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Case reportSynovial hemangioma of the knee joint in a 
12-year-old boy: a case report
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Abstract
Introduction: Synovial hemangioma is a rare condition and is frequently misdiagnosed, leading to a diagnostic delay 
of many years.

Case presentation: We present a case of an atypical synovial hemangioma in a 12-year-old Caucasian boy with a 
diagnostic delay of 3 years.

Conclusion: It is important to know that synovial hemangioma mostly affects the knee joint, showing recurrent 
bloody effusions without a history of trauma. If there are no intermittent effusions, the diagnosis will be even more 
difficult. In cases of nonspecific symptoms and longstanding knee pain the diagnosis of a synovial hemangioma should 
also be considered in order to avoid diagnostic delay. Magnetic resonance imaging is the main diagnostic tool to 
evaluate patients with synovial hemangioma, showing characteristic lace-like or linear patterns.

Angiography can identify feeder vessels and offers the possibility of embolisation in the same setting. Surgical 
excision, either done per arthroscopy or per arthrotomy, is recommended as soon as possible to avoid the risk of 
damage to the cartilage.

Introduction
Hemangiomas of bone constitute 1% of all primary bone
tumours. The soft tissue types are even less common and
often arise in the skin and subcutaneous tissue. Muscle
and synovial linings are less frequent sites of origin. Since
the first case was described by Bouchut in 1856, fewer
than 200 cases have been reported. Most cases have been
the intra-articular and intermediate type of hemangio-
hamartoma, another form of vascular tumour of the leg
representing an arteriovenous malformation which
involves the synovia and causes intra-articular bleeding.
Only a few of these have been true synovial hemangioma
[1,2].

Usually the patient presents with a history of recurrent
atraumatic bloody effusions [2-4].

Nonspecific presentations are also common and may
lead to a diagnostic delay of many years [5]. We present
the case of an atypical synovial hemangioma of the knee
joint, having no single bloody effusion. Treatment meth-
ods have varied in the past. Angiography can help to find

some feeder vessels and embolisation can be done in the
same session.

In the absence of specific vessels to embolise, surgical
excision, either done per arthroscopy or per arthrotomy,
is the treatment of choice.

Case presentation
A 12-year-old Caucasian boy presented with a history of
pain and swelling in his left knee joint for 3 years for
which he had received no previous treatment. His physi-
cal examination revealed a soft, non-tender, palpable 3 ×
4 cm mass on the medial aspect of his left knee. In full
flexion the mass appeared more pronounced. He denied
any history of trauma and there was no effusion in his
knee, with the joint not showing any signs of instability;
he also had a full range of knee motion and normal
strength in the lower extremities. McMurray and Apley
tests were negative. There was no difference in leg length
and there were no cutaneous lesions. Laboratory tests,
including a complete coagulation profile, were all within
normal range and his medical, developmental and family
histories were unremarkable.

Plain radiographs and magnetic resonance imaging
(MRI) scans were obtained (Figures 1, 2 and 3). The
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anteroposterior and lateral radiographs of the left knee
showed no abnormality, especially no signs of phleboliths
but the MRI scan showed a well-defined mass located
within the suprapatellar pouch, but infiltrating the vastus
medialis muscle. The mass appeared lobulated in contour

with internal septae. On T1-weighted images the lesion
had a low or intermediate signal and was not clearly dis-
tinguishable from adjacent muscles (Figure 1). On T2-
weighted images the mass had a signal intensity brighter
than fat with thin fibrofatty septae of low-signal within
the lesion (Figures 2 and 3). The differential diagnosis
mainly included pigmented villonodular synovitis
(PVNS) and synovial sarcoma.

Due to the differential diagnosis, an incisional biopsy
was performed first, strictly according to the guidelines of
orthopaedic tumour surgery. The biopsy specimen was 4
cm in diameter, measuring synovial tissue. An intraoper-
ative frozen section showed a hemangioma with huge,
cavernous spaces but also containing capillary vessels.
Because of the diffuse extension of the hemangioma,
angiography was done some days later in order to find
some feeding arteries and to embolise them preopera-
tively in the same session. Angiographically, neither the
hemangioma nor any feeding arteries could be visualized.
Arthrotomy, through an anteromedial longitudinal skin
incision, followed due to the diffuse extension of the
tumour. The extra-articular and intra-articular masses
were excised and the postoperative course was unevent-
ful. The final histological evaluation confirmed a cavern-
ous synovial hemangioma (Figure 4).

Figure 1 Axial T1-weighted image after gadolinium administra-
tion demonstrates a mass of intermediate signal intensity with 
inhomogeneous enhancement in the suprapatellar pouch. The 
tumour has an intra-articular (white arrow) and an extra-articular part 
(black arrow) and is not clearly distinguishable from the vastus medialis 
muscle.

Figure 2 Axial T2-weighted image with fat suppression tech-
nique shows the tumour with a high signal intensity in the exact 
size and extent. A characteristic lace-like pattern (black arrow) and the 
tumour's extension into the vastus medialis muscle is seen.

