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Synovial sarcoma of ethmoid sinus masquadering aschronic sinusitis: A case report
Krishnangshu Choudhury Bhanja, Shatarupa Dutta,Priyanjit Kumar Kayal, Suman Ghorai, Anjali Majumder

ABSTRACT
Introduction: Synovial sarcomas are malignantsoft tissue tumors usually occurring inadolescent and young adults of 1540 years ofage. It usually originates from the synovium butsometimes have a tendency to arise fromunknown parasynovial tissues asparapharyngeal, paranasal, retroperitoneal andmediastinal regions. Paranasal sinuses arerarely involved subsites of head and neckregion. Case Report: We report case of a 55yearold hypertensive patient who presentedwith intermittent nasal bleeding. Computedtomography (CT) scan suggests left anteriorethmoidal mass with anterior cranial fossaextension. Biopsy was suggestive of synovialsarcoma. She had history of polyp extractiontwo times but biopsy was suggestive of

inflammatory origin. This patient receivedEBRT 50Gy in 25 fractions. No recurrence wasnoticed in one year follow up. Conclusion: Wereport unusual ethmoid sinus synovial sarcomamasquerading as chronic sinusitis in an elderlyfemale patient, unlikely age presentation.
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INTRODUCTION
Synovial sarcomas are malignant soft tissue tumorscomprising 5–10% of all soft tissue sarcomas. It usuallyoccurs in adolescent and young adults of 15–40 years ofage. Synovial sarcomas usually originate from thesynovium but sometimes have a tendency to arise fromunknown parasynovial tissues such as parapharyngeal,paranasal, retroperitoneal and mediastinal regions[1–2]. With majority of cases seen in the extremities,less than 10% cases are reported in the head and neck,most common site being hypopharynx [3]. Paranasalsinuses are rarely involved. We report an unusual caseof synovial sarcoma of the ethmoid sinus initiallymasquerading as chronic sinusitis.

CASE REPORT
One 55yearold, hypertensive female patient wasadmitted in the emergency department with history of
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intermittent nasal bleeding and headache of one weekduration. She was being treated for chronic sinusitis forlast eight months. She had undergone left rhinotomywith removal of frontonasal polyp and then removal ofethmoidal polyp after three months interval. The biopsieswere diagnostic of inflammatory nonmalignant lesions.With onset of new symptoms of nasal bleeding,endoscopy examination was repeated to show recurrenceof polyp. Computed tomography scan of the face showeda mass in left anterior ethmoid sinus with extension intothe floor of anterior cranial fossa. Medially the lesioneroded the lamina papyracea with no obvious intraorbitalextension. Localised bone erosion was noted (Figure 1).Left ethmoid sinus was explored and mass was excised.The biopsy report was suggestive of epithelial cellaggregates with densely cellular fascicles of spindle cellssurrounding the epithelial cells, suggestive of biphasicsynovial cell sarcoma (Figure 2A, B). Diagnosis wasconfirmed with immunohistochemical positivity for EMA(focal), Mic2, bcl2, calponin, S100 and CD56 (focal)but negative for CD34 and cytokeratin. CT Scan ofthorax and ultrasonography of abdomen were negativefor metastatic disease. Postoperatively she received onlyradiation, 50 Gray (Gy) in five weeks, in 25 fractions (200centiGy dose per fraction). One year into follow up thereis no evidence of recurrence of disease.

DISCUSSION
Synovial sarcomas can arise from any portion of thebody containing pluripotent mesenchymal cells near or

even remote from articular surfaces, tendons, tendonsheaths, juxtaarticular membranes and facialaponeuroses or anywhere unassociated with jointcavities including head and neck, lower back, chest andabdominal wall [2, 4–7]. Uncommonly, these tumorsmay arise in the head and neck (approximately 9% of allsynovial sarcomas). In the head and neck region,hypopharynx is the most common site probably due tohaving abundant synovial tissues [8].Synovial sarcomas in the paranasal sinuses are veryuncommon. The first description of paranasal sinussynovial sarcoma was reported in 1970 by Trible et al.[9] of a metastatizing synovial sarcoma to the sphenoidsinus. Since that time, there have been only few reportedcases of synovial sarcomas involving the paranasalsinuses [4–6]. Patients were predominant males withage range from 12–54 years (mean 31 years). Synovialcell sarcoma of the head and neck is seen mostcommonly in patients who are more than a decadeyounger than patients who have the same cancer in thetrunk and extremities; and after onset of symptoms,patients with synovial cell sarcoma of the head or neckare treated at an age nearly two decades younger thanpatients with the same disease in the trunk andextremities [6]. To our knowledge, we report the firstcase of synovial cell sarcoma involving the ethmoidsinuses in an elderly woman masquerading as chronicsinusitis.Synovial cell sarcoma is composed of twomorphologically distinct types of cells that form acharacteristic biphasic pattern. The biphasic synovialcell sarcoma includes epithelial cells and spindle cells.

Figure 1: CT scan of ethmoid sinus mass with extension into the floor of anterior cranial fossa and medially eroding the laminapapyracea with no intraorbital extension.
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Figure 2: A, B) Biphasic pattern of synovial sarcoma ofethmoid sinus characterised by epithelial cells intermingledwith spindle cells (HE, x40).

