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Background This case report presents the unique challenges encountered in managing a homeless patient with syno-
vial sarcoma. The patient presented in a state of profound shock, likely due to the tumor burden. A 
large exophytic mass was identified on the dorsal aspect of his left foot.

Summary A previously undiagnosed 56-year-old man presented with a hemorrhaging mass in his left lower extrem-
ity, leading to emergency department evaluation. He arrived in severe hemorrhagic and septic shock. 
Despite attempts at hemorrhagic control, the patient’s condition necessitated an urgent left lower leg 
guillotine amputation via Syme’s procedure. While initial stabilization was achieved, a second palpable 
mass was identified in the calf. Incisional biopsy with frozen section analysis revealed synovial sarcoma, 
consistent with the pathology of the foot mass. This diagnosis was confirmed by final pathology.

Conclusion Despite the severity of the patient’s status upon first arrived in the emergency room, he fared well. This 
was largely due to the rapid recognition that the patient required emergent guillitine amputation of the 
mass. After stabilization, the patient underwent a successful Gritti-Stokes amputation, with negative 
margins. Shortly after his definitive procedure, the patient was transferred to an acute rehab setting for 
an uneventful recovery and fitted with a sliding joint prosthesis and begun ambulatory training.
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Case Description
A 56-year-old male with a medical history of undiagnosed 
hypertension and hyperlipidemia presented to the emer-
gency department via EMS with a left mid-foot exophytic 
hemorrhagic mass. Examination revealed a large (approx-
imately 20 × 15 cm) necrotic and hemorrhagic tumor on 
the plantar aspect of the left foot. The mass exhibited fria-
bility and significant vascularity (Figure 1).

The patient’s condition rapidly declined into severe septic 
and hemorrhagic shock, as evidenced by a hemoglobin lev-
el of 2.4 g/dl and leukocytosis of 38.4 × 109/L. Immediate 
endotracheal intubation was necessary, followed by initia-
tion of a massive transfusion protocol. Attempts to tempo-
rarily control the hemorrhage were unsuccessful due to the 
highly vascularized and friable nature of the mass. Given 
the urgency of the situation and the inability to control 
bleeding non-surgically, the patient was emergently taken 
to the operating room for a left lower extremity Syme’s 
guillotine amputation (Figure 2) 

Further workup revealedan additional soft tissue mass 
that measured 3.5 × 2.5 and was located in the left pos-
terior calf cm. As a result of the preliminary pathological 
diagnosis of the original mass, which indicated it to be a 
highly malignant tumor, the new finding required further 
workup. Once the patient stabilized, an MRI of the left 
lower extremity was performed. These images revealed no 
evidence of osteomyelitis but did identify a 3.5 × 1.7 × 2.5 
cm subcutaneous cystic structure in the left posterior calf 
(Figure 3).

Given the patient’s initial presentation and the final pathol-
ogy report that diagnosed the left foot mass as a poorly dif-
ferentiated malignant neoplasm consistent with synovial 
sarcoma, metastatic malignancy was highly probable. The 
patient subsequently underwent incisional biopsy of the 
left calf mass—this pathology revealed a local metastatic 
tumor originating from the left foot.
The patient underwent a metastatic work up consisting of 
CT head, chest, abdomen and pelvis, all of which nega-
tive for distant metastases. Following negative metastatic 
work up, the patient underwent a completion of left lower 
extremity amputation via successful Gritti Stokes ampu-
tation (Figure 4) with concurrent groin sentinel lymph 
nodes biopsy for tumor staging.

Figure 1. Preoperative Left Foot Radiograph Demonstrates Synovial 
Sarcoma (approximately 20 × 15 cm). Published with Permission

Figure 2. Left Foot Following Guillotine Amputation at the Syme’s Level. 
Published with Permission

Figure 3. Left Calf Metastasis: 3.5 x 1.7 x 2.5 cm Subcutaneous Cystic 
Structure. Published with Permission
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Considering the size of left calf metastatic lesion (3.5 × 1.7 × 
2.5 cm), we determined it would not be possible to achieve 
adequate negative margins by doing a standard BKA, thus 
the decision was made to perform a Gritti Stokes amputa-
tion (AKA). Surgical margins of amputation and all three 
lymph nodes were negative for metastasis. The remainder 
of the patient’s hospital stay was uneventful, and he was 
successfully transferred to an acute rehab for ambulatory 
training and limb prosthesis. The patient had an oncology 
consultation while recovering in rehab, at which time there 
was discussion of adjuvant chemotherapy considering the 
metastasis to the left calf. However, due to the unclear role 
adjuvant chemo plays in the survival rates of patients with 
sarcomas, the case was deferred to a tumor board discus-
sion. The patient was scheduled for outpatient oncology 
follow up, at which time the options were to be discussed. 
Unfortunately, the patient did not return for follow-up.