Figure 3 Sagittal T2-weighted fat suppressed image of the left 
knee showing thin fibrofatty septae of low signal intensity within 
the lesion (black arrow).
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Discussion
Synovial hemangiomas are frequently misdiagnosed lead-
ing to a diagnostic delay of many years; there are even
reports of delays of up to 20 and 40 years [4-6].

Usually, a patient presents in childhood with a history
of recurrent atraumatic painful bloody knee effusions [2-
5]. These recurrent spontaneous hemarthroses of the
knee joint and normal coagulation parameters should
direct attention to the possibility of a synovial heman-
gioma. The clinical diagnosis is even more difficult with-
out a history of intermittent effusions, as in our case.
Plain films are often of poor diagnostic value because
they are normal in over half of patients, and in other cases
they show soft tissue density, suggesting joint effusion or
a mass. They may contain phleboliths or amorphous cal-
cifications; this is thought to be pathognomonic. In less
than 5% of patients they show periosteal reaction, cortical
destruction, osteoporosis, advanced maturation of the
epiphyses and a discrepancy in leg length or even
arthropathy simulating hemophilia [7]. Magnetic reso-
nance imaging offers superior tissue contrast and is more
accurate than computed tomography (CT) in defining the
size and extent of a soft tissue lesion. It has become the
main diagnostic method for the diagnosis and treatment
planning of synovial lesions [8,9]. Synovial hemangioma
usually shows intermediate signal intensity on T1-
weighted images, although it may also contain areas of
high signal intensity as in our case (Figure 1), due to intra-
tumoral fat or blood products [10]. On T2-weighted
images the lesion exhibits a high signal (brighter than fat)
correlating with stagnant blood in vascular spaces (Fig-
ures 2 and 3) [8,10]. Both T1-weighted and T2-weighted
images contain characteristic lace-like or linear patterns
due to the histological structure of synovial hemangioma

[2,8,11]. The high signal intensity after intravenous gado-
linium administration can permit their differentiation
from muscle. The use of contrast medium is indicated
when there is an associated joint effusion, to better differ-
entiate hemangioma from intra-articular fluid, which
does not enhance. The differential diagnosis should
include mainly PVNS and synovial sarcoma, other
arthropathies (rheumatoid arthritis, juvenile chronic
arthritis, hemophilic arthropathy, synovial osteochondro-
matosis or lipoma aborescens) usually being distin-
guished clinically or after MRI interpretation.

Angiography should be part of the diagnosis; it can
define the size and location of the lesion and can identify
feeder vessels or an associated arteriovenous malforma-
tion [1,2].

It must be performed early in cases of associated cuta-
neous hemangioma or abnormal varicosity, because these
findings are indicative of a more general vascular abnor-
mality [2].

In those instances selective embolisation of feeder ves-
sels is an interesting alternative to surgery [12]. Angiogra-
phy can fail by showing none or only part of the
hemangioma in cases where the vascular channels are
thrombosed, as in our case [13]. Synovial hemangiomas
should be treated early because they can cause arthropa-
thy, probably because of recurrent episodes of intra-artic-
ular bleeding and they can even infiltrate muscles, fat and
cortical bone [9,14].

Treatment methods have varied in the past and include
radiotherapy, open surgical resection, arthroscopic exci-
sion, arthroscopic ablation with a holmium, YAG laser,
embolisation, and the use of sclerosing agents, cautery
and freezing [1,15]. Some authors consider that arthros-
copy is the gold standard in detecting and treating
hemangioma of the knee [6]; it is reasonable if the tumour
is focal or pedunculated and manageable in size [16]. In
our case, with an intermediate type of synovial heman-
gioma (having an intra- and extra-articular part), arthro-
tomy was the only choice of treatment.

Conclusion
Synovial hemangioma is a rare condition and mostly
affects the knee joints. Recurrent bloody effusions with-
out a history of trauma should alert the surgeon to this
diagnosis. If there are no intermittent bloody effusions
there may be a diagnostic delay of up to many years. For
this reason a synovial hemangioma should also be consid-
ered in cases with nonspecific presentations and long-
standing knee pain. If a synovial hemangioma is assumed,
plain films are often of poor diagnostic value and mag-
netic resonance imaging is the main diagnostic tool to
evaluate patients with a suspected synovial hemangioma.
Angiography should also be part of the diagnostic
approach as it can identify feeder vessels and offers the

Figure 4 Photomicrograph of the tumour, which is composed 
mainly of cavernous blood vessels. Higher magnification shows the 
tumour tissue containing irregular large cavities (C) filled with blood 
and separated by thin walls (W).
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possibility of embolisation in the same setting. Several
treatment methods have been proposed but in our opin-
ion the treatment of choice is surgical excision; if the
tumour is pedunculated and intra-articular, arthroscopy
is the treatment of choice. If the synovial hemangioma is
an intermediate type then arthrotomy should be per-
formed. In any event, treatment should be initiated as
early as possible to reduce the risk of damage to the carti-
lage.
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patient's parents for publication of this case report and
accompanying images. A copy of the written consent is
available for review by the Editor-in-Chief of this journal.