Histologically, the cuboidal or columnar epithelial cellsform glands or papillary structures surrounded by broadsheets of spindle cells. Because the spindle cells havesparse cytoplasm and indistinct borders, the spindlecells appear to have overlapping nuclei. In themonophasic form of synovial cell sarcoma (whichbecame recognized more recently), the spindle cellcomponent dominates, whereas detection of theepithelial component requires the use of specialimmunohistochemical markers [3–5].Ninety percent of synovial sarcomas arecharacterized by a specific balanced translocation (X;18). Patients with biphasic histological tumoursdemonstrated SYTSSX1 gene fusions [11]. Thesepatients fared worse than patients with SYTSSX2positive tumours that were associated with themonophasic phenotype. Cytogenetic analysis andmolecular techniques to detect translocation have aidedin diagnosing synovial sarcomas, especially monophasicfibrous types and poorly differentiated forms that can bedifficult to differentiate from other types of sarcomas [5,6]. Spindle cells stain positive for keratin and epithelialmembrane antigen. Vimentin is demonstrable in spindle

cells but absent in epithelial cells. S100 staining maygive positive results. Rhabdomyosarcoma, liposarcoma,leiomyosarcoma, angiosarcoma, minor salivary glandpleomorphic adenomas, osteosarcoma should beincluded in the differential diagnosis [6].The reported five years survival rates in patients ofsynovial sarcomas were from 36 to 76% and 10 yearssurvival rates were from 20 to 63%. As the treatmentguidelines are limited because of very few reported casesof paranasal sinuses involvement, treatment is based onexperiences with tumours developing in the extremities[4, 5–9]. Primary therapy in most patients with synovialsarcomas is operative excision followed by adjuvantradiotherapy or chemotherapy [4]. Some authorsadvocated that postoperative radiation therapy has notbeen found to increase survival rate, although it hasimproved local control rates and chemotherapy mayprevent or delay the occurrence of metastasis [8]. Thebeneficial effect of chemotherapy as the treatmentmodality of synovial sarcomas is difficult to assess. Posttreatment recurrence rates for synovial cell sarcomaarising from all body sites is 50%, with most casesrecurring within the first two years after treatment.Wide excision with negative margins and the use ofradiation therapy yield the best results. Kartha et al.emphasized that outcome was not related to the extentof tumour but with timing of radiation and localrecurrence [10]. In the present case, the patientunderwent surgical excision first, followed by adjuvantradiotherapy with no sign of recurrence at the time ofreporting. Thus, regular follow up evaluation and closeobservation will be needed for possibility of localrecurrence.

CONCLUSION
We report unusual ethmoid sinus synovial sarcomamasquerading as chronic sinusitis in an elderly femalepatient of unlikely age presentation.

*********
Author ContributionsKrishnangshu Choudhury Bhanja – Substantialcontributions to conception and design, Acquisition ofdata, Drafting the article, revising it critically forimportant intellectual content, Final approval of theversion to be publishedShatarupa Dutta – Substantial contributions toconception and design, Analysis and interpretation ofdata, Drafting the article, Final approval of the versionto be publishedPriyanjit Kumar Kayal – Substantial contributions toconception and design, Drafting the article, revising itcritically for important intellectual content, Finalapproval of the version to be publishedSuman Ghorai – Drafting the article, revising it criticallyfor important intellectual content, Substantialcontributions to conception and design, Final approvalof the version to be published



IJCRI – International Journal of Case Reports and Images, Vol. 3 No. 4, Apri l 201 2. ISSN – [0976-31 98]

IJCRI 201 2;3(4):30–33.
www.ijcasereportsandimages.com Bhanja et al. 33

Anjali Majumder – Substantial contributions toconception and design, Revising it critically forimportant intellectual content, Final approval of theversion to be published
GuarantorThe corresponding author is the guarantor ofsubmission.
Conflict of InterestAuthors declare no conflict of interest.
Copyright© Krishnangshu Choudhury Bhanja et al. 2012; Thisarticle is distributed under the terms of CreativeCommons attribution 3.0 License which permitsunrestricted use, distribution and reproduction in anymeans provided the original authors and originalpublisher are properly credited. (Please seewww.ijcasereportsandimages.com /copyrightpolicy.php for more information.)

REFERENCES
1. Fisher C, Montgomery E, Healy V. Calponin and hcaldesmon expression in synovial sarcoma; the useof calponin in diagnosis. Histopathology 2003;42:588–93.2. Sigal R, Chancelier MD, Luboinski B. Synovialsarcomas of the head and neck: CT and J Neurosurg103 MR findings. AJNR Am J Neuroradiol 1992;13:1459–62.3. Duvall E, Small M, AlMuhanna AH, Maran AD.Synovial sarcoma of the hypopharynx. J LaryngolOtol. 1987;101:1203–8.4. Gallia GL, Sciubba DM, Hann CL, Raman SP, WestraWH, Tufaro AP, et al. Synovial sarcoma of thefrontal sinus. J Neurosurg 2005;103:1077–80.5. Rangheard AS, Vanel D, Viala J, Schwaab G,Casiraghi O, Sigal R. Synovial sarcomas of the headand neck: CT and MR imaging findings of eightpatients. AJNR Am J Neuroradiol 2001;22: 851–57.6. Hirsch RJ, Yousem DM, Loevner LA. Synovialsarcomas of the head and neck: MR findings. AJRAm J Roetgenol 1997;169: 1185–88.7. Morton MJ, Berguist TH, McLeod RA, Unni KK, SimFH. MR imaging of synovial sarcoma. AJR 1991;156:337–40.8. Rangheard AS, Vanel D, Viala J, Schwaab G,Casiraghi O, Sigal R.Synovial sarcomas of the headand neck: CT and MR imaging findings of eightpatients. AJNR Am J Neuroradiol 2001;22: 85157.9. Trible WM. Destructive lesions of the sphenoid.South Med J 1970;63:849–52.10. Kartha SS, Bumpous JM. Synovial cell sarcoma:diagnosis, treatment, and outcomes. Laryngoscope.2002;112:1979–82.11. Kawai A, Woodruff J, Healy JH, et al. SYTSSX genefusion as a determinant of morphology andprognosis in synovial sarcoma. N Engl J Med1998;338(3):153.




