
Due to recent lively discus-
sions on PM News sur-
rounding the topic of soft

tissue masses, I wanted to use this
installment of Issues in Podiatric
Dermatology to introduce some
ideas regarding recognized manage-
ment and surgical protocols of
these lesions. For the purposes of
this discussion, the term “soft tis-
sue mass” includes any and all le-
sions involving muscle, tendon,
fascia, blood vessels, nerves, and
fat, not including the skin.

In a recent PM News posting, a
podiatrist showed us a photo of a
completely (assumed) excised surgi-
cal specimen (Figure 1).

After she stated that she had
“anticipated a ganglionic cyst,” she
went on to say that “clearly this le-
sion is a neurilemmoma.” She
ended her description with “the le-
sion was well-encapsulated and had
the same consistency as an inter-
metatarsal neuroma.” I assumed
that after her surgery, she closed
the wound and sent the “neurilem-

moma” for
confirmato-
ry patholog-
ic diagnosis.
I am hope-
ful that the
t i s s u e
p a t h o l o g y
conf i rmed
her eyeball
diagnosis.

A l -
though she
does not say
whether her
stated find-
ings are
post- or pre-
biopsy re-
sults, she in-
timated that
we as clini-
cians surely
can arrive at the diagnosis because
it was well-encapsulated by sight
and had the same consistency as an
intermetatarsal neuroma (I assumed
on palpation). Presumably all
worked out well with this doctor’s
case. There are alternative ways to
handle this that would markedly
decrease the chances of a possible
horrendous outcome, and elimi-
nate luck as a variable.

Consider this: Some of these
nerve sheath tumors are malignant.
As such, the surgery, while per-
formed deftly, makes it absolutely
impossible to define or estimate
clear margins of resection if indeed
the malignancy was found to exist
at the margins of resection. This
would obligate a future surgeon
charged with performing a wide
local excision to do drastically

more surgery than otherwise would
have been required if the original
surgery were limited to an open in-
cisional biopsy.

Additionally, it is along nerves
that many malignancies spread lo-
cally. The observance that a lesion
is well encapsulated does not al-
ways mean that it is. Often at histo-
logic sectioning, this turns out not
to be so.

In essence, there are cases of im-
properly worked up and inappro-
priately resected soft tissue masses
that turn out to be malignancies.
Musculoskeletal oncologists call
these “unexpected or unintended
malignancies,” and when improp-
erly or inappropriately resected,
they may result in serious conse-
quences for the patient.

By Bryan C. Markinson, D.P.M.

Continued on page 212

So You Want to Be 
a Tumor Surgeon?
Here are some words to the wise regarding 
the management of soft tissue masses.

Some nerve sheath

tumors are 

malignant.
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Figure 1: Neurilemmoma (as posted in PM News)



lignancies that can present largely
as a cystic mass.

6) Masses that rapidly increase
in size over a few months are more
likely to be malig-
nant than lesions
that have en-
larged slowly over
many years. Pit-
fall: Occasionally,
soft tissue sarco-
mas present with
a history of many
years duration.

7) Get a plain
x-ray. Every soft
tissue mass for
which there will
be intervention requires a plain x-
ray. Evaluate for fat density (lipo-
ma), calcifications (synovial sarco-
ma, hemangioma), ossification (os-
teosarcoma, myositis ossificans),
and skeletal abnormalities (os-
teomyelitis, primary bone lesion,
periosteal reaction from soft tissue
tumor). MRI and CT provide addi-
tional information on extent, inter-
nal tumor characteristics, and
whether the lesion is primarily
bone or soft tissue.

8) Get an MRI
with contrast.
You need the con-
trast to avoid the
nightmare of an
unexpected vas-
cular tumor. MRI
and CT provide
additional infor-
mation on extent,
internal tumor
character ist ics ,

and whether the lesion is primarily
bone or soft tissue.

9) Do not do these procedures
in the office. Virtually all literature
supports that soft tissue mass man-
agement should be hospital-based.
If you find yourself cutting into a
mass in your office operatory, you
have robbed the patient of the abil-
ity to have a frozen section diagno-
sis, starting a cascade of trouble
should the tumor you excise be ma-
lignant.

There are percutaneous biopsy
procedures for soft tissue masses that
can be done in-office, such as the Tru-

This is not only problematic for
podiatrists, but also for general sur-
geons, vascular surgeons, and or-
thopedic surgeons, who have little
or no training in musculoskeletal
oncology, a distinct specialty, not
an “area of interest.”

Ten Suggestions
To avoid these instances of un-

expected malignancy, or “I thought
it was a ganglion,” or “Aspiration
yielded little fluid, so I injected it
with cortisone,” I recommend that
everyone considering taking a
scalpel to remove a soft tissue mass
where any question exists as to the
diagnosis consider the following:
(These are purely risk management
suggestions for better care of the
patient and are not meant to apply
any “standard.”)

1) First and foremost—get a
concurrent opinion as to your
course of action. At a minimum,
discuss the case with a muscu-
loskeletal oncologist. You would be
surprised as to what information
can be forthcoming.

2) If any soft
tissue mass you
are looking at is 5
cm. in any di-
mension, be very
suspicious. Do ev-
erything you can
to establish the
diagnosis, includ-
ing referring the
patient. Size can
be determined
best by ultra-
sound or MRI, or palpation, if clear-
ly small or clearly large.

3) Try to determine if it is sub-
cutaneous or intramuscular. This
can be done by ultrasound or MRI.
Subcutaneous malignancies tend to
fare better. This is more applicable
to deep thigh and buttock tumors.

4) Firmness is a bad sign. Sarco-
mas tend to be firm and painless
until large.

5) Determine if the lesion is cys-
tic or solid. Cancers tend to be
solid, but there are high grade ma-

Tumor Surgeon...
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Cut needle biopsy, which delivers a
spaghetti-shaped biopsy specimen
from the tumor. If malignant, initial
open surgery can be well planned for
adequate resection at clear margins

based on pre-oper-
ative imaging stud-
ies, and staging.

10) Plan an
open incisional
biopsy and get a
frozen section in
the OR. (Eyeball
diagnosis and di-
agnosis based on
palpation require
a level of experi-
ence that most of
us will  never

achieve.) Sometimes, even the
pathologist finds it tough to call
whether or not they are looking at
a malignancy or a benign lesion. If
the lesion is benign, complete
your resection. If it is malignant,
close the wound. Then plan the
wide local excision after the pa-
tient is adequately staged. In a
hospital-centered environment,
this should take a few days at
most. ■
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