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HE surgeon who concerns him-

self only with the exercise of diag-

nostic and therapeutic technical
skills squanders an opportunity for the
more complete understanding of disease
such as is offered to few who practice the
disciplines of medicine. In contemplating
the inadequacy of our knowledge, one
senses an obligation for the complete
physician to relate carefully the form and
function of living parts as they are ex-
posed at operation to the clinical mani-
festations with which they have been as-
sociated and to follow resected tissues
into the laboratory, there to determine
their gross and microscopic character.
Such clinico-pathologic correlations not
only represent the basis for improvement
in the practice of medicine but should
also be regarded as the reference points
from which may be derived original con-
cepts so vital to the continued advance of
the frontiers of medical knowledge.

An effort has been made to present
general surgical diseases systematically,
with illustrations of the most commonly
encountered conditions, together with a
recent bibliography which has been se-
lected as a guide for the reader who
wishes to obtain more complete informa-
tion. Material obtained from the depart-
ments of Surgery, Radiology, and Pathol-
ogy, of the University of Chicago Clinics
forms the case background for this book.
The writer has drawn heavily on discus-
sions with his teachers and colleagues and
on information gleaned from the medical
literature. However, the ideas expressed
herein are his own, and for them he as-
sumes sole responsibility.
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ATHOLOGY as the study of the
nature and the origins of disease
must inevitably gain wider hori-

zons as our knowledge of form in relation
to function increases. Today studies of
normal physiology and of the pathogene-
sis and morphology of disease go on simul-
taneously in the laboratories of the basic
and medical sciences and in hospitals and
clinics. Form and function are being re-
examined with new techniques, while new
hypotheses are being tested in the living
animal and in the human being. While
research is accelerating and old theories
are being modified or rejected, there can
be no holiday in the training of physicians
and surgeons. Today pathologists must
continue to teach as best they can, more
than ever aware that their knowledge is
partial. If this is not the time for the defin-
itive text or the encyclopedic handbook,
there still is need for the informative mon-

INTRODUCTION

ograph and for the text with a fresh view-
point in a special field of pathology.
The present book has been designed to
provide factual observations and correla-
tions within the area designated by the
title. Written by a surgeon with great in-
terest and special training in surgical
pathology, it deals mainly with abnor-
malities encountered in general surgery.
I'ts uniqueness lies in the correlations pos-
sible only to the surgeon who has exam-
ined and treated the patient and who
then studies the surgical specimen with
care and enthusiasm. Dr. Schafer’s years
of training at the University of Chicago
gave him unusual opportunities to study,
at first hand, a wide variety of surgical
diseases. His book with its excellent illus-
trations is the culmination of those years
and of experience gained since as a sur-
geon and a teacher at the University of
Kansas.
Ereanor M. HUMPHREYS
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EpiDERMAL CyYSTS

Prate 1.—Wall of intact epidermal cyst, presenting a lining of stratified squamous epithelium, the
outermost basal cells of which are regularly applied at right angles to a straight basement membrane.
Dermal appendages are absent. Desquamated keratin fills the lumen.

TR LIRS e

Prate 2.—Wall of epidermal cyst, which ruptured into the tissues during evacuation. Inflamma-
tory cells are present in the lumen, in the superficial areas of the lining epithelium, and in the sur-
rounding connective tissue. Foreign-body giant cells are also present in the latter location.
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Chapter 1. PARIETES AND GENERAL ASPECTS

T IS proper that one of the first con-
siderations in this text should be of
the most common lesion subjected to

examination in most laboratories of surgi-
cal pathology. As such, the “sebaceous
cyst,” in spite of the complacency with
which it is ordinarily viewed, presents
problems which will be recurrent through-
out the following descriptions. Its clinical
characteristics and gross and microscopic
structure are well known; its mode of
origin as a retention cyst following ob-
struction of a gland duct is generally ac-
cepted, though by some with reservation;
yet considerable difference of opinion ex-
ists in the matter of its origin from a seba-
ceous gland. The chief reason for this con-

troversy lies in the fact that the lining of

the cyst is composed of stratified squa-
mous epithelium, and only rarely are se-
creting sebaceous gland cells encoun-
tered. The wusual explanation for this
seeming paradox is that the duct of a
sebaceous gland becomes occluded and
gland secretions accumulate within, caus-
ing enlargement of the duct with the for-
mation of a cyst. The stratified squamous
epithelial lining of the duct thus becomes
the lining of the cyst so formed and fur-
ther contributes to the volume of its con-
tents by proliferation and desquamation
of its cells. These then lose their identity
as they become incorporated into the
cheesy, fetid, yellow, amorphous mass
which fills the cyst. The sebaceous gland
cells atrophy and disappear as a result of
the pressure of the expanding cyst. That
this sequence of events does occur can oc-

