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Kidney in the knee?
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a b s t r a c t

Synovial giant cell tumour is typically a mono-articular disease, which affects mainly young adults, with
the highest incidence occurring in the third and fourth decades of life. It most frequently occurs on the
hand, and rarely on the ankle and knee. We present a rare case of a kidney shaped synovial giant cell
tumour of the knee joint which was successfully treated through a mini-open excision.
© 2019 International Society for Knowledge for Surgeons on Arthroscopy and Arthroplasty. Published by

Elsevier, a division of RELX India, Pvt. Ltd. All rights reserved.
Introduction

Synovial giant cell tumour is a benign neoplasm, most
frequently occurring on the hand, and rarely on the ankle and
knee.1 Around the knee, it is most commonly located in the
epiphyseal region of the long bones such as distal femur and
proximal tibia,2 both of which are intra-osseous locations. The sy-
novial giant cell tumour, an intra-articular tumour, has an esti-
mated annual incidence of 1.8 per million people, with equal
gender distribution.3,4 We present a rare case of a surgically treated
intra-articular kidney shaped giant cell tumour of the knee joint.
(see Figs. 1e11)
Case report

A 31 year old male patient presented with a history of atrau-
matic pain and swelling in his right knee since 1.5 years. There was
no history of any prodromal symptoms or fevers. There was no
palpable mass, and only a generalised effusion in the knee with
global tenderness. The rest of the clinical examination was unre-
markable with no limitation to motion and only a terminally
painful extension. The patient's Xrays were essentially normal.
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Patient underwent two synovial fluid aspirations which showed no
infective or malignant pathology. Patient was initially managed
conservatively and the pain reduced to negligible, however CRP
continued to increase and swelling persisted.

MRI of right knee joint showed moderate synovial effusionwith
large lobulated intermediate signal intensity lesion in the anterior
compartment of the knee joint posterior and inferior to the patella
and involving the patella-femoral joint extending to the anterior
aspect of tibio-femoral joint-likely synovial neoplastic lesion.

He had an USG guided aspiration of the intra-articular mass
which showed cells of low cellularity, clusters of singly lying syn-
oviocytes showing eccentrically placed round to oval nuclei and
moderate amount of cytoplasm. No signs of inflammation or
granuloma and no evidence of malignancy were seen.

An initial arthroscopic evaluation of the knee joint showed a
large adherent mass which was difficult to remove with clear
margins arthroscopically. Hence, patient then underwent a mini-
open excision of the mass through a medial para-patellar
approach where a large kidney shaped mass was found adherent
to Hoffa's fat pad with a projecting stalk to the anterior tibial
plateau. The mass was removed enbloc with clear margins.

On gross examination of the specimen, it was an irregular
greyish yellow tissue piece measuring 7� 7� 0.8 cm. The outer
surface appeared vaguely multi-nodular. Interestingly, the mass
appeared adherent to the anterior tibial plateau with a stalk, giving
the pseudo-appearance of a kidney with its ureter attached.

Cut section appeared yellowish brownwith areas of congestion.
Focal haemorrhage was also noted.
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Fig. 1. MRI of the knee joint.

Fig. 2. MRI of the knee joint.

Fig. 4. Mass being removed intra-op.
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Biopsy of the mass showed normal lining epithelium tissue with
focal hyperplasia. The sub-epithelium showed sheets of xanthoma
cells along with fibroblastic and histolytic proliferation. Many
hyalinised blood cells and multi-nucleated giant cells were seen.
Areas of hyalinisationwere seen on the surface as well as within the
lesion. No necrosis or atypical mitosis was seen. Overall features
Fig. 3. Mass being removed intra-op.

Fig. 5. Gross examination.
were of benign lesion morphologically synovial giant cell tumour/
pigmented villonodular synovitis.

Postoperatively, patient was immobilized in a knee brace and
advised nil weight bearing for 2 weeks with transition to full
weight bearing post suture removal. Knee range of motion was
initiated from day 1 along with cryotherapy and strengthening was
added from week 1 post-operatively. Patient underwent an
aggressive rehabilitation programme from week 2 onwards.

The patient has progressed in recovery postoperatively. His
Lysholm knee scores have been as follow:

2 weeks pre-op- 83/100
2 weeks post-op- 70/100
4 weeks post-op- 89/100



Fig. 6. Gross examination.

Fig. 7. Microscopic examination.

Fig. 8. Microscopic examination.

Fig. 9. Microscopic examination.

Fig. 10. Microscopic examination.

Fig. 11. Microscopic examination.
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Discussion

The etiology of giant cell tumour remains uncertain, however it
has been postulated that it may be due to a disturbance in lipid
metabolism, a benign neoplastic process, a reaction to an unknown
stimulus, and/or a response to repeated episodes of trauma or
hemarthrosis.1,4 The clinical manifestations include pain, effusion,
limitation of motion, and may also mimic that of a meniscal
lesion.4,3,1 MRI is the investigation of choice in these cases 4 and the
diagnosis is confirmed with histopathology. Arthroscopic resection
has been recommended to be the treatment of choice in the
past.1,3,4,5 The advantages of arthroscopy include faster rehabilita-
tion and the avoidance of an arthrotomy, while the disadvantages
include the potential for intra-articular spread of the disease, dif-
ficulty accessing the posterior and extra-articular locations, and
difficulty in removing thickened synovial tissue.5 However, due to
the large size of the mass and its adherent nature, we opted for an
open excision procedure after an initial arthroscopic evaluation of
the knee joint. The advantages of an open excision include the
ability to perform a marginal excision, and a total synovectomy,
while the only disadvantage is the possibility of post-operative
adhesions.5 Our patient at 4 weeks post-op is recovering well
with no complications and an improvement in Lysholm knee score
from pre-operative levels.

Conclusion

Synovial GCT is a rare disease with an incidence of 1 in 1.8
million individuals. We presented a rare case of a kidney shaped
synovial GCT in the knee which was treated with a mini-open
approach. We believe that even though past literature suggests
that arthroscopic resection is the advised treatment of choice, if the
size of the mass is large or if the mass is adherent, an open excision
is a safe and viable option and allows for a clear margin to be
achieved.
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