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apparent. Pain is a rare complication of ganglia; when present
it radiates from the swelling. Movement of the neighbouring
joint often makes it worse.
Matthews draws attention to the difference between ganglia

of the flexor sheaths of the fingers and other ganglia. The
former occur in the fingers at two sites-namely, over the
middle of the proximal phalanx at the level of the proximal
skin crease and at the level of the metacarpo-phalangeal joint.
Those arising from the flexor pollicis longus tendon all arise
at the level of the metacarpo-phalangeal joint. They are
tender and interfere with firm gripping, and it was probably
this symptom which brought the patients in Matthews's
series for advice quicker (average 9 7 months) than has been
reported for ganglia as a whole (21 years).3 They are smaller
than other ganglia, varying in size from a match head to a pea.
They are often easier to feel than to see and the patient may
not have noticed them. These ganglia are rarely noted to alter
in size, in contrast to other ganglia, whose size frequently
fluctuates. They are single, hard, smooth, and dome-shaped
and often confused with sesamoid bones, osteomas, chondro-
mas, and implantation dermoids. Ganglia of the flexor tendon
sheaths do not move with the tendon, and may even appear
fixed to the bone when the finger is extended.
The cause of these lesions is not known. Undoubtedly

trauma plays a part. In Matthews's series only one patient out
of 40 gave a definite history of trauma, but previous studies
have shown a higher incidence than this.4 5 In his series the
ganglia occurred equally on either hand and not mainly on the
dominant hand, which would be liable to more trauma than the
other. However, 11 of the 40 patients were typists of at least
three months' standing. They all suffered from ganglia on the
middle finger and always at the same level. Matthews agrees
with H. G. Stack6 that minor repeated trauma might initiate
the degenerative process which would preceed ganglion
formation, but again this is not the experience of other authors.
The time-honoured treatment of striking these lesions with

the family Bible is not as ridiculous as it might at first appear,
for direct pressure on ganglia often ruptures them. However,
recurrences afterthis treatment are likely,becausethe membrane
surrounding each ganglion persists. Aspiration of the ganglion
through a bleb of local anaesthetic in the skin is more success-
ful, but again leads to recurrences. But because of the simpli-
city of this last treatment it is reasonable to try it before
surgical excision. Any recurrent ganglia thereafter should then
be excised, the surgeon operating in a bloodless field and
using a skin-crease incision. If all the membrane and the
portion of the tissue to which the membrane is attached are
excised, the lesion is unlikely to recur.
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Myxoma of Soft Tissues
The myxoma is a benign tumour of connective tissue whose
histological and biochemical features closely resemble those
of the Wharton's jelly found in the umbilical cord of the
mature fetus. It is usually well circumscribed, oval or spherical

in shape, and of an opalescent white or translucent grey
colour. Its cut surface is glistening and slimy and often exudes
mucoid material. Histologically there are scattered stellate and
fusiform cells disposed in an expanse of connective-tissue
mucin in which there is a network of reticulin fibres. The
mucin is composed of much hyaluronic acid in a mixture of
acid mucopolysaccharides.
Myxomata may occur at various sites. The cardiac myxoma

is usually within an atrium, arising especially from the left
interatrial wall, and it occasionally causes embolism.1 2
Myxomata of bone usually affect the jaw, where the tumour is
believed to be of odontogenic origin, but less frequently they
arise from the periosteum of a long bone.3 Myxomata of the
soft tissues often arise in striated muscle and the adjacent
supporting tissues.4 5 The origin of the tumour is unknown.
The theory most favoured is that the cell of origin is a fibro-
blast that has not differentiated sufficiently to lay down
collagen but is capable of producing acid mucopolysacchar-
ides.4 Another suggestion is that it is of primitive mesen-
chymal origin.6 The association of multiple myxomata and
fibrous dysplasia of bone has been noted,7 8 and a common
origin for both conditions has been suggested: a basic con-
nective-tissue dysplasia that predisposes to both.

Recently D. C. R. Ireland and his colleagues 9 have reviewed
58 cases of myxoma of the somatic soft tissues chat had been
treated at the Mayo Clinic. The sex incidence was roughly
equal, and while the tumour was found within an age range
of 18 to 78 years the majority of cases were in the sixth and
seventh decades of life. Of the 58 patients only three had
multiple tumours. Most of the myxomata occurred in striated
muscle, and these often had microscopical evidence of local
invasion. The other sites for myxomata were subcutaneous
tissue, fascial planes, and neurovascular sheaths. Six tumours
were attached to the capsules of joints and one to the peri-
osteum. The commonest anatomical situation was the thigh
and pelvic girdle, and other fairly frequent sites were the
pectoral girdle, legs, and arms. Despite evidence of local
invasion all the tumours were successfully treated by simple
excision, and in the two cases in which it recurred a further
excision was curative. The three patients with multiple
myxomata all had evidence of fibrous dysplasia in bones
adjacent to the tumour sites. One patient had the skin pig-
mentation of Albright's syndrome but without the endo-
crinological abnormality.10 On the other hand no patient with
a solitary tumour had evidence of fibrous dysplasia.

This series of cases illustrates the essentially benign course
of the myxoma even when there is focal infiltration of muscle.
It also confirms the association of multiple myxomata and
fibrous dysplasia of bone. The bones should always be care-
fully examined in cases of multiple myxoma. It is noteworthy
that in two of the cases reported in this series the myxomata
and the fibrous dysplasia were diagnosed simultaneously. It is
much more usual for the bone lesions to precede the tumours
by a long period of time.
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