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Tenosynovial Giant Cell Tumor of Finger, Localized type

: A Case Report

tissue is the treatment of choice in this tumor.
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INTRODUCTION

Tenosynovial giant cell tumor is a rare tumor of the
hand. This tumor was first described by Chassaignac (1),
and then has been designated by others as fibrous histio-
cytoma of synovium, pigmented nodular synovitis, nod-
ular tenosynovitis, ot benign giant cell synovioma. Clin-
ically, two major forms are found, a localized nodular and
a diffuse villous form. The nodular form preferentially
affects tendon sheaths, wheteas the diffuse villous form
is mostly a lesion of joints, especially of the knee.

Only two cases of localized tenosynovial giant cell
tumor found in knee joint (2) have been published in
Kotean literatures although many repotts of tenosynovial
glant cell tumor have been published in the literature.
This is the first domestic report of this tumor found in
the finger of Koreans. As these finger lesions frequently
manifest themselves as dermal or subcutaneous nodules
without obvious connection to tendons, we should be
acquainted with this condition. As representing a typical
case of tenosynovial giant cell tumor on the finger, we
feel that a clinical, histological and therapeutic descrip-
tion of a case might contribute to the acquaintance of
plastic ot orthopedic surgeons.

CASE REPORT

A 31-year-old man was admitted to the plastic surgety
department with a mass located in the volar part of distal

The authors report a typical case of tenosynovial giant cell tumor of the right
middle finger of a 31-year-old man. Histologically, this tumor is characterized
by a discrete proliferation of rounded synovial-like cells accompanied by a
variable number of multinucleated giant cells, inflammatory cells, and xanthoma
cells. Clinicopathologically, this tumor is a benign lesion that nonetheless pos-
sesses a capacity for local recurrence. Local excision with a small cuff of normal
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phalanx of the right middle finger which was first dis-
covered two months ago. Physical examination revealed
a pea-sized, rubbery hard, nontender, movable, deep-
seated nodule. No distinct connection to the distal intet-
phalangeal joint was noted. Following xanthoma, mucus
cyst of the finger, gout tophus and rheumatic nodule as

682

Fig. 1. Localized tenosynovial giant cell tumor located on the
volar part of distal phalanx of the right middle finger. Lobulated
mass is adjacent to tendon sheath. It is a brownish yellow, 0.6 X
0.5%0.3 cm sized, encapsulated mass.



Tenosynovial Giant Cell Tumor

differential diagnosis, a presumptive diagnosis of tenosyn-
ovial giant cell tumor was made.

The mass was removed under local anesthesia. Grossly,
it was a brown-yellow, 0.6 X0.5X0.3 cm-sized, adherent
to tendon sheath, encapsulated and lobulated mass (Fig.
1). Histological examination tevealed a highly cellular
proliferation within a distinctly hyalinized collagenous
stroma. Two majot cell types were easily recognized; the
great majority being small, round ot polygonal cells with
amphophilic cytoplasm. The cells closely resembled syn-
ovial cells. In areas mote fusiform-like cells wetre seen.
These mononuclear cells were loosely arranged or form-
ing sheets. This tumor displayed no signs of malignancy,
but rare mitosis and a certain degree of pleomorphism
were seen. Several multinucleated giant cells wete scat-
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Fig. 2. A: Histological section shows groups of small cells,
intermingled with multinucleated giant cells and intersected by
a fibrous, hyalinized stroma (H&E, % 40). B: High magnification
of boxed area of Fig. 2A. Small round or polygonal cells and
multinucleated giant cells with abundant cytoplasm with clus-
ters of nuclei (arrowhead) are shown. Note the slight degree
of nuclear polymorphism with the thick nuclear membrane and
clumping of the spare chromatin (arrow) (H&E, x400). C: The
mononuclear cells of the numerous group are positive for
vimentin. The cytoplasm of vimentin-positive cells is brownish
yellow (H&E, x200).

tered among these mononuclear cells. These giant cells
revealed a distinctly amphophilic and abundant cyto-
plasm with clusters of nuclei (up to 15), mostly located
in the center (Fig. 2A-B). The mononuclear cells of the
fumerous group were positive for vimentin on immuno-
histochemical study (Fig. 2C). The patient was followed
up for six months and no recurrence was observed.

