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INTRODUCTION
Soft tissue masses in the lower extremity are commonly seen
in the office setting. The most common pathologies include
ganglion cyst, lipoma, fibroma, synovial cysts, giant cell
tumor of tendon sheath, and rheumatoid nodules. Although
benign tumors of the lower extremity outnumber malignant
primary tumors by up to five times (1), an unexpected result
can leave physicians unsure of what steps to take. This case
report highlights the case workup after an unexpected result
of a soft tissue mass excision.

present. Epicritic sensation was intact to the level of the toes.
A soft tissue mass was noted on the lateral right ankle just
distal to the sinus tarsi. A negative Tinel’s sign was noted
with percussion of the soft tissue mass. The mass measured
approximately 3.5 cm in diameter with accentuated skin lines
overlying it. The mass was slightly mobile, nonfluctuant,
and firm. There was no pain with direct palpation of the
mass and there was no skin discoloration. Orthopedic
examination revealed no limitation or crepitus with range of
motion of the subtalar, ankle, or midtarsal joints.

CASE PRESENTATION
A 34-year-old man presented with a 5-month history of a
mass at the right ankle (Figure 1, Figure 2, Figure 3). There
was no pain with direct or side-to-side palpation of the mass.
The mass would swell at the end of the day and cause local
irritation and irritation of the sural nerve. The patient denied
any inciting event. His medical history was unremarkable.
He reported bilateral foot surgery as a child for “intoeing”
and his social history was positive for smoking one-half pack
a day. The patient denied any systemic symptoms such as
night sweats, weight gain, or weight loss. He related that
the mass had been progressively increasing in size. Prior
treatment included an aspiration of the mass at an outside
facility with removal of “bloody drainage” (as reported by
the patient).
Physical examination revealed palpable pulses rated 2/4
to the DP and PT arteries, bilaterally. The capillary refill was
immediate to the level of the distal toes and pedal hair was

Figure 1. Initial clinical appearance.

Figure 2. Clinical appearance of soft tissue mass.

Figure 3. Clinical appearance of
soft tissue mass.
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Figure 5. Ultrasound image in transverse plane with negative vascularity
on Doppler.

Figure 4. Anteroposterior ankle radiograph.

Figure 6. Ultrasound image in sagittal plane with negative vascularity on
Doppler.

Ancillary studies included plain film radiographs
and ultrasound. Radiographs showed diffuse lateral foot
swelling and a small radiopaque area in the center of the
mass (Figure 4). No osseous abnormality was noted in
the area of the mass. Ultrasound showed a multilobular,
hypoechoic lesion in the subcutaneous fat (Figure 5 and
Figure 6). No involvement of the skin or underlying muscle
was noted. The lesion was avascular on Doppler studies. The
radiologist’s interpretation of the ultrasound was suggestive
of a ganglion cyst.
Due to the increasing size, failed aspiration, and
radiographic findings, magnetic resonance imaging (MRI)
was obtained to rule out a ganglion cyst and for surgical
planning (Figure 7, Figure 8, Figure 9). T2-weighted
MRI showed a multi-lobulated hyperintense signal with
surrounding edema. Additionally, bone marrow edema was
seen adjacent to the mass with no obvious communication.
The radiologist’s interpretation of the MRI was ganglion
cyst with lateral calcaneal bone marrow edema.
The decision was made to proceed with surgical excision

Figure 7. T2-weighted magnetic resonance image, axial view.

Figure 8. T2-weighted magnetic resonance image,
coronal view.
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Figure 10. Image of excised mass.
Figure 9. Magnetic resonance image.

Figure 12. H&E stain showing nesting cells, pseudoinclusions, mitotic
figures.
Figure 11. Intra-operative view of foot after excision.

of the soft tissue mass. A lateral incision was made over
the mass and dissection was carried down to the peroneal
tendon sheath. The sural nerve and peroneal tendons were
identified and protected. Intraoperative findings included a
firm, semi-mobile mass that was partially incorporated into
the peroneal tendon sheath. There was an identifiable stalk
attached to the subtalar joint. Biopsies of the mass were
taken at 12, 3, 6, and 9 o’clock around the lesion as well
as centrally over the stalk to the level of the joint. The mass
was approximately 5 cm in diameter (Figure 10 and Figure
11). The pathology results were consistent with malignant
melanoma. The pathologist dictated the following,
“sections show a frankly malignant spindle and epithelioid
cell neoplasm with focal arrangement of tumor cells in nests.
Constituent cells focally show rhabdoid cytomorphology,
grow in a perithelial pattern with surrounding necrosis, and
show frequent nuclear pseudoinclusions” (Figure 12, Figure

13, Figure 14). Stains were positive for S100, SOX10,
and focally positive for melan-A. Stains were negative for
HMB45, desmin, SMA, CD34, and pancytokeratin. Biopsy
of the stalk was also consistent with melanoma, suggesting
retained tumor.
At his first postoperative appointment, the patient was
found to have routine healing of the surgical site. With the
assistance of a general surgeon, a full body skin assessment
was performed of the patient to determine if there was a
primary skin lesion. No lesions were identified. The patient
also noted a new swelling in his right shoulder. The patient
was seen by an oncologist who recommended a PET scan
and computed tomography (CT) for tumor staging and
possible identification of primary tumor (Figure 15, Figure
16, Figure 17). The patient had focal lesions identified to
the right shoulder and right lateral femoral condyle. There
was an area of increased uptake at the gastro-esophageal
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Figure 13. Strong positive for S-100 stain.

Figure 15. Coronal PET/CT showing right
shoulder lesion.

junction that was difficult to distinguish between anatomic
variant or possible primary source. Ultrasound guided
aspiration of right shoulder lesions was identified as spindle
cell neoplasm. Biopsies of the gastro-esophageal junction
were negative for neoplastic cells.
The patient was started on chemotherapy at 3 months
postoperative with a regimen of Iplimumab/Nivolumab.
After three rounds of chemotherapy, the patient complained
of lethargy and persistent headaches. MRI of the brain was
obtained to evaluate for metastases to the brain, which
was negative. Laboratory values revealed a low free T4
and elevated TSH, consistent with hypothyroidism, which
is a known complication of this particular chemotherapy
regimen.
A repeat PET/CT scan was ordered to evaluate the
patient’s response to chemotherapy. The right shoulder
and knee nodules were found to have no change. The right
foot showed increased uptake in the calcaneus, suggesting

Figure 14. Focally positive for melan-A stain.

Figure 16. Coronal PET/CT showing right knee
lesion.

local spread of the cancer to the calcaneus. The patient is
currently scheduled for excision of right shoulder lesion. No
plans for the lesion on right knee have been made at this
point, and further evaluation by oncology is underway.

DISCUSSION
Malignant melanoma is relatively rare, accounting for
approximately 4% of all skin cancers (2). In this case report,
it was unclear whether this tumor was a primary or a
secondary tumor of unknown source. There are case reports
of melanoma with a primary lesion of the calcaneus (3) as
well as metastatic cancer of an unknown primary lesion (4).
This presentation is unusual because it is highly unlikely that
a primary tumor would metastasize to the lateral foot. This
would lead one to believe that this is a primary tumor.
It should be noted that this presentation is different
than clear cell sarcoma (CCS) (5-7). CCS, is also called
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between those who had 1 cm surgical margins and those
with 3 cm surgical margins. When primary excision is not
possible, aggressive treatment via below knee amputation is
a viable option (10).
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