Competing interests
The authors declare that they have no competing interests.

Authors' contributions
SZ: study concept and design, patient care, drafting the manuscript AVA: study
concept and design, patient care, data analysis, literature review, drafting and
revising the manuscript JH: study concept and design, patient care, drafting
the manuscript MH: data analysis, literature review and drafting the manuscript
PR: study concept and design, patient care, drafting the manuscript. All authors
read and approved the final manuscript and all participated in this work.

Author Details
1Department of Orthopaedic and Orthopaedic Surgery, St Vincent's Hospital, 
Seilerstätte 4, Linz, Austria, 2Department of Radiology, Hanusch Hospital, 
Vienna, Austria, 3Department of Pathology, Otto-Wagner Hospital, Vienna, 
Austria and 4Orthopaedic Hospital Gersthof, Vienna, Austria

References
1. Akgün I, Kesmezacar H, Ögüt T, Dervisoglu S: Intra-articular 

hemangioma of the knee.  Arthroscopy 2003, 19:17.
2. Durieux S, Brugieres P, Voisin MC, Goutallier D, Larget-Piet B, Chevalier X: 

Radiologic vignette.  Arthritis & Rheumatism 1995, 38:559-564.
3. Cotten A, Flipo RM, Herbaux B, Jacobs JE, Wayne Lee F: Hemangioma of 

the knee joint.  Journal of Bone and Joint Surgery 1949, 31:831-836.
4. Linson MA, Posner IP: Synovial hemangioma as a cause of recurrent 

knee effusions.  JAMA 1979, 242:2214-2215.
5. Winzenberg T, Ma D, Taplin P, Parker A, Jones G: Synovial hemangioma of 

the knee: a case report.  Clin Rheumatol 2006, 25:753-755.
6. Suh JT, Cheon SJ, Choi SJ: Synovial hemangioma of the knee.  

Arthroscopy 2003, 19:1-4.
7. Resnick D, Oliphant M: Hemophilia-like arthropathy of the knee 

associated with cutaneous and synovial hemangiomas. Report of 3 
cases and review of the literature.  Radiology 1975, 114:323-326.

8. Gougeon F, Lecomte-Houcke M, Chastanet P: Synovial haemangioma of 
the knee: a frequently misdiagnosed lesion.  Skeletal Radiol 1995, 
24:257-261.

9. Ramseier LE, Exner GU: Arthropathy of the knee joint caused by synovial 
hemangioma.  J Pediatr Orthop 2004, 24:83-86.

10. Narvaez JA, Narvaez J, Agiulera C, De Lama E, Portabella F: MR imaging of 
synovial tumors and tumor-like lesions.  Eur Radiol 2001, 11:2549-2560.

11. Greenspan A, McGahan JP, Vogelsang P, Szabo RM: Imaging strategies in 
the evaluation of soft-tissue hemangiomas of the extremities: 
correlation of the findings of plain radiography, angiography, CT, MRI, 
and ultrasonography in 12 histologically proven cases.  Skeletal Radiol 
1992, 21:11-18.

12. Juhl M, Krebs B: Arthroscopy and synovial hemangioma or giant cell 
tumor of the knee.  Arch Orthop Trauma Surg 1989, 108:250-252.

13. Forrest J, Staple TW: Synovial hemangioma of the knee. Demonstration 
by arthrography and arteriography.  AJR Am J Roentgenol 1971, 
112:512-516.

14. Moon NF: Synovial hemangioma of the knee joint. A review of 
previously reported cases and inclusion of two new cases.  Clin Orthop 
1973, 90:183-190.

15. Schreiner C, Schleberger R: Das synoviale Hämangiom als seltene 
Differentialdiagnose des juvenilen Hämarthros. Therapie durch 
Laserablation.  Chirurg 1995, 66:1272-1274.

16. Meislin RJ, Parisien JS: Arthroscopic excision of synovial hemangioma of 
the knee.  Arthroscopy 1990, 6:64-67.

doi: 10.1186/1752-1947-4-105
Cite this article as: Vakil-Adli et al., Synovial hemangioma of the knee joint in 
a 12-year-old boy: a case report Journal of Medical Case Reports 2010, 4:105

Received: 29 December 2007 Accepted: 12 April 2010 
Published: 12 April 2010
This article is available from: http://www.jmedicalcasereports.com/content/4/1/105© 2010 Vakil-Adli et al; licensee BioMed Central Ltd. This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.Journal of Medical Case Reports 2010, 4:105

http://www.jmedicalcasereports.com/content/4/1/105
http://creativecommons.org/licenses/by/2.0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=490811
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16247588
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=14673413
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=1110996
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=7644936
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=14676540
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11734958
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=1546331
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=2774880
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=4689118
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8582175
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=2310454

	Abstract
	Introduction
	Case presentation
	Conclusion

	Introduction
	Case presentation
	Discussion
	Conclusion
	Consent
	Competing interests
	Authors' contributions
	Author Details
	References

