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Abstract: 

The tumour in somatic cells is term as synovial sarcoma (Synovial Sarcoma). Synovial sarcoma is a malignancy in 

soft tissue with large perspective of tumour. Synovial sarcoma has different kinds. Monophasic biphasic and poorly 

differentiated are its different kinds. Monophasic biphasic and poorly differentiated are its different types. It is 

commonly observed with its vehemence state. It is quality of (synovial sarcoma) that it can alternate. Over 90% of 

(synovial sarcoma) possess this feature i-e (X: 18) (P11:2; Q11.2) (synovial sarcoma). Include chromosomal 

estimation, histology, immunochemical staining, and imaging. The significant modality of treatment of (synovial 

sarcoma) is the high beam radiation before or after surgery. Malignancy may last for five years and its restrictedly 

abrasive presence is indigent. Size, age and histological type of tumor are means of prediction of (synovial 

sarcoma). Still the position of chemotherapy is under discussion. 
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CASE REPORT: 

In our outpatient department (OPD) of Jinnah 

Hospital, Lahore (February to June 2017), a female is 

introduced. The age of this female is 18 years. She is 

suffering from the presence of extra clump on a 

dorsal vertebra of the foot. She told that before 2 

years, the skin of his dorsal vertebra of foot begins to 

change colour, and then nodule begins to form. The 

nodule was removed through was feeling pain and 

unable to lift the weight. After 1month of surgery, 

germination of mass was observed. A depression was 

a notice in mass. 

 

Figure – I:  Mass on the dorsum of left foot with oedema. Another part of the body and recent significant body 

weight loss 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

In another Centre, it was confirmed that (synovial 

sarcoma) is monophasic by histopathology. After one 

year, this mass was again removed through surgery. 

We operated patients for final treatment. No 

remarkable lost in body weight was observed. Also, 

patients had no other ailment in past and presence of 

man in any other area of the body. All other 

conditions of the patients were checked. No 

abnormality was observed. Blood pressure, heartbeat, 

respiratory rate and temperature were measured. The 

pulse was 88 beats per minute, the temperature was 

38.80C, blood pressure was 110/80mm of hg and rate 

of respiration was 18cycles per minutes, Moreover, 

swelling, icterus, pallor and lymphadenopathy was 

not observed. Mass was also observed on a dorsal 

vertebra of the foot. In the centre size of mass was 

8X8cm. The mass was not hard but soft and crumbly. 

The mass was painful and its surrounding 

temperature is elevated locally. It was attached to 

other composition. The skin which is present close to 

this mass appears like sunburn and dropsical. The 

closely located joint was unable to move. The cortex 

of 2nd and 3rd metatarsal (MT) appeared thin which is 

observed in an x-ray of the foot. As compared, 

haemoglobin was elevated and reached to 44 in 

1hour. The chest and abdomen were not affected at 

all. Magnetic resonance imaging (MRI) was 

performed on foot. It illustrated a random large 

infiltrating mass. From the dorsal vertebra of left foot 

exclusively including the 2nd and 3rd MT, this large 

mass appeared. The mass also penetrates the pith of 

connected MT. The middle edge of mass is intruding 

the praesidium of 1st MT. But its path is not included. 

 

Figure – II: X-rays AP and oblique view of left foot: Thinning of the cortex of 2nd and 3rd MT 
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The size of a man is 7.5X6X5.8cm. No conversion of 

chest and abdomen was noticed through a 

computerized tomography (CT). Spindle cell 

neoplasm was observed by histopathology due to 

which synovial sarcoma is favoured. The 

arrangement was made for radionuclide skeletal 

scintigraphy. It illustrated a lit bit uptake of 

radionuclide is enhanced. Display area of 2nd and 3rd 

MT of the left foot is included. However, the 

remaining bony structure was normal. Synovial 

sarcoma was detected in the left foot of the patient. 

The treatment was with forefoot impairment 

immunohistochemically staining was done. It 

indicated that CP34 was negative and in malignant 

cells, Bcl2 and CD99 were positive. However, in 

epithelioid areas, cytokeratin was positive. 

 

Figure – III: T2 weighted transverse section of left foot: mass involving 2nd, 3rd and 4th MT with soft tissue 

involvement 

 
 

DISCUSSION: 

The tumour in somatic cells is term as synovial 

sarcoma (Synovial Sarcoma). Synovial sarcoma is a 

malignancy in soft tissue with large perspective of the 

tumor [1]. Synovial sarcoma is found in large 

perspective in 12% – 15% of soft tissue tumour. 

During 21 – 40 years of lifetime, the chance of 

(synovial sarcoma) is more. In soft tissue sarcoma of 

all adults, the presence of (synovial sarcoma) is 6% – 

5% [2 – 5]. Both of the genders could be affected by 

(synovial sarcoma). The etiological or genetic 

features contributing to (synovial sarcoma). The 

etiological or genetic features contributing to 

(synovial sarcoma) are not obvious. Chance of 

(synovial sarcoma) in different body sites are 

varying. The main site from which (synovial 

sarcoma) originate in the lower site and its chances in 

the lower site are 71%. However, in upper areas, the 

possibility of (synovial sarcoma) is less i-e 16% 

whereas, 13% are from the other parts of the body. 

