
 

An Initiative of The Tamil Nadu Dr. M.G.R. Medical University 
University Journal of Surgery and Surgical Specialities 

University Journal of Surgery and Surgical Specialities 

 
ISSN 2455-2860                                                                                                  2020, Vol. 6(1) 

Abstract : Synovial sarcoma rarely occurs in the head and 
neck region(3-5) . Literature reveals that primary tonsillar 
Synovial Sarcoma has previously been documented only in 
three patients (1-6) .It has generally been regarded as a high 
grade sarcoma. Recent analysis of clinical, morphological, 
and molecular characteristics of Synovial Sarcoma, however, 
identified low and high risk group of patients, resulting in  
important implications for the treatment of patients diagnosed 
with Synovial Sarcoma. In all of these patients the tumor was 
histologically biphasic. 
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INTRODUCTION: 
Synovial sarcoma is defined as mesenchymal spindle cell 
tumor that exhibits variable epithelial differentiation, including 
gland formation, and specific chromosomal translocation. It 
may occur at any site in the body, however only 3–5% of SS 
arise in the head and neck region (1,2) .It is thought to arise 
from pluripotent mesenchymal cells with both epitheloid and 
spindle differentiation. It has a bimodal age distribution with 
incidence peaking in the under fives and the adolescents. 
These tumours have a tendency to recur locally and               
metastasize. This paper is about the occurrence of this           
tumour in an adolescent girl. 
CASE HISTORY: 
16 year old girl presented with throat pain for 25 days and 
difficulty in swallowing for 10 days. She was on tab Eltroxin 
for hypothyroidism. On Examination, a slough covered           
pedunculated exophytic mass seen arising from the left lateral 
pharyngeal wall from the inferior pole of tonsil. Video                
Laryngoscopy confirmed the findings with the mass seen 
obstructing the view of the left cord. Right cord was mobile. 
CECT neck showed a well circumscribed soft tissue lesion 
(19 x 29 x 33 mm) without calcification extending from left 
tonsillar fossa into vallecula. Tumour was excised trans-orally 
in Rose’s position. HPE diagnosis was Biphasic Synovial 
Sarcoma showing intersecting bundles of spindle cells with 
few foci of groups of cuboidal cells/tubules (epitheloid           
component). There was mild pleomorphism with numerous 
mitosis.CD99, CK, Epithelial membrane antigen, CD55, CD57  

annd Bcl-2 were positive. Ki-67 was positive in 50%. Case was 
presented to Tumor Board who suggested Chemotherapy 
(Doxorubicin and Ifosfamide). 
VIDEO LARYNGOSCOPY: 

IMAGING: 

 
 
 
 
 
 
 
 

A RARE CASE OF SYNOVIAL SARCOMA OF TONSIL 
MUTHAMIL SILAMBU V 
Department of ENT,STANLEY MEDICAL COLLEGE AND HOSPITAL 



 

An Initiative of The Tamil Nadu Dr. M.G.R. Medical University 
University Journal of Surgery and Surgical Specialities 

MICROSCOPY: 

Microscopic picture showing intersecting bundles of spindle cells 
with few foci of groups of cuboidal cells/tubules (epitheloid              
component) 

DISCUSSION: 
Synovial sarcoma is an aggressive malignant soft tissue tumor  
arising predominantly in the lower extremities; only approximately        
3–5 % of all cases occur in the head and neck region, and the        
hypopharynx is the most common site. However, other sites 
(masticator space, sinonasal cavity, pharynx, parapharyngeal 
space, tongue, and trachea) may also give rise to Synovial sarcoma 
(1-5,7- 8) . It has a bimodal age distribution with incidence peaking 
in the under fives and the adolescents (1, 2, 7-9). In general, males 
and females are almost equally affected (10,11). 

