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Fibroma of the tendon sheath (FTS) is a soft-tissue tumor 
strongly attaches to the tendon sheath. It is most commonly 
observed in patients aged between 30 and 50 years on the upper 
extremities. In general, the tumors are small in size, with most 
sized between 1 and 2 cm [1]. The majority of patients presented 
no particular clinical symptoms other than a painless mass [1].

Case Report

Surgery must be resected as the entire tumor including all tumor 
lobules to prevent local recurrence. FTS rarely causes bone 
lesions, and we have been able to find in only four cases. This is 
the fifth such case report. We reported a case presented bone 
lesion and trigger finger caused by FTS.

Introduction

A 50-year-old housewife consulted a family doctor for her 

swelling around the A1 pulley in the right third finger and 
diagnosed as a trigger finger, and the lesion was treated by a 
tendon sheath injection. Resulting in no improvement, she 
consulted our hospital .  On the init ial  ex amination, 
approximately 2 cm of an elastic hard mass was palpated on the 
ulnar side of the metacarpal head in the right third finger. The 
lesion was accompanied with tenderness and snapping. No 
restriction of the range of motion (ROM) of the finger existed. 
An oblique view of the plain radiograph indicated radiolucency 
in the metacarpal head (Fig. 1). CT scan study indicated bone 
destruction in the metacarpal head (Fig. 2). Magnetic resonance 
imaging revealed a mass of low intensity on T1 and high intensity 
on STIR sequences (Fig. 3). The mass extended into the 
metacarpal head (Fig. 3). Based on these findings, giant cell 
tumor of the tendon sheath (GCTTS) was suspected and a 
subsequent resection of the tumor was scheduled. At the surgery, 
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Case Report: A 50-year-old housewife presented a swelling around the A1 pulley of the right third finger as well as bone erosion and a trigger 
finger. Against our preoperative suspect as GTTS, the pathological findings showed FTS. The snapping disappeared after the surgery. At 2.5 years 
postoperatively, we found no recurrence.

Introduction: Fibroma of the tendon sheath (FTS) is a soft-tissue tumor strongly attaches to the tendon sheath. The most common tumor 
which causes bone erosion is giant cell tumor of the tendon sheath while the erosion is quite rarely caused by FTS.

Conclusion: FTS can be added to one of the differential diagnoses for tumor presenting bone erosion in fingers though our case is rare.
Keywords: Fibroma of tendon sheath, bone erosion, trigger finger.
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The most common tumor which causes bone erosion is giant cell tumor of the tendon sheath (GCTTS) while the erosion is quite rarely caused 
by Fibroma of the tendon sheath (FTS).

Learning Point of the Article:

A Rare Bone Erosion due to Fibroma of the Tendon Sheath

Case Report Journal of Orthopaedic Case Reports 2022 January: 12(1):Page 14-17

Access this article online

www.jocr.co.in
Website:

10.13107/jocr.2022.v12.i01.2596
DOI:

Address of Correspondence: 

Department of Orthopaedic Surgery, Showa University Fujigaoka Hospital, Yokohama, Kanagawa, Japan. 
Dr. Yuto Minagawa, 

E-mail: fujiortho@med.showa-u.ac.jp

4Department of Orthopaedic Surgery, Showa University School of Medicine, Tokyo, Japan.

1Department of Orthopaedic Surgery, Showa University Fujigaoka Hospital, Yokohama, Kanagawa, Japan, 
2Department of Rheumatology, Zama General Hospital, Kanagawa, Japan, 
3Department of Pathology, Showa University Fujigaoka Hospital, Yokohama, Kanagawa, Japan, 

Dr. Katsunori Inagaki

© 2022 Journal of Orthopaedic Case Reports  Published by Indian Orthopaedic Research Group    |

Submitted: 07/07/2021; Review: 20/10/2021; Accepted: December 2021; Published: January 2022



www.jocr.co.in

FTS is a soft-tissue tumor that strongly adheres to a tendon or 
tendon sheath. It is most commonly observed in patients aged 
between 30 and 50 years and is more common in males (75%) 
than in females (25%) [1]. The chief complaints include 
tenderness and pain in the affected area [1]. The vast majority 

(98%) of tumors occur on the extremities, with the 
preponderance on the upper extremities (87.5%) rather than in 
the lower extremities (12.5%) [1]. FTS is observed, in 
descending order of frequency, in the fingers (50%), hands 
(21%), wrists (12%), or knees (5%) [1]. Bone lesions have been 
observed in only two of 138 cases [1]. FTS tumors are circular, 
spherical, elliptical, or spindle in shape and have a clearly lobular 
structure [1]. In general, the tumors are small in size, with most 
sized between 1 and 2 cm [1]. Its microscopic finding has a 
lobular structure and strong adhesion to a tendon or tendon 
sheath as well as the presence of fibroblasts, collagen fibrosis in 
the stroma, and slit-like vascular channels [1]. Occasionally, 
FTS has several multinucleated giant cells inside, while it lacks 
macrophages – such as foam cells and siderophages – which 
often exist in GCTTS [2]. In the literature, the possible mean 
follow-up was 4.3 years in 54 of the 138 cases [1]. The 
recurrence rate in these 54 cases was 24%, of which 18% 
experienced a single recurrence and 6% experienced two 
recurrences [1]. FTS is usually surgically treated. It must be 
resected as the entire tumor including all tumor lobules to 
prevent local recurrence. Differential diagnoses of tumors 
accompanied with bone lesions include GCTTS, hemangioma, 
lipoma, schwannoma, glomus tumor, synovial chondromatosis, 
fibrosarcoma, rhabdomyosarcoma, clear cell sarcoma, 
epithelioid sarcoma, and rheumatoid arthritis [3, 4]. In 
rheumatoid arthritis, initially, the inflammatory tissue thickens 
at the bare areas and gradually extends into the joint space 
across the cartilaginous surfaces [5]. Our case had a lesion in the 