Their areas include a truck with the possibility of 

13% are from the other areas which are more likely to 

have (synovial sarcoma). These areas include a truck 

with the possibility of 13% and retroperitoneal area 

[6]. If (synovial sarcoma) is categorized on 

histological basic it can be divided into three different 

groups. These monophasic biphasic and poorly 

differentiated kin. These grouping made on the basis 

type of cells present. In monophasic (synovial 

sarcoma), two types of cells are small similar to 

round blue cell tumour. Necrosis and chances in 

injuries may also be observed. Chemical change like 

calcification observed in patients above 30years of 

age. This mass has unprompted development. It 

eventually grows and induces pain. If people are 

unaware of their health hazards, this disease may be 

present earlier in life. During the demonstration, a 

metastatic disorder is observed in 18% [6]. In some 

situation, patient may show primary later than 

secondaries [9]. Different aspects that contribute for 

identification of (synovial sarcoma) include immune-

histochemical staining, histology, chromosomal 

assessment and imaging. On the plain x-ray films, the 

chemical changes like calcification may be observed. 

On CT [10].  

 

Soft-tissue tumours can be indicated and identified 

through imaging. However, for imaging, MRI is the 

main modality. The absence of calcification, 

hemorrhagic appearance and big size of the tumor as 

10 cm are some aspects of imaging which are 

connected with poor prediction [11]. In (synovial 

sarcoma), Bcl2 is positive. The percentage of 

positivity of CD99 60% and that of S100 is 40% other 

features contributing to (synovial sarcoma) 

identification include epithelia CAM 5.2 and EMA. 

In the detection of (synovial sarcoma) very, 

immunohistochemically is also very helpful. In order 
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to identify (synovial sarcoma) from leiomyoma 

sarcoma, wing’s tumour and malignant outlying 

nerve sheath tumour sheath tumour, the best and is 

provided by immunohistochemical stain [8]. The 

definite and reactive test to identify (synovial 

sarcoma) is a reaction (RT-PCR) and fluorescence in 

situ hybridization fist [8]. Alternations are also 

observed in (synovial sarcoma). Alternations are 

commonly observed between the chromosome 18 and 

X and it contributes to 90% of alternations in this 

alternation (T.18) (P11.2; Q11.2), SSX1, SSX2 & 

SSX4 are observed on chromosome X while SYT 

gene is observed in chromosome 18. In monophasic 

and poorly differentiated, as such no alternation of 

SYT/SSX4 is observed. However, in the biphasic type 

of SS, the most usual alternation found is 

SYT1/SSX1. The distinctive alternation to synovial 

sarcoma is X:18. This X:18 translocation contribute 

in a specific identification [12 – 14].  

 

In synovial sarcomas and potential therapeutic target, 

the innovation mark for detection is the expression of 

transducing-like enhancer 1 (TLE1) is remarkably 

associated with t(X:18) [15]. The procedures 

employed for the treatment of synovial sarcoma 

remain the surgery, chemotherapy and radiotherapy. 

When (synovial sarcoma) is treated surgically, the 

tumor is incised with extensive margin. In this 

treatment, maximum activity is conserved. Sufficient 

margin of 1 to 3cm is illustrated by several studies 

[16]. In patients with ss with pulmonary metastases, 

better results can be achieved by connecting 

pulmonary metastasectomy with a medical speciality, 

if research is completed [17]. If the size of the tumor 

is > 5cm, then for this patient, adjuvant radiation 

therapy is used [18]. In the radiation field, the size of 

the tumor is 2 to 3cm [19]. The supervision of 

adjuvant radiation therapy can be done in several 

ways. These include intensity modulated radiation 

therapy (1’MRT) brachytherapy and external beam 

therapy (neoadjuvant or adjuvant). Tumour can be 

initiated either before or after surgery. In patients 

with greater perspective of sarcomas, like synovial 

sarcoma, radiation technique has been evident to 

enhancing the rate of control of (synovial sarcoma). 

Any type of radiation can be used. Either of radiation 

can be used. Either of the types is effective [24]. The 

used of other assistance based on neoadjuvant and 

adjuvant chemotherapy is under discussion it is due 

to their noxious nature, their noxious nature, their use 

is limited [25]. 

 

Other aspects that can affect the prediction of 

(synovial sarcoma) include the use of radiotherapy, 

histology, age and size. Through the maintenance of 

(RT) and surgery, synovial sarcoma can sufficiently 

be managed at the prime area. As a result of this 

disease, the rate of death has been high and distant 

metastasis is also establishing at higher rates [28]. As 

compare to biphasic (synovial sarcoma) has the more 

predicting capacity. The patients who died after 5 

years of this disease are 21%. These patients were 

having primary extremity sarcoma. The patients who 

will die within 5years of this disease are 9%. These 

patients lack metastasis by 5years. Those patients 

have chances of disease for next 5years and 

distinctive death rate who are having positive 

microscopic margin. These patients need guidance 

for the longer duration [4]. 
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