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Ganglia account for about two third of all hand tumours1. They occur on the dorsum of the wrist, the

volar aspect of the wrist and in the fingers in relation to the flexor tendon sheaths and small joints of

the digits2. Their prevalence makes ganglia well recognised by even the inexperienced hand surgeon,

meriting the title of "spot diagnosis” 3. In spite of their frequency, their aetiology and pathogenesis is

not clear4. They are notorious for recurrence5 causing mental anguish to the patient and frustration to

the surgeon. A prospective study was undertaken to search for the aetiological factors, pathogenesis and

factors responsible for recurrence and ways to overcome them.

PATIENTS, METHODS AND RESULTS 

From 1st July 1989 to 30th June 1991, 84 patients (14 males, 70 females) with wrist ganglion were

seen. Ages of the patients ranged from 14-56 years, with a mean of 22 years. All males and 55 females

(83%) belonged to urban area. Seven males and 28 females (40%) were married. Twelve cases had

recurrent ganglia. Most (52) ganglia involved the right hand, while bilateral ganglia were found in

none. Major presenting features were unsightly deformity (41), pain at the site (19) or radiating

elsewhere (7), weakness of finger movements (7), difficulty in wrist movements (6) and recurrence in 4

cases. Seventy one dorsal ganglia were operated upon as outpatient cases after infiltration of 1%

lignocaine around the ganglion without entering its substance. Thirteen ganglia on the palmar aspect

including three compound palmar ganglia were operated under general anaesthesia after application of

tourniquet. The opera-five findings are given in Figure 1 and 2 and the attachment of ganglia shown in

Table.





Majority (45) of the ganglia involved dorsal aspect of the wrist joint between scaphoid and lunate after

piercing the scapholunate ligament and smaller number involved radioscaphoid and lunotrigutrial

joints. Eighteen ganglia were attached with the tendon sheaths, while 13 were lying free after severance

of their connection from the synovial sheath of the joint or tendon. The wounds were covered with

sterile gauze and supported by cotton wool dressing. These were ex-examined after one week at the

time of removal of stitches. Patients were advised to keep the hand elevated and take analgesics as and

when required. No antibiotics were used. There were no cases of wound infection. Two patients came

back with recurrence, one dorsal and other volar about 6 months after the operation. Fourteen cases of

recurrent ganglia (12 operated upon previously and 2 from the present series) were investigated to

determine the cause of recurrence. Of these 10 were on dorsal and 4 on volar aspect. The dissection in

each case was carefully carried upto the neck where a communication with the parent synovial

membrane could be established. Nine recurrent ganglia were in relation with the joint capsule and 5 in

relation with the tendon sheaths. Non-obliteration of the communication was taken as the cause of



recurrence.

COMMENTS 

Following features about the aetiology of this common condition were revealed during this study. In

three instances wrist ganglia occurred in real sisters and in eight instances in the first cousins. In two

cases the mother and daughter both had ganglia. In one family three out of four sisters and one out of

two brothers had ganglia. All these findings indicate a genetic predisposition making the joint capsule

weak in a particular area initiating ganglion formation. More frequent involvement of dominant hand

and its preponderance in teen age girls may be due to irritation or repeated minor trauma. Although no

casual relationship between occupation and ganglion formation has been demonstrated6 oft repeated

specific movements particularly washing of clothes and spoon movement during cooking may produce

stretch on the joint capsule and lead to its wear and tear. More frequent observation in the urban

population may be an error of presentation. The village girls and particularly village boys may not be

bothered about an asymptomatic swelling and may not present for “cosmetic surgery” as opposed to the

urban teenagers. Three patients of compound palmar ganglia contained melon seed bodies and were

tuberculous in nature on histological examination. They represented a well established pathology7.

Ganglia could arise from the synovial membrane of the joint or tendon sheath8. In this series about

60% of the ganglia were in relation with the joint capsule, 21% with the tendon sheaths, 15% were

lying free and 4% were compound palmar in nature. They may retain a connection with the parent

synovial membrane or be severed from it and become loose9. It is important to obliterate this

communication if a recurrence is to be avoided10,11. It is very helpful if the source of origin can be

determined pre- operatively by moving the ganglia in two planes which will indicate whether it is in

relation with the joint capsule, tendon sheath or in free lying.

ACKNOWLEDGEMENT 

The author is grateful to Professor Mohammad Iqbal Khan, Associate Professor Dr. Shamim Ahmad

Khan and Senior Registrar Dr. Najam Asif for their help and cooperation in the conduction of this trial

and writing of this article. Thanks are also due to Mr. Nayyar Salam for typing of the manuscript.

REFERENCES 

1. Stack, H.G. ‘rumours of the hand. Poatgrad. Med.)., 1964; 40:290-8.

2. Nelson. C.L, Sawmiller, S. and Phalen, G.S Gangliona of the wrist and hand.). Bone Joint Surg.,

1972; 54A: 1459-64.

3. Allan, C. ed. Localized swellings, in Hamilton Beiley\'s demonstrations of physical signs in clinical

surgery. 17th ed. London, ELBS, 1986. pp. 30-31.

4. Bourna, H.K. and Sanerkin, NG. Mucoidieaions (\'mucoid cysts’) of the fingers and toes. Clinical

features and pathogenesia. Br.). Surg., 1963; 50:860-66.

5. Hooper, G Operations on the hand and finger, in Farquharson\'s tcxtbookof operative surgery. 7th ed.

Edinburgh. Churchill Livingstone, 1986, pp. 149,152.

6. Angelides, AC. and Wallace, PY. The dorsal ganglion of the wriat Its pathogenesis, gross and

microscopic snatomyand surgical treatment). Hand Surg., 1976; 1:228-35.

7. Rains, A.J.H. and Mann, CV. Infections of bones and joints in Bailey and Love’s short practice of

surgery. 20th ed. London, Lewis, 1986, pp.355-6.

8. Dudley, H.A.F. and waxman, B.P. ed. Ganglia in an aid to clinical surgery. 4th ed. Edinburgh,



Churchill Livingstone, 1989, p.294.

9. Kilgore, ES. and Graham, W.P. Hand surgery in current surgical diagnosis and treatment

ByLawrence W.Way. 8thed. Norwalk, Appleton and Lange, 1988,pp.1085-6.

10. Ahmad, N. Excision of a ganglion. J. Pat Med. Assoc., 1989; 39:115-6.

11. Mathcson, AB. Principles of minor surgery, in Pye\'s surgical handicraft 21st ed. Edited by James

Kyle. Bristol, Wright 1986, pp.514-5.


