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A 40-year-old woman with a significant history of rheumatoid
arthritis (RA) presented with the atraumatic onset of a painless
enlarging mass lesion to the left leg, ankle, and foot complex
over the past several months. She denied weakness or insta-
bility. She had a surgical history of excision of similar masses
involving the upper extremities that were determined to be
rheumatoid nodules. Examination of the left lower extremity
revealed normal neurologic and vascular features, with full
motor function from the level of L2 to S1. There was a soft,
mobile mass lesion along the anterior aspect of the distal third
of the left leg, the anterior aspect of the left ankle, and the dor-
sal medial and dorsal lateral aspect of the left foot. The loca-
tion of the mass across the anterior aspect of the ankle joint
resulted in limitation in dorsiflexion to less than 5°, making
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ground clearance challenging during the swing phase of gait.
Plain radiographs of the left ankle revealed evidence of a soft
tissue shadow about the anterior aspect of the distal third of
the left leg, ankle, and dorsum of the foot. There was no evi-
dence of any bony pathology. Magnetic resonance imaging
revealed a multiloculated fluid collection measuring 28 cm at
its greatest length (Figures 1-3). The structure appeared to
wrap around the medial anterior and lateral aspects of the
ankle and to involve the extensor tendons. There was no evi-
dence of tendon or ligament attenuation.

The decision was made to surgically resect the mass due to
the limitations imposed on the patient’s daily activity. The
mass was resected and found to contain a viscous, brown
fluid. The underlying extensor tendons across the ankle joint

Figure 1. Sagittal T1 weighted MRI of left lower extremity showing a hypointense lobulat-

ed mass.
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Figure 2. Sagittal T2 weighted MRI of left lower extremity showing a hyper-
intense enhancing lobulated mass.
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Figure 3. Coronal proton density fat saturation MRI of left lower extremity
showing the enhancing lobulated mass.

were all intact. The specimen was sent to pathology and was
found to be consistent with a rheumatoid nodule. The patient
had routine postoperative care and has now resumed full
weight-bearing activities without limitation and regained full
range of motion of her left ankle joint.

Management of rheumatoid nodules varies. Typically,
treatment is not necessary since they are often asymptomatic.
It has been recommended that nodules should not be drained,
injected, or excised due to the high risk of infection or recur-
rence with such intervention!. Local corticosteroid injections
may be used to reduce large nodules, but this is not widely
recommended due to the risk of persistent drainage or infec-
tion?. Surgical removal may be considered if nodules are
debilitating, ulcerated, infected, compressing a nerve, or caus-
ing a limited range of joint motion#. Nodules tend to shrink
as the arthritic component is managed with therapy; however,
some nodules may persist or even worsen with treatment>-©,

Rheumatoid nodules tend to reflect the activity of the
underlying RA. Treatment options for these nodules are limit-
ed due to their highly variable structure. Current methods of
treatment include observation, the use of antirheumatic
agents, and surgical excision. As shown in our case, surgery
was the desired treatment option due to the size and physical
limitations caused by the nodule.
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