The mutation found most commonly is translocation of 
SYT gene and a SYT/SSX1 fusion type. Clinically, the 
symptoms are related to the respiratory and digestive 
tracts, with dysphagia and dyspnea. Microscopically, SS 
may be classified into four types: biphasic type,                  
monophasic fibrous type, monophasic epithelial type, and 
poorly differentiated type (12,13). The diagnosis requires 
immunohistochemical and cytogenetic examination. By 
immunohistochemistry, both the epithelial and spindle cell 
elements of SS show positive immunostaining for 
vimentin, various cytokeratins, and epithelial membrane 
antigen (EMA). Synovial sarcoma may also stain for Bcl-2 
and CD99. In up to 21 % of tumors, the S-100 protein may 
be focally expressed (14). 
 The tumor cells show strong, diffuse, positive  
nuclear staining for the TLE1 antibody (transducin-like 
enhancer of split 1)/E , which is a highly sensitive marker 
of synovial sarcoma. TLE1 is a transcriptional corepressor 
that binds to a number of transcription factors and plays an 
important role in the WNT/b-catenin signaling pathway, 
which is known to be associated with synovial sarcomas. 
Positive nuclear expression of TLE1 occurs in more than 
90 % of synovial sarcoma cases, typically in more than 50 
% of the cells . At least 95 % of all SS bear a unique          
chromosomal translocation, which results in a fusion of the 
SYT gene on chromosome 18 with either the SSX1 gene 
or SSX2 gene or, more rarely, the SSX4 gene on the X 
chromosome. Whether different fusion types influence the 
outcome of the disease is still controversial. Because 
these gene fusions are highly specific, their detection with 
molecular genetics allows the pathologist to render a  
correct diagnosis. For application in formalin-fixed and 
paraffinembedded tissue the two molecular biologic             
methods currently available are conventional and             
variations of reverse transcription-polymerase chain           
reaction (RT-PCR) and fluorescence in situ hybridization 
(FISH). RT-PCR has a higher sensitivity than FISH (94 vs 
82 %) and a specificity and positive predictive value of 100 
% and a negative predictive value of 80 and 75 %               
respectively. 
 The optimal approach to treatment in SS in           
general and HNSS in particular remains to be determined. 
The standard treatment for localized disease is surgery 
with adequate wide excision. Radiotherapy seems to have 
an established role in improving local control after             
inadequate surgical resection. The role of post-operative 
chemotherapy remains unclear. The differences in              
metastasisfree survival among the various SYT-SSX  
fusion types could not be attributed to adjuvant                 
chemotherapy. In summary, we reported a case of a           
primary synovial sarcoma of the tonsil with                       
immunohistochemical studies confirming the same.            
Synovial sarcoma is a rare malignant soft tissue tumor that 
rarely involves the tonsil; nevertheless, it should be           
considered in the differential diagnosis of tumors in this 
location. 
REFERENCES: 
1. Molecular and clinicopathological findings in a tonsillar 
synovial sarcoma. A case study and review of the                 
literature. Vogel U, Wehrmann M, Eichhorn W, Bültmann 
B, Stiegler M, Wagner W Head Neck Pathol. 2010 Sep; 4
(3):257-60. 
2. Synovial sarcoma of the head and neck: rare case of 
cervical metastasis. Ishiki H, Miyajima C, Nakao K, 
Asakage T, Sugasawa M, Motoi T Head Neck. 2009            
Jan; 31(1):131-5. 
3. Rangheard AS, Vanel D, Viala J, Schwaab G, Casiraghi 
O, Sigal R. Synovial sarcoma of the head and neck: CT 
and MR imaging findings of eight patients. Am J                      



 

An Initiative of The Tamil Nadu Dr. M.G.R. Medical University 
University Journal of Surgery and Surgical Specialities 

Neuroradiol. 2001;22:851–857. 
4. Engelhardt SJ, Leafstedt SW. Synovial sarcoma of tonsil and 
tongue base. South Med J. 1983;76 :243–244. doi: 
10.1097/00007611-198302000-00025. 
5. Shmookler BM, Enzinger FM, Brannon RB. Orofacial synovial 
sarcoma. Cancer. 1982;50 :269–276. doi: 10.1002/1097-0142
(19820715)50:2<269::AID-CNCR2820500217>3.0.CO;2-7. 
6. Khademi B, Bahranifard H, Mohammadianpanah M, Ashraf MJ, 
Azarpira N, Dehghani M. Synovial sarcoma of the palatine tonsil: 
report of two cases and review of the literature. Middle East J            
Cancer. 2010;1:141–146. 
7. Meer S, Coleman H, Altini M. Oral synovial sarcoma: a report of 2 
cases and a review of the literature.Oral Surg Oral Med Oral Pathol 
Oral Radiol Endod. 2003;96:306–315. doi: 10.1016/S1079- 2104
(03)00209-9. 
8. Villarroel-Salinas J, Campos-Martínez J, Ortiz-Hidalgo C.            
Synovial sarcoma of the tongue confirmed by molecular detection of 
the SYT-SSX2 fusion gene transcript. Int J Surg Pathol. 
2012;20 :386–389. doi: 10.1177/1066896911424897. 
9. Weiss SW Goldblum JR Enzinger, Weiss Soft Tissue Tumors, 
Mosby, Louis St 2001:1483–1509. 10. Sultan I, Rodríguez-Galindo 
C, Saab R, et al. Comparing children adults with synovial sarcoma 
in the surveillance, epidemiology, and end results program,             
1983–2005: an analysis of 1,268 patients. Cancer.2009;                    
115:3537–3547. doi: 10.1002/cncr.24424. 
11. Raney RB. Synovial sarcoma in young people: background, 
prognostic factors, and therapeutic questions. J Pediatr Hematol 
O n c o l .  2 0 0 5 ; 2 7 : 2 0 7 – 2 1 1 .  d o i : 
10.1097/01.mph.0000161764.60798.60. 
12. Fisher C. Synovial sarcoma: ultrastructural and                              
immunohistochemical features of epithelial differentiation in              
monophasic and biphasic tumors. Hum Pathol. 1986;17:996–1002. 
doi: 10.1016/S0046-8177(86)80083-1. 
13. Fisher C. Synovial sarcoma. Ann Diagn Pathol. 1998;2:401–421. 
doi: 10.1016/S1092- 9134(98)80042-7. 
14. Coindre J-M, Pelmus M, Hostein I, Lussan C, Bui BH, Guillou L. 
Should molecular testing be required for diagnosing synovial            
sarcoma? Cancer. 2003;98:2700–2707. doi: 10.1002/cncr.11840. 
1 5 .  F r i s m a n  D M .  S y n o v i a l  S a r c o m a .                                        
(Immunoquery/Immunohistochemistry Literature Database) 

 



 

An Initiative of The Tamil Nadu Dr. M.G.R. Medical University 
University Journal of Surgery and Surgical Specialities 

  


