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A 33-year-old woman had lost active and passive movements 
of her right shoulder due to an acute onset of a severe pain of one 

-
tory. She had point tenderness over her greater tuberosity. Plain 

the subacromial space. The humeral head had a subluxated po-
sition (Figure 1). Right shoulder magnetic resonance imaging 
(MRI) showed that the distance between the humeral head and 
the acromion was increased and there was a low- intensity soft 
tissue lesion on T1 and T2 images in the subacromial space. MRI 
demonstrated neither an intra-articular abnormality nor synovitis 
in the shoulder joint (Figure 2). Laboratory tests including ESR, 
CRP, and WBC were normal.

The patient was scheduled for an open biopsy. Through mini-
open deltoid splitting approach (Figure 3), the lesion was found 
in the subacromial space that bulged into the subacromial bursa; 

it was beneath the deep layer of the subacromial bursa and on the 
surface of the supraspinatus tendon. The lesion was a well-en-
capsulated yellow- colored mass measuring 2.5cm × 2cm × 2cm. 

-
ing supraspinatus tendon and rotator cuff as well as the inferior 
surface of the acromion were intact. The mass was removed by 
complete marginal excision (Figure 4). Histopathology showed 
a well- circumscribed mass composed of polygonal cells with 
clear to eosinophilic cytoplasm and round to oval-shaped nuclei 

-
siderin deposition, and aggregated foamy macrophages as well as 
cellular atypia or mitosis were noted (Figure 5).  

The patient`s pain was relieved after the surgery. She gained 
complete shoulder movement one month after surgery. Radio-
graph of the right shoulder one month after surgery demonstrated 
a normal position of the humeral head with the glenoid. The pa-
tient did not have recurrence of her symptoms in two years of 
follow-up. We plan to continue a long- term follow-up for any 
signs of recurrence.

What is your diagnosis?
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Figure 1. Plain radiograph demonstrates a 

and subluxated  shoulder joint.

Figure 2. Right shoulder MRI shows an increased   
distance between the humeral head and the 
acromion, and there is a low- intensity soft tissue 
lesion in the subacromial space.  

Figure 3. The lesion at surgery (arrows). Figure 4. The mass.

Figure 5. Photomicrograph of the lesion shows a 
giant cell tumor of tendon sheath with multinucleated 

(large arrows). (Hematoxylin and Eosin X 100.)
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-
tiocytic tumor. GCTTS is the second most common tumor of the 
hand after the ganglions. Usually GCTTS is seen in the subcuta-
neous layer and periartcular tissues of the small joints of the hands 
and feet.1–5 The reported cases of GCTTS involving the deeper 
structures and the larger joints such as hip, knee, and ankle are 
sparse. 1,5

-
ferential diagnosis to include the lesions with intralesional cal-

synovial hemangioma, synovial sarcoma, periosteal chondroma, 
foreign body granuloma, and chronic tophaceous gout.1 However, 
a low- signal intensity appearance both on T1 and T2 images was 

pigmented villonodullar synovitis (PVS), GCTTS, and desmoids 
tumor.1

GCTTS grows slowly and may present for a long time before 
the patient is symptomatic. GCTTS ranges in size from a few 
millimeters up to several centimeters. Its color is affected by the 
different amounts of hemosiderin, collagen, and histiocyte cells 
and ranges from yellow to grayish, orange, and  brownish hues. 

hemosiderin pigmentation, multinucleated giant cells, and poly-
hedral histiocytes. GCTTS has a close histologic relationship with 
the PVS. The histologic similarities between the two tumors led 
some authors to suggest that GCTTS is a localized and nodular 
type of the PVS which is a diffuse type and commonly seen in the 
synovium of the large joints.1,2

The recurrence rate of GCTTS is estimated between 5% to 50% 

after primary excision.1 In addition to an incomplete excision, 
some GCTTS may have an aggressive behavior. Wu, et al.3 report-
ed a case of malignant GCTTS. Booth, et al.4 reported a case of 
GCTTS with intraosseous invasion.  Osseous erosion, tendon and 
joint capsule involvement, separated satellite lesions, and breach 
of the tumor`s capsule have a higher potential for recurrence. It 
has been suggested that histologic atypia such as low collagenized 

-
ity may increase the risk of recurrence.2 In the current case, there 

continues her close follow- up.
Pain and tenderness are not the common symptoms of GCTTS.1 

In our patient, the severe shoulder pain may be due to crowding 

induced by the mechanical irritation in the subacromial bursa. 
In the current case, we did not suspect the diagnosis of GCTTS 

initially because of its atypical location and presentation. 
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