the extraarticular origin of the
lesion. MRI is less significant than CT in de-
monstrating mineralization, but more signifi-
cant in defining uncalcified cartilage.” Inter-
nal structure of the lesion, its connection with
soft tissue could be seen clearly in the scans
of magnetic resonance imaging.

Extraarticular synovial chondromas con-
sist primarily of hyaline cartilage but up to
two thirds of them may have calcification.
Ossification may also occur.” In histopatholo-
gic examination, typically, the cartilage cells
are arranged in clusters. Its features are iden-
tical to the cell atypia of a grade 1 or 2 chond-
rosarcoma of bone, but do not indicate any
malignancy when seen in synovial chondro-
matosis. Calcification associates with necro-
sis of the cartilage cells. Ossification implies
some blood supply and is seen when the car-
tilage had intimately connection with synovi-
um or the bone surface.'

One of the most important series in the li-
terature was published by Chung and Enzin-
ger in 1978." The hand and foot were invol-
ved in 96% of 104 cases of extraskeletal
chondroma. The involvement of the fingers
was seen in 51 cases and they formed 50% of
lesions of hand and foot. Demirtas and Mer-
gen made diagnosis and treated 918 bone and
soft tissue tumors between 1986-1992.” They
had 16 (1.7%) synovial chondromatosis ca-
ses. Only one of them was in the metacarpop-
halangeal joint. In another study, Demirtas et
al. reported the treatment of 121 bone and
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Figure 4. Appearance of solitary, hard, round mass with smooth, white
outer surface.

Figure 5. Histopathologic appearance showing mature bone with hyaline
cartilage over it and adipose medullar tissue inside it. The mass was
surrounded with a thick fibrous tissue (Hematoxylin-eosin stain, x200).

soft tissue tumors in the hand between 1986-1993." They had no ext-
raarticular synovial osteochondroma in the hand. In the study by Bas-
bozkurt, Erler and Giir on hand tumors, there was also no extraarticu-
lar synovial osteochondroma amongst the 16 hand tumors that were tre-
ated between 1993-1997." Aydin et al. also presented two cases of soft
tissue chondroma in the first and second fingers of the hands. There
were no calcification and ossification in the tomour tissues.” They had
no recurrence following excision.

The differential diagnosis for extraosseous calcified lesions in the
hand or wrist includes myositis ossificans, synovial chondromatosis,
periosteal or juxtacortical chondroma, tumoral calcinosis, giant cell tu-
mors, calcifying aponeurotic fibroma, subungual osteochondroma,
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nonmineralized loose bodies and extraskele-
tal chondrosarcoma, periosteal chondrosarco-
ma, myxoid chondrosarcoma, extraskeletal
osteosarcoma.””’

Smaller cartilaginous nodules may even
spontaneously regress.’

Treatment for extraskeletal chondromas is
marginal excision. Recurrences are not un-
common. Chung et al. reported recurrence
was seen in 18% of the cases. When a recur-
rence of the tumor occurs, a reexcision of the
mass is sufficient for adequate treatment.™"

We presented an extraarticular synovial
osteochondroma on the flexor tendon sheath
of the third finger in the right dominant hand
of a middle-aged man. Repetitive microtra-
uma due to the job may be an important point
in view of the etiology in our case. A close
connection of osteocartilaginous mass and
synovium was seen. He had no complaint and
no recurrence at the 68th month following ex-
cision.
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Haseki Tip Biilteni, Haseki Egitim ve Aragtirma Hastane-
si’nin yaym orgamdir. Ug ayda bir yayimlanir.

Dergide tiim tip alanlarindaki, 6zgiin aragtirma, olgu su-
numu, derleme, okuyucu mektuplar: ve haberler yayimla-
nir.

Derginin dili Tiirkge’dir. Yazarlarin ingilizce yazilarina da
yer verilebilir.

Metnin dergide yer alabilmesi i¢in, Yaym Kurulu'nca uy-
gun goriilmesi ve yazinin yayimlanmaya uygunlugunun
bagimsiz hakem tarafindan da onaylanmasi gerekir.
Yazilar baska yerde yayimlanmamig olmali ve tiim yazar-
lar bilimsel katk1 ve sorumluluklarini bildiren toplu imza
ile yaymna katilmahdir.

Daha 6nce bilimsel toplantilarda poster ya da sozlii bildi-
ri olarak sunulmus olan yazilar, bu durumun belirtilmesi
kaydiyla yayina kabul edilebilir.

Yazilar Uluslararasi Tibbi Editorler Kurulu’nca hazirlanan
“Biyomedikal dergilere teslim edilecek metinlerde ara-
nan ozellikler”in igerdigi kurallara uygun olarak hazirlan-
malidir. www,icmje.org sitesinde kurallara ulagilabilir.
Yayimlanmak iizere génderilen yazilar A4 kdgidinn bir
yiiziine basilmak iizere, 3 kopya olmal ve 3.5 in¢ diskete
ya da CD’ye kaydedilmis bir érnegi ile birlikte asagidaki
adrese gonderilmelidir.

a. Haseki Tip Biilteni Editorliigii, Do¢. Dr. Riimeyza
KAZANCIOGLU, Dr. M. Servet ALAN, Dr. Savas
OZTURK, Dr. Kemal SEREZ, Dr. Ahmet KOCA-
KUSAK; Haseki Egitim ve Arastirma Hastanesi,
Millet Caddesi, 34096 Haseki, Istanbul

b. E-posta: drkazancioglu@yahoo.com

Goénderilen yazilarin hemen isleme konulabilmesi icin
agagida belirtilen kurallara uygun olmas: gereklidir.

