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RESUME

Background. Tenosynovial giant cell tumor is a rare benign disease that primarily af-
fects the synovium and tendon sheath. Its prevalence is 30.3 cases per million people
per year. Surgery remains the primary treatment for tenosynovial giant cell tumor. Tu-
mor excision is the gold standard of treatment; however, along with the tumor, com-
promised areas of the tendon sheath, capsule, and ligamentous apparatus should
be excised, which can cause joint dysfunction. Therefore, careful preoperative planning
is essential for tenosynovial giant cell tumor. This includes not only determining the ex-
tent of tumor resection but also reconstructing the ligamentous component to restore
range of motion and preserve the function of the operated joint.

The aim. To present a clinical case of surgical treatment of tenosynovial giant cell tu-
mor with simultaneous resection of the tumor and additional stabilization of the ankle
joint using the Brostrom — Gould technique.

Materials and methods. 65-year-old woman was admitted with a diagnosis of teno-
synovial giant cell tumor of the left ankle, grade Il osteoarthritis of the left ankle, and re-
gional osteoporosis. After thorough preoperative preparation, the patient underwent
surgical treatment: excision of the tumor and ligament reconstruction of the ankle.
Conclusion. In our clinical case, the tumor was completely removed, and the surgery
was carried out along with ankle stabilization. Over a one-year follow-up, the patient
has shown no signs of tumor recurrence, and ankle function and ability to work have
been fully restored.
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instability
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PE3IOME

AKkmyaneHocmes. TeHOCUHOBUA/IbHAS 2U2AHMOK/IEMOYHAS 0NYX0J1b — 3MO pedKoe
dobpokayecmeeHHoe 3ab01e8aHuUe, KOMopoe 8 nepsyto oyepeds Nopaxdem CUHO-
8UA/IbHYI0 060JI0HKY CYyCMABO8 U CyXOXUIbHbIX 8/1a2dnuly. PacnpocmpaHéHHocmes
3a6onesaHus cocmasssgem 30,3 Ha 1 MJIH Yenosek 8 200. OCHOB8HbIM MemMoOOM Jie-
YeHUA MeHOCUHOBUA/IbHOU 2U2aHMOKIEMOYHOU ONyXo/iu 0ocmaémcs xupypau4e-
CKOe sMewamesibCmaeo. MicceueHue onyxosie8UOH020 06pA308aHUSA 8/19emcs 30/10-
MmbIM CMAHOapmMom siedeHus, 0OHAKO BMecme C ONYX0J1bl0 HEOBX0OUMO UCceKams
CKOMNPOMemuUupOBAHHbIe yUdCMKU CyXOXUJTbHbIX 8/1a2aJ1UL, KANCYJTbl CBA30YHO20
annapama, Ymo Moxem npugoouUmMe K HapyuweHuto yHKyuu cycmasa. Takum o6-
pa3oM, npu MeHOCUHOBUAIbHOU 2U2AHMOKIEMOYHOU 0nyxosu Heo6xo0UMo muya-
mesibHoe npedonepayuoHHOe NJIaHUPOBAHUE, KOmMopoe 8Kjloydaem He MOJbKO
onpedesnieHue 06BEMa pe3eKyuu onyxosu, HO U PeKOHCMPYKUUIO CB8304YHO20 KOM-
noHeHMa 0719 80CCMAHOBJIEHUA 06BEMA 08UXeHUU U COXpaHeHUs yHKYUU Nnpoo-
nepupos8aHHo20 cycmasa.

Lens. MpodeMoHCMpupo8amMe KIUHUYECKOe HabI00eHUe XUpyp2UuyecKo20 JleyeHus
MeHOCUHOBUAbHOU 2U2dHMOKIeMOoYHOU onyxosiu ¢ 0OHOMOMeHMHoOU pesekyueli
onyxosiesU0H020 06pa30eaHuA u 0onosHUMesbHoU cmabuausayuel 20/eHocmon-
Hozo cycmasa no Brostrom - Gould.

Mamepuanel u memoosl. XKeHwuHa 65 1em nocmynusaa ¢ OuUd2HO30M: MeHOCU-
HOBUA/IbHAA 2U2dHMOKJ/IEMOYHAA ONYXOJb J1Ie8020 2071eHOCMONHO20 Cycmasd,
0Ccmeoapmpo3 j1e8020 2071eHOCMonHo2o0 cycmasa Il cmenexu. Mocne mwamers-
Holi npedonepayuoHHOU N0020MOBKU nAyueHmMKe 8bINOJIHeHO onepamueHoe Jje-
yeHue — ucceyeHue oNyxoaesudOH020 06pa308aHus, NIACMUKA C8A30K 20/1eHOCMON-
Ho2o cycmasa.

