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PRESENTATION OF CASE 

A case of a 28-year-old male who had complaints of swelling 

in the right inguinoscrotal region for 6 months, which was 

initially small in size in the scrotum and increased in size to 

the present size of 12 * 6 cm extending to the inguinal region. 

Swelling was painless, gradually progressive, firm in 

consistency. Patient had history of right hernioplasty one 

year back. 

 

Local Examination  

Swelling measuring 12 * 6 cm in the right scrotal region 

extending to the inguinal region, skin above the swelling was 

normal. Scar of 4 cm was present in right inguinal region. No 

cough impulse. 

 

Palpation  

No local rise of temperature, non-tender, firm in consistency. 

 

 
 

Figure 1 

 

Patient was investigated as follows- FNAC- features s/o 

spindle cell tumour MRI: Large well-defined lobulated 

enhancing soft tissue lesion in the right scrotal neck region 

with suspicious involvement of corpus spongiosum- 

neoplastic origin. 

Patient underwent wide local excision with high inguinal 

orchidectomy. 
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Figure 2. Intraop Photo showing Complete 

 Excision of the Swelling 

 

DIFFERENTIAL DIAGNOSIS 

A Synovial Sarcoma (SS) is an aggressive soft tissue tumour, 

which mainly occurs in the para-articular region of 

extremities with a predilection of lower limb. Synovial 

Sarcoma (SS) though rare is a morphologically, clinically and 

genetically distinct entity. With the advent of 

immunohistochemistry and molecular techniques, cases of 

synovial sarcomas have been reported in an unusual location 

including the head and neck, mediastinum, lung, abdominal 

wall, intra-abdominal, kidney and retroperitoneum.1,2 

Although, SS is named because of the histological 

resemblance to the synovium, joints are rarely involved and 

the origin has been attributed to pluripotent mesenchymal 

cells.[1] The monophasic SS consisting solely of sarcomatous 

components is often diagnostically challenging. The 

differential diagnosis depends on the type of SS. Careful 

attention to histopathological features, high degree of 

suspicion and a battery of IHC markers allow us to exclude 

the wide range of tumours in the differential and arrive at the 

correct diagnosis.3 Careful attention to histopathological 

features, high degree of suspicion and a battery of IHC 

markers allow us to exclude the wide range of tumours in the 

differential and arrive at the correct diagnosis. 

 

CLINICAL DIAGNOSIS 

A clinical case of a patient with an asymptomatic 

inguinoscrotal swelling diagnosed as a synovial sarcoma is 

presented. 

 

DISCUSSION OF MANAGEMENT 

Synovial sarcomas are uncommon soft tissue tumours 

accounting for 5 - 10% of the soft tissue sarcomas. They 

usually develop in children and young adults and 

approximately 95% of SSs occur in the extremities. They can 

metastasize distantly, especially to the lung and lymph. 

Despite its name, synovial sarcoma is not related to the 

synovial tissues that are a part of the joints. The disease starts 
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most commonly in the legs or arms, but it can appear in any 

part of the body.4 

Two major histologic subtypes exist: monophasic and 

biphasic synovial sarcomas. The classical SS has a biphasic 

appearance with a mixture of epithelial and spindle cells in 

varying proportions. The monophasic SS consisting solely of 

sarcomatous components is often diagnostically challenging. 

A correct initial histopathologic diagnosis of monophasic 

SS is often difficult: the differential diagnosis including other 

spindle-cell tumours such as malignant peripheral nerve 

sheath tumours, leiomyosarcoma, rhabdomyosarcoma, 

fibrosarcoma, solitary fibrous tumour and spindle cell 

carcinoma. Biphasic SS is easier to identify with malignant 

peripheral nerve sheath tumours, carcinosarcoma and 

malignant mesothelioma being the differential diagnosis.5,6 

There are no well-established risk factors for synovial 

sarcoma, but the disease is associated with the chromosomal 

translocation t(X; 18) (p11;q11). Most (90%) SS exhibit a 

translocation t(X;18) (p11:q11) between chromosomes 18 

(SYT gene) and X (SSX gene) resulting in a SYT-SSX-1 

(biphasic SS) or SYT-SSX-2 (monophasic SS) fusion.7 

Generally, we use break-apart FISH and RT-PCR to search the 

translocation. This translocation is specific and diagnostic for 

SS.5,6,8 

A slow growing painless mass is common and may give 

the false impression that it is harmless. When a tumour is 

painless and deep-seated within the body, it may go 

unnoticed for a long time. Because tumours can go unnoticed, 

followup guidelines generally involve regular imaging (such 

as CT scans) after treatment is completed. These tests can 

detect recurrences at the site of the original tumour or 

elsewhere in the body. 

Less than 10% of patients have detectable metastases at 

the time of diagnosis. In such cases, synovial sarcoma tumour 

cells are believed to have moved from one site (origin) to the 

second site (metastatic). The lungs are the most common 

location for metastases as mentioned above. 

Preoperative diagnosis of SS is challenging because of its 

nonspecific symptomatology, low clinical morbidity, lack of 

specific radiologic features and physician’s unfamiliarity. The 

most frequent preoperative diagnosis is neurogenic tumours 

and a recent study of peripheral SS suggests that pain, short 

symptom duration, peritumoural oedema without a definite 

target sign on MR images should evoke SS.9 

Prognosis of synovial sarcoma has been related to tumour 

size,10,11 biphasic histology,7,10,11 SSY-SSX2 gene fusion and 

negative resection margins.1 Surgery is the mainstay of 

treatment. Chemotherapy and radiation therapy should be 

considered as additional treatment options or may be utilised 

in cases of relapse. Radiation seems to confer a local control 

and survival benefit, while the role of chemotherapy is 

controversial.10 Prognosis is poor with local recurrence and 

metastases in almost 50% cases. 

 

FINAL DIAGNOSIS 

Synovial sarcoma is an extremely rare head and neck 

malignancy. Monophasic synovial sarcoma in an unusual 

location can present as a diagnostic dilemma. 
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