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ĐỊNH SCORE BIOPSY
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D-TGCT’s extra-articular growth pattern 
mainly occurs secondary to intra-articular 
extension through transcapsular 
fenestrations 

cartilage invasion, cortical bone 
erosions, muscular/tendinous, 
ligament and neurovascular 
involvement were proposed 
as parameters that determine 
the severity of D-TGCT 



World Health Organisation classifcation of soft tissue and bone 
tumours, localised-type (L-TGCT) and �dif fuse-type (D-TGCT)
replaced the terminology “giant cell tumour of the tendon sheath” and 

�“pigmented vil lonodular synovitis”.

D-TGCT represents a monoarticular disease, which means that in case 
of polyarticular involvement with similar MRI appearance, other 
diagnoses should be considered, such as gout, haemophilic or amyloid 
arthropathy.





�MRI is the imaging modality of choice for diagnos ing and evaluating 
disease severity [11]. It gives insight into areas that are not amenable for 

�arthroscopic evalu ation. 

MRI can provide a preoperative map of D-TGCT localisations to 
evaluate common blind spots before open synovectomy. 



Ultrasound is not part of the standard diagnostic workup of D-TGCT; 
however, it can be helpful in performing image-guided biopsies



BN NỮ, 39  TUỔI
ĐC: TÂN PHÚ- HCM

BỆNH SỬ: CÁCH 2 NĂM PHẪU THUẬT TÁI TẠO 
DÂY CHẰNG CHÉO TRƯỚC GỐI TRÁI. SAU ĐÓ 1 
NĂM ĐAU GỐI TRỞ LẠI KHÁM BỆNH HỌC- BV 
CTCH VÀ ĐƯỢC CHẨN ĐOÁN SB: U HOẠT DỊCH 
GỐI TRÁI
CHUYỂN  MEDIC LÀM MRI GỐI TRÁI





D-TGCT may extend into femoral and tibial 
medullary tunnels in patients with anterior 
cruciate ligament (ACL) reconstruction.
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T2- gradient echo weighted MR 
image of the knee showing 
blooming artefact: the low 
signal intensity synovial lesions 
containing hemosiderin
increase in size and are ill 
defined, appearing as cloud-
like dark areas.



Ultrasound

Ultrasound is not part of the standard diagnostic workup of D-TGCT; 
however, it can be helpful in performing image-guided biopsies 

ultrasound does not provide the necessary information
and correct evaluation of the areas that should be carefully
scrutinised and reported when evaluating D-TGCT.



Treatment assessment in the knee

Surgery is the mainstay of TGCT treatment, performed either open or 
arthroscopically [31]. L-TGCT resection is relatively straightforward, with low 
recurrence rates (4–30%) controlled by re-excision [32]. On the other 
hand, D-TGCT is a locally aggressive process with a high recurrence rate of 
around 40–60%

CSF1R inhibitors:

�TGCT subtypes share a common underlying patho genesis, mainly related to a 
Colony-Stimulating Factor 1 (CSF1) translocation resulting in CSF1 
overexpression. CSF1 overexpression causes an increase in neoplastic 
cells by binding to CSF1- �receptors (CSF1R) and accumu lating CSF1R 
presenting cells



Conclusions

MRI is the modality of choice in diagnosing D-TGCT, providing 
preoperative mapping and assessment of response to 
systemic therapies. 

However, due to its irregular shape, extensive growth and low 
signal intensity, D-TGCT disease extent can be challenging 
for the radiologist. 
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