Discussion
Synovial sarcoma is a rare mesenchymal neoplasm that 
predominantly presents in the extremities, with 80% of 
tumors presenting in the extremities and the remaining 
20% in trunk, retroperitoneal, abdomen, head and neck.1,2 

These neoplasms account for approximately 8 to 10% of 
all soft tissue sarcomas,3 with an incidence of 800 to 1000 
cases per year in the U.S.4 Although it is more common 
among adults in the third to fifth decades, it can also occur 
in adolescents of younger age.5 Synovial sarcomas affect 
both males and females, but some studies have suggest-
ed a slight predominance in males.6 In spite of favorable 
prognosis amongst the younger population, synovial sarco-
mas typically have a high metastatic potential, majority of 
which metastasize to the lungs.7,8 Additionally, metastatic 
lymph nodes are more common in synovial sarcomas than 
other soft tissue sarcomas, with an incidence of 10-12% as 
opposed to 3-5% for soft tissue sarcomas.9 With the inci-
dence of lymph nodes metastases correlating to the extent 
of the disease.

Synovial sarcoma is a rare mesenchymal neoplasm that 
originates from the joint, bursae and/or tendon sheath.8 
Even though it is termed as synovial sarcoma, it does not 
arise from synovial tissue, rather it is epithelial in origin.1,10 
The histological features of synovial sarcoma include the 
coexistence of the cuboidal-columnar epithelial cells and 
elongated spindle fibrosarcoma like cells which make it 
unique among other soft tissue sarcomas.6 In addition, 
synovial sarcoma is considered to be a high grade sarco-
ma, in contrast to other soft tissue sarcomas which tend to 
have both high- and low-grade tumors.1 Synovial sarcoma 
usually presents with monophasic or biphasic histolog-
ic subtypes. Monophasic synovial sarcoma presents with 
only ovoid spindle cell morphology whereas biphasic syno-
vial sarcoma presents with both spindle cell elements and 
epithelial components.1 However, the literature has more 
recently described a third histologic subtypes, a poorly dif-
ferentiated synovial sarcoma.1

Over 90% of synovial sarcomas have chromosomal trans-
locations between chromosome X and 18.5,6 The translo-
cation t(X;18) (p11.2:q11.2) occurs between SYT gene 
of chromosome 18 and one of highly homologous genes 
(SSX1, SSX2 and SSX4) of the X chromosome.11,12 About 
two thirds of synovial sarcomas have a fusion of SYT/SSX1 
chromosomes, while the other one-third have a fusion of 
SYT/SSX2 chromosomes. Only a few cases reported had 
fusion between SYT and SSX4.12,13

The treatment of synovial sarcomas is multimodal and 
includes approaches such as local wide excision surgery, 
amputation, chemotherapy, and/or radiation. The gold 
standard of treatment for primary synovial sarcoma is 

Figure 4. Left Lower Extremity Status Post-Gritti-Stokes (AKA) 
Amputation. Published with Permission
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complete surgical resection of the tumor, with pathologic 
specimens having clean, tumor free margins.1 Surgery is 
considered to be the mainstay treatment for locally recur-
rent disease.1 In the event of local recurrences, amputa-
tions may be required when limb salvageable options are 
not viable. However, surgical options may be limited in 
the treatment of metastatic synovial sarcomas. Thus, it is 
also recommended that recurrent tumors be treated with 
neoadjuvant systemic therapy.1

The role of adjuvant radiation therapy for synovial sarco-
mas is similar to that of other soft tissue sarcomas. Adju-
vant radiation therapy is indicated when tumor size is 
equal or greater than 5 cm.14 The use of chemotherapy in 
primary disease is controversial due to toxicity and unclear 
survival rate. Primary synovial sarcomas which are greater 
or equal to 5 cm have more than 50% chance of distant 
metastases,15 and in such cases there may be a role of che-
motherapy as some studies have shown promising results 
of the survival rates from chemotherapy for the treatment 
of metastatic and pediatric synovial sarcomas.16,17

The prognosis of synovial sarcoma depends on factors such 
as age, size, location, histology, margin, mitotic activity, 
and tumor invasion to vasculature, bone, and or nerve. 
Many studies have indicated that synovial sarcomas have 
poor prognosis with a five-year survival rate ranging from 
23.5 % to 51 %.18,19

Conclusion
Prompt diagnosis and intervention in synovial sarcoma, 
a rare malignancy with high metastatic and recurrence 
potential, is critical. Despite the patient’s severe presen-
tation, his hospital course remained relatively unevent-
ful. Early recognition of the need for emergent guillotine 
amputation for bleeding control proved critical. Further-
more, the established knowledge of the aggressive nature 
of synovial sarcoma facilitated a swift medical workup and 
surgical intervention. This proactive approach minimized 
complications and facilitated a smooth recovery, allowing 
for the patient’s discharge to acute rehabilitation.

Lessons Learned
This case underscores the critical role of well-defined pro-
tocols and swift intervention for emergent hemorrhage in 
atypical presentations like metastatic synovial sarcoma. 
The limited surgical options in such cases highlight the 
pressing need for further research to improve patient out-
comes. Integrating these lessons into clinical practice can 

empower healthcare professionals to refine management 
strategies and ultimately improve the prognosis for synovi-
al sarcoma patients.
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