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Lipoma arborescens with osteochondral metaplasia—a case
mimicking synovial osteochondromatosis in a lateral knee bursa
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A 52-year-old woman for 4 years had noted a slowly
growing swelling of the right knee. There was no his-
tory of trauma. Physical examination revealed a firm,
fixed, tender mass, measuring 6 X 7 cm over the later-
al part of the knee. Knee motion was normal without
crepitus. Routine laboratory studies were normal. Se-
rological tests for rheumatoid factor were negative.
Needle aspiration of the lesion yielded sterile, clear,
yellow fluid.

Radiography showed a calcified soft tissue mass
lateral to the knee, but no arthrosis. MRI revealed a
well-defined cystic lesion which contained a villous
fatty area interspersed with fluid. Chondromatous
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Figure 1. A. Extraarticular radiolucent mass with calcified nod-
ules.

changes showing intermediate signal intensity on
both T1 and T2 weighted images were seen in the fat-
ty tissue (Figure 1). Arthrography showed no commu-
nication with the mass. Arthroscopy revealed no in-
traarticular abnormalities.

At operation, the mass was found under the iliotibi-
al tract. It extended posteriorly between the fibular
collateral ligament and the popliteus muscle. No com-
munication with the knee joint or the proximal ti-
biofibular joint could be found. The patient had no re-
currence 4 years after the marginal excision.

The excised specimen was a fluid-filled cystic syn-
ovial lesion with 5 loose bodies. The luminal surface

A

B. Transverse T1 weighted MR image of a distended lateral
knee bursa shows villous synovial proliferation with tissue
identical to subcutaneous fat in signal intensity, interspersed
with fluid. Cartifaginous islands are embedded in the fatty tis-
sue.
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of the lesion was yellow and had a villonodular con-
figuration. A few osteochondral nodules were at-
tached to the luminal surface.

Histological examination showed diffuse prolifera-
tion of the subsynovial fat cells. There were many os-
teochondral nodules in the fat tissue. Most of them
consisted of hyaline cartilage with a myxoid matrix
covered by a thin fibrous membrane, associated occa-

Figure 2. A. Gross photograph of the luminal surface of the ex-
cised bursa showing fatty synovial proliferation with villoncdu-
lar configuration. There are 5 loose bodies and a few polypoid
osteochondral nodules arising from the synavium.
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B. Photomicrograph of a villus reveals fatty infiltration deep to
the thickened synovial membrane, HE, x100.

L

C. An island of cartilage embedded in the subsynovial fat tis-
sue. This consists of abundant myxoid matrix (asterisk), and is
surrounded by a thin fibrous membrane (arrowheads), HE,
x10.

sionally with enchondral ossification (Figure 2). A
couple of nodules consisted of only bony trabeculae
and fibrous tissue. The gross and microscopic find-
ings were consistent with osteochondral metaplasia in
lipoma arborescens arising within a bursa under the
iliotibial tract and/or a bursa between the fibular col-
lateral ligament and the popliteus tendon.

Discussion

Lipoma arborescens is a rare synovial lesion charac-
terized by hyperplasia of the subsynovial fat and a
macroscopic villous appearance (Hallel et al. 1988). It
typically affects the knee—in particular, the suprapa-
tellar pouch, and presents as a slowly growing mass
accompanied by persistent effusion (Edamitsu et al.
1993). MRI is diagnostic and shows a villous fatty
mass interspersed with synovial fluid (Reicher 1993,
Feller et al. 1994).

Lipoma arborescens occurring in a bursa is excep-
tional. Only 2 cases have been reported, both in the
subdeltoid bursa (Dawson et al. 1995, Laorr et al.
1995).

Our case resembled a primary bursal synovial os-
teochondromatosis. The following features supported
the diagnosis of lipoma arborescens, rather than syn-
ovial chondromatosis: fatty villi interspersed with ef-
fusion on MRI, macroscopic fatty synovial prolifera-
tion with villous configuration and the histological
evidence of diffuse subsynovial fat. Osteochondral is-
lands in a lipomatous lesion have been described as
metaplastic changes (Allen 1981, Hayden and Abelle-
ra 1989, Katzer 1989, Rodriguez-Peralto et al. 1994).
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In January 1995, an 80-year-old woman underwent
replacement of her left knee because of arthrosis.
Postoperatively, she complaiend of night pain, mild
swelling and increased skin temperature around the
joint. Arthrocentesis revealed a few yeast colonies,
subsequently identified as Candida parapsilosis. The
finding was regarded as a contamination and during
the following weeks the patient improved.

In March 1995, the left knee again became warm
and painful. Repeated punctures revealed growth of
C. parapsilosis. The white blood cell count was 5100
per mm? and the ESR 36 mm/h. In April 1995, joint
débridement was performed. No prosthetic loosening
was seen. In cultures obtained from the synovial
membrane, there was again growth of C. parapsilosis.
A closed system with dual tubes was inserted in the
knee joint and suction-irrigation with 3 L/day isotonic
sodium chloride solution containing 200 mg flucona-
zole was instituted.

After 2 weeks, the outflow was cultured because
the knee was found to be swollen and tender. The cul-
tures were positive for Pseudomonas aeruginosa. Af-
ter the irrigation, daily aspirations, local washing with
100 times dilution of povidone-iodine and intraarticu-
lar injections of dibekacin (100 mg/day) was started.
The patient was also treated with intravenous admin-
istration of ceftazidime (2 g/day) and clindamycin
(1.2 g/day), and fluconazole (200 mg/day) was given
orally. This treatment was continued for 3 weeks.
Thereafter, oral fluconazole (200 mg/day) and nor-
floxacin (300 mg/day) were given for 1 year.

At examination 2 years after start of the drug thera-
py. knee flexion was 90°. The skin temperature over
the joint was normal and there was no tenderness or
swelling, and the infection was regarded as healed.

Discussion

Candida prosthetic arthritis is indeed rare, with only
25 previous cases (MacGregor et al. 1979, Goodman
et al. 1983, Lichtman 1983, Morley and Patterson
1983, Younkin et al. 1984, Lim and Stern 1986, Is-
kander and Khan 1988, Koch 1988, Lambertus et al.
1988, Levine et al. 1988, Darouiche et al. 1989, Evans
and Nelson 1990, Paul et al. 1992, Tunkel et al. 1993,
White and Goetz 1995, Cardinal et al. 1996) reported
in the literature in English. Resection arthroplasty and
débridement were considered necessary for cure
(MacGregor et al. 1979, Younkin et al. 1984, Lim and
Stern 1986).

In 1993, Tunkel et al. described healing of a C.
parapsilosis infection of a prosthetic knee joint with
oral fluconazole without removal of the prosthesis.
The patient was infected with HIV and had had sever-
al episodes of bacterial arthritis, with Staphylococcus
hominis in the same joint. On the other hand, White
and Goetz (1995) were unable to cure a C. parapsilo-
sis infection of a prosthetic knee joint with flucona-
zole, despite the apparent in vitro susceptibility of the
organism.

To our knowledge, our patient is the first nonimmu-
nocompromised case who has been cured without re-
moval of the implant.

Despite adequate fluconazole concentrations in the
joint fluid, joint débridement may be necessary for
successful treatment, if a long time has passed since
the onset.





