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These tumors are locally invasive, erode
into joint spaces and destroy joint function as
well as permeate blood vessels and spread to
the lungs and other organs. They destroy the
adjacent bone by direct penetration. Spread to
regional nodes is characteristic and dictates the
need for regional node dissection whenever
amputation is performed. Even the early well
differentiated lesions that appear histologically
innocent carry a grave prognosis, and five-
year survivals are infrequent {approximately
10 to 25 per cent} (Haagensen and Stout,
1944). :

BAKER’S CYST.

A Baker’s cyst is a non-neoplastic hernia-
tion of the synovial membrane of the knee
joint into the popliteal space. It usually
presents as a round to ovoid subcutaneous
mass that may be sott and fluctuant, but more
often is firm owing to the tension of the con-
tained fluid. Commonly, these kesions achieve a
diameter of 10 to 15 cm. and, by progressive
expansion of size, they may dissect beneath the
skin into the region of the calf muscles or be-
tween the heads of the gastrocnemius muscle.
The cyst itself consists of a fibrous wall averag-

“ing 2 to 5 mm. in thickness, filled with a limpid
or mucold fAuid resembling the joint fluid. The
wall may have uneven trabecular thickenings
and partial loculation as a point on the cystic
circumference weakens and yields to the pres-
sure of the contained fluid. Often it is difficult
to identify the communication with the knee
Joint. Histologically, the wall is composed of
dense, collagenous, laminated, fibrous tissue,
often mildly infiltrated with lymphocytes.
Usually there is no apparent organized syno-
vial lining to the cyst but, in areas, somewhat
more cuboidal cells may be identified as repre-
sentatives of the synovia. This condition is
readily cured by surgical excision.

GANGLION

A ganglion is a small cystic swelling that
projects from a joint capsule or a tendon
sheath. These are found most often on the
wrist and are less frequently encountered on
the foot or knee. They usually do not exceed
1.5 to 2 cm. in diameter and consist principally
of a collagenous, fibrous cyst filled with mu-
coid fluid. Only infrequently can a synovial cell
lining be identified. Usually it is quite difficulc
if not impossible to identify a communication
between the ganglion and the adjacent tendon
sheath or joint space.

The genesis of these lesions is obscure. It

‘presumed to act as gliding surfaces facilita

is postulated that most arise as herniationg
through a defect in the wall of the joint capsulé
or tendon sheath. As such, communicationg
should be present in all instances. Howevert
the difficulty in demonstrating such conne
tions raises the possibility that these may ari
in displaced rests of synovial tissue or by t
transformation of primitive connective tiss
into synovial cells that then secrete mucin
create the cystic space. Supporting this loc
metaplastic concept is the occasional finding
a loose, myxomatous tissue within the gangh
that sometimes assumes an epithelial appe
ance suggesting differentiation toward the ci
boidal cells of the synovia. :

MISCELLANEOUS LESIONS

BURSITIS

Bursitis is an inflammation of a bu
Whiie we may so define the lesion, there is ¢
siderable dispute as to the exact nature o
bursa. Standard textbooks of anatomy deser
numerous cystic spaces between joints and si
porting ligaments and tendon sheaths that ;
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The cause of bursitis is unknown. Tr;
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ups but, in the majority of instances,
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possibly a history of excessive exercise.

mucoid fluid. As the chron
tage at which the lesion is
al space is filled with a
suted changed blood heo
alcific precipitations. The
ibrous and is often pigm
hemorrhage and hardene
nner surface is usually sh
nd often thick, fibrous bri
nner space (Fig. 31-37).
Histologically, the v
ense, fibrous tissue focal
ytes, plasma cells and mo
he bursa is usually compo
E=or precipitated fibrin. Ch
marked focal vascularizati
hat often praduces small
ions of capillary channel:
posits may be found trap
ining material and within

These conditions
etious and presently ar
i Measures, the local inst
similar steroids and, in
urgical excision.

Tenosynovitis deno

in the early acute stages of the inflam
¢ g he tendon sheaths an

condition, the bursa is distended with a wa