DISCUSSION

Tenosynovial giant cell tumor may occur at any age,
but it is most common between the ages of 30 and 50
years. The annual incidence of this tumor is 9.2 per
million in Caucasian and Blacks, however, there is no



684

epidemiologic study of Asians. For Koteans, only two
cases of this tumor observed in the knee joint have been
reported (3). The sex ratio is skewed toward females (4-
6). This tumor occurs predominantly in the hand. Less
common sites include the feet, ankles, and knees. Finger
lesions ate typically located adjacent to the interphalan-
geal joint (4). Jaffe et al. originally commented on the
preferential location of the tumors for the flexor surface
(7), yet subsequent studies have shown that the lesions
may be mote evenly distributed between flexor and ex-
tensot tendons (4). Our case was typical for this clinical
characteristic of this tumot. The tumots develop gradu-
ally over a long petiod. The patient complains of a pain-
less mass in almost every instance. The tumor is usually
firm, lobulated, and nontender. The masses ate somewhat
fixed to the undetlying structures. Radiographic studies
usually document a circumscribed soft tissue mass in
about half of the patients and occasionally various degen-
erative changes of adjacent joint. In only a small portion
of patients, however, does cottical erosion of bone occur
(4, 8). This was due to tumor applying pressute. At opet-
ation, the tumorts are found to be adherent to tendon
sheath ot joint capsule, or both, in every instance. In our
case, the mass revealed as a firm, nontender, deep-seated
nodule adherent to tendon sheath. As to the nature of
this tumot, most authors nowadays agree with the inter-
pretation of Jaffe et al. (7). They considered this tumor
as a benign hyperplastic lesion of synovial origin (4).
Eisenstein studied two cases of this tumor by electron
mictoscopy. His findings suppotted the interpretation
that this tumor is a hyperplastic lesion of synovial otigin
(9). On immunohistochemical study using vimentin, PG-
M1, KP1, LCA and HHF35, Cavaliere et al. suggested
synovial cell origin for this tumor (10). But, in recent
years, both enzymatic and cell studies have supported the
hypothesis that the cells are most closely related to mon-
ocytes and macrophages (3). The origin of this tumor is
still not clear. Also, we tried immunohistochemical study
for vimentin. On our study, mononuclear cells of the nu-
merous groups were positive for vimentin (Fig. 2C).
In most reports, recurrence occurs in about 10% to
20% (3, 4). Wright (6) repotted a recurrence rate of 44%
and indicated that extended follow-up data of outpatients
account for the higher rate. Recurrence seems to develop
mote often in very cellular lesions with increased mitosis
(6) and in patients who have simple enucleations, since
mictoscopic residua are invatiably left behind at the deep
margin. In spite of this strong tendency to tecur after
excision, these tumots never seem to metastasize (6).
Local excision with a small cuff of normal tissue is usually
considered adequate therapy. Unless, however, the local
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excision is reasonably wide and carried out with some
knowledge of the natute of the tumor and its probable
deep attachments, tecutrence is by no means unlikely.
All cases, especially those where the tumor is of the more
cellular type, should certainly be followed up for at least
six months, since the majotity of tecutrences develop
within this petiod. If the tumor recuts, it should be ex-
cised in its eatly stage, as its development is likely to
be progressive and amputation may eventually be neces-
sary.

If there is a small, round mass of flexor or extensor
sutface of the hand, we should suspect tenosynovial giant
cell tumor as well as ganglion, inclusion cyst, mucus cyst
and glomus tumor and approach it like its acquaintance.
After excision of this tumor, a long-tetm follow up
should be done to detect recurrent tumor and eatly local
excision should be made in cases of tecutrence.
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