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ABSTRACT
Aim: To present a case of recurrence of giant cell tumor of the
tendon sheath (GCT TS) and its management.
Background: The GCT TS is a solitary benign soft tissue tumor
of the limbs. It usually appears as an enlarging painless mass
and has a synovial origin. The GCT TS is approximately 1.6%
of all soft tissue tumors. The GCT TS of tibialis posterior is very
rare, and recurrence has not been reported.
Case report: A 21-year-old male patient presents with
complaint of swelling over right ankle since 3 years. Patient
was operated for swelling 10 years back, and histological
examination revealed GCT TS. Patient was asymptomatic
for 3 years after operation and then developed swelling since last
3 years. On local examination, hypertrophic scar mark 1 × 4 cm
was present at right medial malleolus. Ultrasonography of right
medial malleolus and magnetic resonance imaging were done
for further evaluation. Under spinal anesthesia and tourniquet
control, medial approach was taken extending from 7 cm above
the medial malleolus posterior to the tibia up to the talar head.
Tissue was cleared and was sent for histopathology, which
confirmed the diagnosis of GCT TS. Patient is on regular
follow-up since then, and there has not been any recurrence.
Conclusion: Though rare, recurrence of GCT TS can occur,
and it should be properly investigated and completely excised.
Clinical significance: Though recurrence of GCT TS is rarely
reported, it needs to be dealt with a high index of suspicion and
treated aggressively.
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INTRODUCTION
Giant cell tumor of the tendon sheath (nodular tenosynovitis, localized villonodular synovitis, fibrous
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histiocytoma of the synovium; GCT TS) is a solitary benign soft tissue tumor of the limbs.1-3 It usually appears
as an enlarging painless mass and has a synovial origin.4
The GCT TS is approximately 1.6% of all soft tissue
tumors. An overall incidence is 1 in 50,000 individuals is
seen, and usually affects people between 30 and 50 years;
it is more often seen in women. Female-to-male ratio is
3:210.5 The most frequent tumor is in the hand (exceeded
in that location only by ganglion cyst), especially the
fingers – the index finger (29.7%) followed by the thumb
(12.9%), the long (24.6%), the ring (16.8%), and then the
little (16%) fingers.6 Giant cell tumor of tibialis posterior
is very rare and recurrence has not been reported. Tumor
usually surrounds a nearby tendon or more rarely the
neurovascular bundles.

CASE REPORT
A 21-year-old male patient with complaint of swelling
over right ankle since 3 years was involved. Patient was
asymptomatic 10 years back when he had history of
trauma on his medial side of ankle. Pain was acute in onset
and progressive in nature with severe intensity associated
with swelling in right ankle. Histopathology reporting
was done during his first surgery, which revealed giant
cell tumor of tibialis posterior tendon. He was operated
for swelling over right ankle 6 years ago. He was asymptomatic for 3 years after operation, and then developed
swelling the last year. On local examination, hypertrophic
scar mark 1 × 4 cm was present at right medial malleolus.
Swelling, at present, was 2 × 3 cm in size, which was reducible, mobile, and nontender. Patient did not have any
other swelling elsewhere in the body. Plain X-ray of ankle
anteroposterior and lateral was done (Figs 1A and B),
and ultrasound of the local part gave a differential diagnoses as chronic granulomatous tenosynovitis and
giant cell tumor of tendon. Magnetic resonance imaging
was done for confirmation (Figs 2A and B). Under spinal
anesthesia and tourniquet control, medial approach was
taken extending from 7 cm above the medial malleolus
posterior to the tibia upto the talar head. Soft tissue dissection was done. A bunch of grape-like pale yellow
mass were seen, which were originating from the ankle
joint and was involving the tibialis posterior tendon. A
thorough debulking was done and the tendon was freed.
Neurovascular structures were inspected and were free
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Figs 1A and B: X-ray: (A) Anteroposterior; and (B) lateral view
of the ankle

from any involvement. The extent of the masses was up
to 7 cm above the calcaneum proximally and up to the
navicular distally, which was cleared. Thorough wash
was given. Ankle mobility was checked and wound
was closed. The tissue was sent for histopathology,
which confirmed the diagnosis of GCT TS (Figs 3A, B
and 4). Stitches were removed on 12th day and healed
without any complication. Patient is on regular follow-up
since then, and there has not been any recurrence.