3aknoyeHue. B Hawem KIUHUYECKOM CJlyyde onyxosiesudHoe obpazosaHue 6bi10
y0dsieHO NOJIHOCMbIO, ohepamusHoe nocobue 6bl10 donosiHeHo cmabunusayuel
20/1eHOCMONHO20 Cycmaed. 3a 200 Hab/IlOeHUsA y NAYUeHMKU omcymcmayilom npu-
3HAKU peyuousd onyxoJu, NOJIHOCMbIO 80CCMAHOBJIeHbI (hyHKUUS 20/1eHOCIMONHO20
cycmasa u mpyoocnocobHocme.

Kntoueanie cnoea: HoOy s pHbIU MEHOCUHOBUM, MeHOCUHOBUATbHbIE 2U2AHMOKJIe-
MOYHbIE ONYXOJIU, 20/IeHOCMONHLIU Cycmas, HecmMabulbHOCMb 20/1IeHOCMONHO20
cycmaga

Ana yntuposanma: Kyknun N.A., Menbwosa [.B., Yconbues W.B., Tuwkos H.B., Yenyp-
Hbix E.E. TeHocrHOBManbHaA rMraHTOKNETOUYHAA OMyXOJb TFONEHOCTOMHOro CycTaBa:
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Tenosynovial giant cell tumor (also known as nod-
ular tenosynovitis or pigmented villonodular tenosy-
novitis) is a benign synovial tumor that affects joints,
tendon sheaths, and joint capsules [1, 2]. This neo-
plasm has a tendency to grow progressively and can
cause pressure on the surrounding soft tissues, leading
to edema, pain, and restricted joint function. As a re-
sult, the quality of life of patients can be significantly
reduced, limiting their daily activities [3]. The preva-
lence of the disease is 30.3 cases per million people
per year, with a peak incidence occurring between
the ages of 30 and 50 years. The knee joint is the most
common site of occurrence, accounting for 64 % of cas-
es, followed by the ankle (14 %), hip (10 %), foot (5 %),
and shoulder (1 %) [4, 5]. Macroscopically, tenosyno-
vial giant cell tumors appear as well-defined nodular
masses that can range in color from dark red to light
brown or yellow. Surgery remains the primary treat-
ment. However, treatment guidelines have not been
established based on the results of large-scale studies
or high-quality evidence [6]. The lack of a standardized
approach to surgical management highlights the sig-
nificance of this issue. The gold standard treatment
for these tumors is excision, but along with the tumor
mass, it is also necessary to remove compromised areas
of the tendon sheath, capsule, and ligamentous struc-
tures, which can cause joint dysfunction. Therefore,
for tenosynovial giant cell tumor, careful preoperative
planning is essential. This includes not only assessing
the extent of resection required for the tumor but also
determining how to reconstruct the ligamentous com-
ponents to restore joint mobility and preserve joint
function.

AIM

To present a clinical case of surgical treatment
for a tenosynovial giant cell tumor, involving the simul-
taneous resection of the tumor-like mass and addition-
al stabilization of the ankle joint using the Brostrom-
Gould procedure.

CLINICAL CASE

Patient N., aged 65, presented to the Clini-
cal Diagnostic Department of the Irkutsk Scientific
Centre of Surgery and Traumatology, complaining
of a tumor-like mass in the area of the left ankle joint,
moderate pain, and a limited range of movement
in the ankle. Medical history: the tumor-like mass had
been bothering her since 2020. Over the four years be-
fore presentation, the tumor had been growing. Prior
to hospitalization, a histological examination revealed
a tenosynovial giant cell tumor of the ankle (nodular
tenosynovitis).

The following diagnosis was established: M65.8
Tenosynovial giant cell tumor of the left ankle joint.
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Grade Il osteoarthritis of the left ankle. Surgical
treatment was recommended, consisting of excision
of the tumor-like mass and reconstruction of the liga-
mentous structures of the ankle via ankle joint plasty
(Fig. 1).

Surgical stages

Under sterile conditions, using spinal anesthesia,
a 15 cm zigzag incision was made on the dorsal surface
of the patient’s left ankle, exposing an 8 cm x 8 cm tu-
mor-like mass (Fig. 2).

