Received: 14.08.2007 / Accepted: 20.07.2011
DOI: 10.5137/1019-5149.JTN.315-07.3

Tenosynovial Giant Cell Tumor in the Cervico-
Thoracic Junction

Servikotorasik Bileskedeki Tenosinovyal Dev Hiicreli Tiimor

Ozerk OKUTAN?, Thsan SOLAROGLU?, Ozlem OZENS?, Baris SAYGILI*, Ethem BESKONAKLI*

!Medicana Konya Hospital, Department of Neurosurgery, Konya, Turkey

2Koc University, Faculty of Medicine, Department of Neurosurgery, Istanbul, Turkey

3Baskent University, Faculty of Medicine, Department of Pathology, Ankara, Turkey

“Ankara Ataturk Education and Research Hospital, Department of Neurosurgery, Ankara, Turkey

Presented in: 21. Annual Meeting of Turkish Neurosurgery Society, 20-24 April 2007, Antalya, Turkey
Correspondence address: Ozerk OKUTAN / E-mail: ozerkokutan@hotmail.com

ABSTRACT

Tenosynovial giant cell tumor (TGT) rarely arises from the posterior coloumn of the cervical spine. Most lesions of TGT involve the tendon
sheath and joint lining of the small joints of the fingers and hands, and consecutively the knee, ankles and feet, and hips. Rate of extra-articular
presentation is about 5-15% in all cases. In this report, a case with paraparesis caused by TGT in the cervico-thoracic junction is presented. The
clinical manifestations, diagnosis, and treatment of this unusual condition are discussed. In the treatment of TGT of the vertebral column, the
main aim should be total surgical excision of the tumor.
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0z
Tenosinovyal dev hiicreli timor (TDHT) nadiren servikal omurganin arka elemanlarindan nadiren kdken alir. TDHT en ¢ok el ve parmaklarin
kiciik eklemlerinin tendon kilifi ile eklem kapsuliinde ve sirasiyla diz, ayak bilegi, ayak ve kalca eklemlerinde géralir. Tim vakalarin yaklasik

% 5-15'i eklem disi yerlesimlidir. Bu raporda, parapareziye neden olan servikotorasik bileskedeki tenosinovyal dev hiicreli timdor olgusu
sunulmustur. Hastanin klinik, radyolojik ve tedavi sekli tartisiimistir. Servikal omurgadaki tenosinovyal dev hiicreli timor tedavisinde, ana

amag tiimorin total eksizyonu olmaldir.

ANAHTAR SOZCUKLER: Tenosinovyal dev hiicreli timér, Omurga, Vertebra, Tani, Tedavi

INTRODUCTION

Tenosynovial giant cell tumor is slowly progressive lesion
that arises from the bursa, synovial lining of joint spaces and
synovial membrane of the tendon sheath (2, 3, 9). About 90%
of lesions of TGT involve the small joints of the fingers and
hands, and most of the remaining 10% occur at the elbow
and knees (1, 9). In rare cases, TGT appears to arise from the
synovial membranes of the joints accessory to the vertebral
column (2, 3, 5).

In this report, a case with paraparesis caused by TGT in the
cervico-thoracic junction is presented.

CASE REPORT

A 65-year-old man presented with a 2-year history of neck
pain and progressive weakness of both lower extremities.
Neurological examination revealed paraparesis with hyper-
reflexia on the lower extremities and an inconsistent sensory
loss below the Th5 level. Laboratory investigations revealed
normal hematological and biochemical parameters. Serum
tumor markers were normal. Plain X-ray of cervical spine
showed a destructive lesion that affected the lamina and

Turkish Neurosurgery 2012, Vol: 22, No: 6, 769-771

spinous process of C7 vertebra (Figure 1). Contrast-enhanced
T1-weighted magnetic resonance (MR) image showed a
lobulated mass extending superiorly and inferiorly between
C6-Th2 vertebral levels (Figure 2).

The lesion was totally resected from the paraspinal muscles
and eroded lamina of C7 vertebra in the sitting position
under general anesthesia. The eroded lamina and attached
ligamentum flavum were also removed during the operation.
The patient was discharged with remarkable improvement of
his neurological condition on postoperative day 3.

Histological examination revealed a thin collagenous capsule
that penetrates the tumor and giving appearance of a vague
lobular pattern. The tumor was cellular and composed of
sheets of round or polygonal mononuclear cells. Cleft like
spaces and focal collections of xanthoma cells were also
present. Paucity of multinucleated giant cells and mitotic
figure was noted (Figure 3A). Immunohistochemical analysis
of the tumor cells demonstrated diffuse expression of vimentin
and focal areas of CD68 (Figure 3B). The histopathological
and immunohistochemical findings were compatible with a
diagnosis of TGT.
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Figure 3: A) Photomicrograph of the specimen showed high power view of tumor cells with a paucity of giant cells (H&E x 20).
B) Tumor cells showed diffuse vimentin staining (immunoperoxidase x 20).

At 6 months follow-up, control MRI revealed no evidence of
tumor recurrence (Figure 4).

DISCUSSION

The rate of extra-articular presentation of TGT is 5-15% (5, 8).
TGT rarely arises in the region of the axial skeleton, and up to
5.6% of cases have been noted to occur in the mobile spine
(2,5,7). Furlong et al. reported that 52% involved the cervical
spine, 29% involved the lumbar spine, and 7% involved the
thoracic spine (2). As in our case, TGT typically involved the
posterior aspects of the vertebrae, especially in the region of
the facet joints (2). Destruction and scalloping of the bone and
epidural extension were present in at least 70% of the cases
(1, 2,9). The majority of patients present with a pain localized
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to the spinal region, paresthesia, and muscle weakness. Myers
and Masi reported that on average the interval between the
onset of symptoms and the diagnosis ranges from 10 to 19
months (6). The symptoms of our patient had been present
for 24 months before surgery which suggests these tumors
grow in a slow pattern.

The best treatment for TGT is surgical removal (3, 5, 9). We
suggest that the aim of surgical removal must be gross
total excision at the first operation. Subtotal excision may
provide adequate tumor control. Most authorities agree that
early recurrence was seen when gross total excision was not
possible (2-4, 9). In addition, TGT of the spinal region has a
propensity for local recurrence. Giannini et al reported that
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Figure 4: At 6 months
post-operative, control
MRI revealed there was
no evidence of tumor’s
recurrence.

the local recurrence rate after initial gross total excision
was 18% (4). The effectiveness of radiotherapy to prevent
recurrence after initial gross total tumor excision is unclear
(2). Furlong et al suggested that radiotherapy should be
reserved for inoperable cases, thereby avoiding the potential
for radiation-induced neurological damage and the smaller
risk of post-radiation sarcoma (2). In our case, we were
able to remove the tumor totally, and we did not carry out
radiotherapy. There was no evidence of recurrence after 6
months (Figure 4).

In summary, TGT of the spine is rare and may present with
symptoms of spinal cord compression. In the treatment of
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TGT of the vertebral column, the main aim should be total
surgical excision of the tumor.
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