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-ABSTRACT-

Diagnostic Imaging of Pigmented Villonodular Synovitis of the
Temporomandibular Joint.

Man-Yong Song, Kyung-Hee Lee, Sang-Chul Lee, Sam-Sun Lee, Soon-Chul Choi, Tae-
Won Park, Dong-Soo You

Department of Ordl and Maxillofacial Radiology & Dental Research Institute, College of Dentistry, Seoul National
University

The occurrence of PVNS in the TMJ is very rare. We report a case of PVNS which was
misdiagnosed as a parotid tumor at first. CT and conventional radiograph revealed a well defined
mass demonstrating higher attenuation than adjacent soft tissue. Erosion and expansion of the
cortical plate of the mandibular condyle and sclerotic change beneath the margin of the lesion
were also shown. MRI demonstrated well defined mass of very low signal intensity on both T1
and T2-weighted images due to ferromagnetic effect of the high concentrated hemosiderin and
clearly delineated the extent of the lesion. Histopathologic findings and characteristic appearance
of the various imaging methods were described and the usefulness of these images for diagnosis
and pretreatment evaluation of PVNS were also discussed.
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Fig. 1

a. PA skull view

b. TMJ panocramic radiograph

Plain radiographs taken in 1998 show the bony erosion of the lateral surface of the rihgt condyle.
Condylar expansion and sclerotic change in the condylar neck area are also shown.

Fig. 2

a. axial CT image (bone window)

b. axial CT image (soft tissue window)

c. coronal CT image (bone window)

CT taken in 1995 show the mass extending from the lateral surface of the condyle into the condyle
and its adjacent soft tissues. The mass demonstrates higher attenuation than muscle but lower
attenuation than bone due to hemosiderin deposition.

Fig. 3

Axial CT image taken in 1992 shows the soft tissue mass surrounding the posterior surface of the
right condyle and the destruction of the posterior cortex of the condyle. The size of the mass is smaller
and bone destruction is less severe. Condylar expansion is not apparent.

Fig. 4

a. axial MRI (T2-weighted image)

b. axial MRI (T1-weighted image)

c. axial MRI (contrast enhanced image)

d. coronal MRI

MRI taken in 1998 show soft tissue mass of very low signal intensity with patch areas of intermediate
signal on both T1- and T2-weighted image. This characteristic appearance is due to ferromagnetic
effect of the high concentrated hemosiderin. The mass has a well defined margin and does not
infiltrate into its adjacent structures. Minimal enhancement is demonstrated.

Fig. 5

a. histologic section (X 40)

b. histologic section (X 200)

The specimen shows a nodular pattern with a highly cellular zone separated by thick fibrous strome.
The highly celluar zone is composed of many mononuclear cells, multinucleated giant cells, some
inflammatory cells, and histiocytes. Hemosiderin is mainly distributed over fibrous stroma and also
found in multinucleated giant cells and polyhedral mononuclear cells.
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