CUTANEOUS CYSTS

casionally be demonstrated by a fortunate
collection of cases. However it is undoubt-
edly true that a cyst of identical structure
can be formed in similar fashion in rela-
tion to other skin accessories and by the
implantation of epithelium beneath the
skin as a result of accidental injury or dur-
ing the course of surgical operations. Thus
a better name for this condition would be
“epidermal cyst” but, because of prece-
dent and general practice, it is likely that
these structures will continue to be called
“*sebaceous cysts.” The common “wen”
of the scalp is an unquestioned example of
a true sebaceous cyst which results from
occlusion of a sebaceous gland duct.
Clinically it presents as a firm, roundecd
prominence which moves freely on the
underlying bone. Often patients seck
medical attention only after the appear-
ance of multiple lesions.

Epidermal cysts occur generally over
the body but are most frequently encoun-
tered on the scalp, face, neck, shoulders,
and back. They are situated in the dermis
and thus move with the overlying epi-
thelium, in which at times the orifice of
the occluded duct may be seen. No deep
fixation is encountered unless previous in-
flammation has caused marked scarring.
They are usually small but may attain
fist-size when located in unexposed areas
in persons loath to consult a physician.
The epithelium overlying large cysts be-
comes considerably thinned, and the yel-
lowish, doughy content of the cyst can be
palpated and seen through the trans-
lucent skin. Frequently, either sponta-
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PARIETES AND GENERAL

ASPECTS

neously or as a result of the patient’s at-
tempting to evacuate the cyst, its con-
tents become infected, and occasionally
the wall ruptures. The infected contents
of the cyst have a foul, rancid odor.

On microscopic examination of the in-
tact cyst its wall is seen to be lined by
flattened stratified squamous epithelium,
the outermost row of basal cells of which
is regularly applied to a perfectly straight
basement membrane with no tendency to
form interpapillary projections and with-
out related accessory structures. If the fat
droplets and cholesterol crystals of the
cyst escape into the surrounding tissue,
they set up a foreign-body reaction, fea-
turing many multinucleated giant cells,
in the cytoplasm of which phagocytized
debris is commonly seen. A varying acute
and chronic inflammatory cell infiltration
and a variable amount of scarring occur
about such cysts, depending on the
amount of pre-existing inflammation. In
cases with marked previous inflammation
epithelial remnants may not be found.
Both basal-cell and squamous-cell car-
cinomas are alleged to occur within epi-
dermoid cysts; however, this is an uncom-
mon complication.

Treatment consists of complete surgical
excision. Best results are obtained when
the uncomplicated cyst is excised intact.
If rupture occurs during resection, care
must be exercised to remove the entire
cyst wall, and, if doubt remains, an escha-
rotic may be applied to residual epithe-
lium. A poor cosmetic result will follow;
thus this treatment should be used only in
those situations where this is not an im-
portant consideration. Infected cysts
should first be incised and evacuated and
then subsequently resected after complete
healing has taken place. Post-traumatic
epidermoids may be prevented by the ex-
ercise of meticulous care in debridement
and suturing.

Dermoid cysts of the skin, by definition,
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are congenital in origin and develop from
a rudiment of skin which is carried into
the tissues at the time of closure of the
various embryonal clefts and fissures to
which these cysts are related. For the most
part they are relatively rare, occurring
about the lateral angle of the palpebral
fissure usually in the upper eyelid, in the
scalp, and about the ear. The common
variety is the pilonidal cyst located near
the tip of the coccyx. It usually communi-
cates with an inconspicuous mid-line skin
dimple by means of an epithelium-lined
sinus and is thought to represent either an
inclusion defect in the closure of the cau-
dal end of the embryonal neural tube or
to be due to internal traction on the in-
tegument caused by regression of the tail
bud. It has the characteristic structure of
all true cutaneous dermoids. The cyst wall
has an outer fibrous capsule and is lined
by stratified squamous epithelium, with
the normal papillary structure seen in the
overlying skin. Skin accessories, such as
hair follicles, sweat glands, and sebaceous
glands, are present in variable numbers.
The cyst is filled with cheesy sebaceous
material, into which project hairs grow-
ing from the cyst wall.

Dermoids, particularly the pilonidal
variety, are likely to become infected and.
like sebaceous cysts, are best treated by
complete excision. Owing to the fact that
they lie deep in the loose subcutaneous
fat, as they enlarge or rupture they may
seed epithelial fragments outside the cyst
wall, and these fragments form communi-
cating sinuses which must be included in
the resection. Since the pilonidal cyst
commonly extends to the level of the
sacral fascia, it should be treated by wide.
deep, longitudinal, elliptical excision.
Persistence of difficulty after operation
can be ascribed to such factors as inade-
quate excision, improper reconstruction
of tissues, or inadequate protection of the
healing wound. Many detailed technics