DISCUSSION
The GCT TS is a benign tumor of uncertain pathogenesis. It was first described in the international literature

A

by Jaffe et al in 1941.7 The GCT TS is also known as the
localized form of the pigmented villonodular synovitis
(PVNS). Both entities have the same histologic features,
and they are classified as “fibrohistiocytic tumors” in the
World Health Organization (WHO) classification system
for bone and soft tissue tumors of 2013. The WHO nomenclature describes the tumor as GCT TS for pigmented
villonodular tenosynovitis or pigmented villonodular
bursitis, diffuse variety of giant cell tumor for the diffuse intra-articular form of PVNS.8 The localized form
can arise in or extrinsic to a joint, and the diffuse form
predominantly originates outside the joint. The GCT TS
appears as a rubbery, multinodular, well-encapsulated,
brown, orange, or yellow mass; the color depends on
the proportion of foam cells and degree of hemosiderin
deposition. Collagenous capsule surrounds the lesion.
Patients may report a history of trauma to the affected
area, for which there is a debate on whether the tumor
is a true neoplasm or a pseudoneoplastic inflammatory
response to soft tissue trauma. The tumor usually surrounds a nearby tendon or more rarely the neurovascular
bundles. It is thought that tumor arises from synovial
cell of tendon sheath, joint, or bursa. The GCT TS grows
outward from tendon sheath, whereas PVNS grows
inward from synovial lining into joint.7 According to
some authors, the typical site is volar aspect of hand
and finger, most commonly at the metatarsophalangeal
joint. Dorsal location is rare. Feet are the second most
common site and seen in 3 to 10% – most commonly, fore
foot, especially the great toe. Less common sites include

B
Figs 2A and B: Magnetic resonance imaging of the ankle: (A) Coronal, sagittal; and (B) axial sections demonstrating
the recurrence pathology
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Figs 3A and B: Histopathology slides under microscope demonstrating tumor recurrence

Fig. 4: Histopathological reporting of the tissue

extra-articular areas around the large joints, such as knee,
wrist, ankle, and spine.9 The GCT TS is histologically
similar to PVNS. Both lesions are characterized by the
deposition of hemosiderin, and there are usually numerous macrophages, including foamy macrophages and
scattered macrophage polykaryons. The pathogenesis is
uncertain. They are mostly small in size (average tumor
size, 2.0 cm), albeit lesions of greater size may be found in
the large joints. They are usually well-circumscribed and
typically lobulated.10 Due to pressure effects, this tumor
can cause erosions. They have been observed in 9 to 25%
of cases, and they usually manifest as small cortical defects. Neurological symptoms are not a common feature of
GCT TS. So, if there is pain or neurogenic symptoms with
a solitary lesion of the limb, a nerve sheath tumor or soft
tissue sarcoma should be suspected in the differential
diagnosis.11 Tumors are superficial lesions usually located
within the first centimeter of the field-of-view; the first
method to diagnose GCT TS could be ultrasound due to
its high resolution for small structures, such as tendons
and ligaments. It can detect whether tumor is solid or

cystic, and provide information about the tumor vascularity, size, and its relation to the surrounding tissue.
Close contact with the tendon sheath or joint does make
this tumor a primary consideration when diagnosing
soft tissue mass near a tendon sheath or a joint.12 In the
differential diagnosis, we should think about giant cell
tumor of soft tissue and giant cell tumor of bone. These
tumors may be differentiated by the presence of necrosis,
metaplastic bone formation, and aneurysmal bone cystlike areas, and their typical location is at the back, thigh,
and shoulder.13,14 Differential diagnosis also includes
ganglion cyst, a desmoid tumor lipoma, malignant fibrous
histiocytoma, synovial sarcoma, and other soft tissue
tumors. Ganglion cysts can be differentiated from GCT
by ultrasound. Aneuploid cells have been noted by deoxy
ribonucleic acid flow cytometry in a significant number
of cases.10 Grover et al,15 in a study of 52 cases of GCT TS
of the hand investigated the expression of nm23 using
immune histochemical techniques on paraffin sections.
Absence of this gene in 21% of these tumors was found
to correlate strongly with a statistically significant risk
of local recurrence. Clonal abnormalities, including a
translocation involving chromosomes 1, 2, and 16, have
also been noted in GCT TS.3,16,17 Patient has been on
follow-up for 1 year; no recurrence has been noted. We
are presenting this case as it is a rare site, and recurrence
has not been reported.

CONCLUSION
Though rarely reported of recurrence of GCT TS, it
needs to be dealt with high index of suspicion and
treated aggressively.
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