Discussion

the tumor was identified adjacent to the flexor tendon after a 
careful palmar approach. After the soft-tissue incision, the A1 
pulley was released. Then, the flexor tendon was flipped to 
expose the mass. The mass appeared white and an irregular in 
shape. The mass could be easily pulled out after detach and 
removal of the surrounding tissue though it destructed the 
metacarpal head and invaded into the metacarpal bone (Fig. 4a 
and b). The mass was 28 ×27 ×17 mm. Pathological findings 
indicated a lobular and multinodular structure and the internal 
structure of the nodule comprised slightly dense fibrous 
connective tissues, and thus concluded that the tumor was FTS 
(Fig. 5a-c). ROM-based training was initiated from the next day 
of the surgery. No restriction of ROM remained and the 
snapping disappeared. At 2.5 years postoperatively, we found no 
recurrence.
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Figure 1: Radiolucency of the metacarpal head of the third finger 
(arrow). Figure 2: Bone destruction of the metacarpal head (arrow).

Figure 3: MRI. Tumor invaded into the metacarpal head. Figure 4: The mass contacted to tendon sheath and invaded into the metacarpal head.



bare area just like rheumatoid arthritis. However, rheumatoid 
arthritis can be excluded from the differential diagnoses 
because our case lacked sy mptoms in other joints, 
inflammatory reaction, radiologic bone atrophy, and synovitis 
on MR scans.

At the surgery, we only removed the tumor. If a pathologic 
fracture occurred accompanied with the erosion, some 
reconstruction might be necessary such as bone transportation 
or cement filling or an internal fixation.

Conclusion

The representative tumor is GCTTS when a tumor attaches to 
the tendon sheath and is accompanied by bone lesion. However, 
as our case shows, FTS can be added to the differential diagnosis 
while FTS rarely shows such situation.

Ultrasonography is recommendable as a simple and useful 
examination for identifying the location of tumor in the hand 
and also the cause of snapping finger [8]. We did not perform 
ultrasonographic examination. It was retrospectively 
unnecessary for the pre-operative diagnosis of the tumor 
because it could not distinguish FTS from GCTTS or other rare 
malignant tumors and normal trigger finger was already 
excludable before the surgery [9, 10].

Fletcher reported that the tumor pressure itself or phagocytes 
(i.e., basic cell in GCTTS) possibly causes the bone lesion in 
GCTTS [7]. On the other hand, unlike GCTTS, FTS has a 
structure characterized by fibroblasts, fibrous stroma, and slit-

like vascular channels [1]. Because FTS does not include 
phagocytes, FTS can hardly cause bone lesions. In our case, the 
bone lesion can be brought about by the tumor pressure just like 
suggested by Kitagawa and Southwick [2, 4]. Fletcher pointed 
out when a soft-tissue tumor firmly attaches to a ligament or 
tendon, it often erodes into the bone marrow beyond the cortex 
due to high pressure [7]. In our case, the tumor grew up in a 
quite limited space surrounded by the tendon sheath, A1 pulley, 
and metacarpal bone. As the result, high pressure in the space 
seemed to cause the erosion.

We reported a case presented bone lesion and trigger finger 
caused by FTS.

Bone lesion are caused sometimes by GCTTS but rare by FTS 
[1, 4, 6, 7]. According to Kitagawa’s review among 115 operated 
patients underwent with soft-tissue tumor or neoplasm in the 
hand, the most common diagnoses were GCTTS and ganglion 
[4]. Of 21 patients with bone lesions, two-thirds were GCTTS 
[4]. From the opposite viewpoint, half of GCTTS had related 
bone lesions [4]. On the other hand, Chung reported on the 
article that only two patients showed bone lesions among 138 
patients with FTS [1]. Plate reported that many cases with bone 
lesions caused by GCTTS as pressure erosions [6].
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Figure 5: (a) Resected tumor: A lobular and multinodular shape. (b) Lobular fibrotic nodular 
lesion with clear margins involving the surrounding tissue (striated muscle: M, HE stain: ×20). (c) 
Abundant collagenous fiber as well as slight fibroblast proliferation and capillary distribution (HE 
stain: ×200).

Clinical Message

The cause of the trigger finger may be not only tenosynovitis 
and hypertrophy of f lexor sheaths but also tumor. 
Pathological diagnosis is necessary because some tumors are 
malignant. Even benign tumors need to be completely 
resected to prevent local recurrence.
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