a. Yazilar A4 kagidinin tek yiiziine, ¢ift aralikli ve 12
punto olarak, Times New Roman karakterinde bilgi-
sayar yazisi ile yazilmalidir.

b. Yazimn birinci sayfasinda Tiirkge ve Ingilizce bashk,
yazarlarin ad ve soyadlar ve kurumlar bulunmalidur.
Yazarlarin ¢calistifn kurumlar yazarlarin soyadlan iize-
rine asteriks konarak belirtilmelidir. Yazigma adresi,
telefon, faks ve e-posta adresi bu sayfada bulunmali-
dir.

c. ikinci sayfada Tiirkce ve Ingilizce Gzetler, Tiirkce ve
ingilizce anahtar kelimeler bulunmahdir. Ozet 250
sozciigii asmamalidir. Ugtincii ve daha sonraki sayfa-
larda ana metin yer almalidir. Yazida konunun daha
iyi anlagilmasim saglayacak altbaghiklara yer veril-
melidir.

i. Aragtirma yazilar igin giris, gere¢ ve yontem, so-
nuclar, tartisma ve kaynaklar

ii. Olgu sunumlar i¢in giris, olgular, irdeleme bé-
liimleri ayrilmalidir.

ili. Derlemelerde tarihsel geligsim, giincel durum ve
gelecege yonelik olasi gelismelere yer verilmeli-
dir.

d. Tablo, sekil ve resimler numaralari ve/veya altyazila-
n ile birlikte gonderilecek olan ii¢ 6rnekten yalnizca
birinde yazi icinde yer almasi istendigi sekliyle hazir-
lanmahidir.

e. Kaynak numaralar1 metinde parantez i¢inde ve clim-
le sonunda belirtilmelidir. Metin sonunda eser igin-
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10.

11.

12.

13.

14.

15.
16.
17.
18.

deki gecis sirasina gore numaralandinimalidir.

f. Kaynaklarn yazilimi Index Medicus’a uygun olmali-
dir. Eger Index Medicus’ta yer almiyorsa tam olarak
yazilmahdir. Dért yazardan fazla oldugunda, ilk ii¢
yazarin adindan sonra et al/ark. yazilmahdir.

i. Kaynak standart bir dergi ise;

1. Yazarlarm soyadi adimn bagharfleri. Maka-
lenin baghgi. Derginin Index Medicus’a uy-
gun kisaltimueg adi yil; cilt: ik ve son sayfa
numarast.

2. Terrault N, Wright T. Interferon and hepati-
tis C. N Engl J Med 1995; 332: 1509-11.

ii. Kaynak bir dergi eki ise;

1. Yazarlarin soyadi adinin bagharfleri. Maka-
lenin baghigi. Derginin Index Medicus'a uy-
gun kisaltilmis adi yil; cilt (Suppl ek numa-
ras1): sayfa numarasi.

2. Frumin AM, Nussbaum J, Esposito M.
Functional asplenia: Demonstration of sple-
nic activity by bone marrow scan [Abstract].
Blood 1979; 54 (Suppl 1): 26a.

iii. Kaynak bir kitap ise;

1. Yazarlarin soyadi adinin basharfleri. Kitabin
adi. Kitabin kaginci baski oldugu. Basim ye-
ri: Yaymevi; basim yili.

2. Ringsven MK, Bond D. Gerontology and
Leadership Skills for Nurses. 2nd ed. Al-
bany (NY): Delmar Publishers; 1996.

iv. Kaynak bir kitap boliimii ise;

1. Yazarlarin soyad: adinin bagharfleri. Boliim
adi. In: Editorlerin soyadi adinin bagharfleri,
editors. Kitabin adi. Kitabin kaginc baski ol-
dugu. Basim yeri: Yaymnevi; yil: ilk ve son
sayfa numarasi.

2. Greenough III WB. Vibrio cholerae and
cholera. In: Mandell GL, Bennett JE, Dolin
R, eds. Mandell, Douglas, Bennett’s Prin-
ciples and Practice of Infectious Diseases,.
4th ed. New York: Churchill Livingstone;
1995: 1934-45.

Resimler ¢ogu kez 127x172 mm boyutlarinda; ancak

203x250 mm’den biiyiik olmayan, kaliteli, parlak bir ki-

&1da basilmahdur, Yazarlarin ek masrafi karsilamasi duru-

munda resimler renkli olarak da basilabilir.

flisikteki iist yazida telif hakkinin dergiye birakilacag

aciklanmali ve metnin tiim yazarlarca okundugunu ve

onaylandigini belirten bir tiimece bulunmalidir,

Teslim aliman metne, yayimlanmis sekil vb. gereglerin

yeniden basilabilmesi, taninabilecek kisilerin fotografla-

rimn kullanilabilmesi igin alinmus izinler de eklenmelidir.

Yazarlar teslim ettikleri her seyin bir kopyasim saklama-

hdur.

Teslim edilmis olan metnin tiimii veya bir boliimiiniin

bagka bir yerde yayimlanmasi s6z konusu olursa, dergi

editorliigiine bilgi verilmesi zorunludur.

Yayimlanan yazilarin sorumlulugu yazarlara aittir.

Yayimlanan yazilar icin ayn baski verilmez.

Yayimlanmasi kabul edilmeyen metinler geri verilmez.

Prospektif klinik ¢alismalarda etik kurul onayi alinmg

olmasi gerekmektedir.
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