During the dissection of the tumor-like mass
from the soft tissues, it was observed that it had diffuse-
ly infiltrated the joint capsule as well as the ligaments
of the lateral aspect of the ankle joint, including the an-
terior talofibular and calcaneofibular ligaments. Sepa-
ration was not possible, and therefore, it was decided
to remove the tumor-like mass together with the sur-
rounding tissues. As a result of these manipulations,
a wound defect was formed, with the talus serving
as the base of the wound. Additionally, lateral insta-
bility of the ankle was noted. In order to address this
instability, the surgical procedure was supplement-
ed with joint stabilization using the Brostrom-Gould
method, involving the use of the extensor retinaculum
and transosseous sutures (Fig. 3).

FIG. 1.
Tenosynovial giant cell tumor of the ankle joint

FIG. 2.
Isolation of a tumor-like formation from soft tissues



Hemostasis was achieved during the surgical pro-
cedure, and the wound was closed in layers. A ster-
ile dressing was applied, and plaster immobilization
was applied to the plantar surface of the left foot,
from the tips of the toes to the mid-portion of the low-
er leg.

Postoperative histological analysis (Fig. 4) con-
firmed the preoperative diagnosis of a localized teno-
synovial giant cell tumor.

The postoperative period was uncomplicated.
Plaster immobilization continued for 6 weeks. Follow-
ing immobilization, the patient started performing
therapeutic exercises for the ankle joint. At 12 months
following surgery, the patient reported no complaints
and her condition was considered satisfactory. She
leads an active lifestyle and participates in sports ac-
tivities. During a follow-up examination, a full range
of motion was observed in the ankle joint and no ev-
idence of tumor recurrence was identified. Dynamic
follow-up is ongoing (Fig. 5).

DISCUSSION

Tenosynovial giant cell tumor is a rare benign,
but locally aggressive disease that primarily affects
the synovial membrane of joints and tendon sheaths.
There are two main types of tenosynovial giant cell
tumor: diffuse and localized. The diffuse type is char-
acterized by infiltrative involvement of the synovial
membrane, while the localized form presents as a nod-
ule within a joint [7]. For the localized type of tumor,
complete resection of the tumor is recommended.
For the diffuse type, incomplete resection or local re-
currence may require additional treatment, such as ra-
diotherapy and cryotherapy. The clinical course is often
unpredictable and local recurrences can occur. In 2017,
Fraser E.J. et al. conducted a literature review of 131
cases of tenosynovial giant cell tumor and report-
ed on treatment outcomes. The local recurrence rate
for ankle joint involvement was 19.7 %, and for foot
involvement, it was 12.5 % [6]. The ankle joint is a more
complex anatomical structure, as it contains numerous
ligaments and tendon sheaths. In the case of tenosyno-
vial giant cell tumors of the foot and ankle, open sur-
gical intervention is typically used, while arthroscopic
resection is rarely used and can be technically chal-
lenging and, depending on the location and extent
of the tumor, may not be promising [7]. Fraser E.J.
et al. (2017) sought to provide recommendations
for possible surgical treatments based on the available
evidence. As a result, open synovectomy was given
a grade C recommendation [8]. Scheele C. et al. (2025)
conducted a retrospective study on 34 patients who
had undergone surgical treatment for tenosynovial gi-
ant cell tumors of the foot and ankle. Of these patients,
33 underwent open surgery. In 95.2 % of localized cas-
es, a macroscopically complete tumor resection was
achieved [9].
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It is worth noting that, with progressive growth,
a tumor can infiltrate the ligaments and joint cap-
sule. In such cases, separating the tumor from healthy
tissues may not be possible. In our clinical case,

FIG. 3.
Brostrom — Gould ankle ligament plasty

FIG. 4.
External view of the removed tenosynovial giant cell tumor

FIG. 5.
Function of the ankle joint after surgery



the tumor had diffusely infiltrated the joint capsule,
as well as the ligaments on the lateral side of the an-
kle joint, requiring complete removal with surround-
ing tissues, along with additional stabilization using
the Brostrom - Gould technique.

When treating tenosynovial giant cell tumor, it is es-
sential to consider the complex anatomy of the foot
and ankle, as well as the proximity of neurovascular
structures. Surgeons must be prepared to reconstruct
the ligaments simultaneously in order to restore ankle
function.

CONCLUSION

Tenosynovial giant cell tumors of the ankle joint
region can lead to pain, limited mobility, and a de-
crease in quality of life for patients. Complete resec-
tion of the tumor-like mass is considered the gold
standard treatment. In this case, the tumor-like mass
was completely removed, and the surgical interven-
tion was supplemented by ankle joint stabilization
using the Brostrom-Gould technique. After one year
of follow-up, the patient showed no signs of recur-
rence and ankle joint function and mobility were fully
restored.
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