SELF ASSESSMENT QUIZ

Asymptomatic solitary nodule on palmar surface of the right hand
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A 40-year old Egyptian male patient presented On physical examination, there was a solitary,
with skin lesion in the palm of right hand since subcutaneous brownish nodule with in palm of
2 years. The lesion had a gradual onset and slow- right hand (Fig. 1 A, B). There was no tenderness
ly progressive course. There were no associated or pain on palpation. The nodule was firm in con-
symptoms such as pain, tenderness and limita- sistency and not attached to underlying structures.
tion of movement of the right hand. There was no Routine laboratory investigations including CBC,
previous history of similar lesions or other skin blood sugar, hepatic and renal profile revealed
problems. The patient did not complain of any no abnormal findings. X-ray on the right hand
systemic illness and there was no family history showed no attachment of the lesion to underly-

of similar lesions. ing bones. Total excisional biopsy was performed

Fig. 1A Solitary reddish, Brownish nodule in palmar surface of  Fig. 2A. Multinodular dermal mass surrounded with

right hand. fibrocollagenous capsule.
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Fig. 2B. (High power) Dermal tumor mass formed of epithelioid

cells, foamy cells, spindle shaped cells and osteoclast like giant

Fig. 1B Closeup cells.
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for removal of the tumor and histological analy-
sis revealed exophytic nodule with encapsulated
dermal mass formed of epitheliod cells, spindle
shaped cells, foamy histiocytes and eosteoclast
like giant cells. There was no residual pathology
beneath the excised lesion (Fig. 2 A, B)

What is the clinical diagnosis?
1. Ganglion.

2. Dermatofibroma.

3. Epidermiod cyst.

4. Eccrine adenoma.

DIAGNOSIS

Giant tumor of tendon sheath

DISCUSSION

Giant cell tumor of the tendon sheath (GCTTS)
was first described by Chassaignac in 1852 as
fibrous xanthoma and has since been referred to
by multiple names, including localized nodular
tenosynovitis, pigmented villonodular prolifera-
tive synovitis, sclerosing hemangioma, benign
synovioma, proliferative synovitis, xanthoma,
xanthogranuloma, xanthosarcoma, myeloid endo-
thelioma, fibrohemosideric sarcoma, giant cell fi-
brohemangioma, pigmented villonodular tenosy-
novitis, fibroma, myeloma, myeloxanthoma, and
fibrous histiocytoma.'” Giant cell tumor of the
tendon sheath (GCTTYS) is the most common be-
nign tumor of the hand after ganglion cysts.' The
large range of nomenclature indicates disagree-
ment as to the etiology of giant cell tumors. The
prevailing divergence is between a neoplastic'*¢
and inflammatory origin'®'? of the tumor, with
numerous studies presenting confirmation for the
etiology of GCTTS.
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In spite of undetermined etiology, the clinical
presentation, diagnosis, and surgical treatment of
GCTTS are described. The tumor is most com-
monly diagnosed in the fourth and fifth decades
of life (range, 4-82 years),"*!* females(64.3% ) are
more affected than male.>*"5 Although GCTTS
most commonly presents in a digit of the hand, it
may also present in the palm,"'¢ wrist,>!” foot,”!313
knee,”!*!¥ ankle,'* elbow,'* or hip.? Macroscopi-
cally, GCTTS is a multilobular and generally
well-circumscribed tumor. It may be partially or
completely encapsulated and may have extensions
and/or satellite lesions connected by as little as a
few strands of fibrous tissue.*'> Coloration varies
from gray to yellow-orange with some brownish
areas, depending on the amounts of hemosiderin,
collagen, and histiocytes present in the tumor.'
Microscopically, giant cell tumor consisted of 4
main cell types, namely the principal synovial
cell, multinucleated giant cell, foam cell, and his-
tiocyte-like cell.' These cells are surrounded with
a fibrous collagenous stroma, form synovial-lined
spaces, and are often surrounded by a thin, fibrous
septae.®!313

The most common sites for Giant cell tumor of
the tendon sheath are distal interphalangeal (DIP)
joint*!>!* and the proximal phalanx.>***** Some
studies explored a link with rheumatoid arthritis, '
while others describe an association with osteo-
arthritis;>* however, these findings are not con-
clusive and furthur randomized studies with large
number of patients are required to evaluate the
link between GCTTS and rheumatoid arthritis in
addition to osteoarthritis .

Giant cell tumor of the tendon sheath appears as
solitary, firm, non-tender, none fluctuant nodule

in a digit of the hand. The most common occur-
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rence is in the index finger (26%), followed by
the long finger, thumb, ring finger, and small fin-
ger, respectively. The tumor is predominantly pal-
mar,' 16192023 although Jones et al* and Ushijima
et al”® reported dorsal tumors to be more preva-
lent. Because of the slow-growing nature of the
tumor, patients present an average of 6 months to
2.5 years after the initial onset of symptoms.5*
Our case was in palmar surface of right hand.
Clinical diagnosis of GCTTS is common espe-
cially for palmar and digital tumor; however, giant
cell tumor may be misdiagnosed or left without
definitive diagnosis until intraoperative findings
are available. For example, Monaghan reports a
provisional diagnosis of GCTTS in only 4.2% of
71 affected patients, with the remainder of tumors
diagnosed as ganglion or epidermoid cyst."® In
less extreme cases, 41.5%,” 87.5%,% and 92%!'° of
tumors were diagnosed as GCTTS preoperatively.
Radiographic features for GCTTS are not specif-
ic.® Roentgenographic findings indicate a soft tis-
sue mass in the majority of cases; however, Reilly
et al* reported normal findings in 32% of patients.
Ultrasonography shows a solid, homogeneous,
hypoechoic mass generally in relation to the flex-
or tendons of the fingers, with increased vascu-
larity on Doppler studies.'” Magnetic resonance
imaging reveals decreased signal intensity on T1-
and T2-weighted images.® A preoperative patho-
logical diagnosis can be made using fine-needle
aspiration biopsy.** Although radiography cannot
be used to make a definitive diagnosis, it is useful
in showing bony erosion and is widely available.
Magnetic resonance imaging is the most defini-
tive imaging study.**

Surgical excision is the most effective method for

treatment for giant cell tumor. Care must be taken
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to preserve the flexor tendons, extensor tendons,
digital arteries, and nerves if possible. Because of
the usual presence of a pseudocapsule, the tumor
can often be removed en bloc. All surrounding
tissues should be examined for satellite lesions,
and such lesions and connections to these lesions
should be excised. Rather than opening the entire
site, satellite lesions can often be removed using
a teasing technique," which utilizes gentle, slow
dissection. If erosion of the bone has occurred,
curettage to remove the cortical shell is advised.?
Flexor and extensor tendons invaded by the tumor
should be repaired. GCTTS usually recurs after
excision, with rates of up to 44% being reported.
Exsicion of the tumor with margin included is rec-
ommended to prevent the recurrence of tumor.

Recurrence of giant tumor of tendon sheath can
be prevented by radiotherapy that acting as an ad-
juvant therapy to prevent the recurrence. Previous
studies observed marked reduction in recurrence

rates with the use of radiotherapy after surgery.'®*
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