
Return to Table of Contents

Return to Minor Surgery Table of Contents
Biopsy

A. Tissue Preserving Methods

1. Indications:

a) Suspect malignancy

b) Exact DX needed for TX

2. Removal of all or part

B. Types

1. Excisional

2. Incisional

3. Shave

4. Punch

C. Method determined by lesion

1. Type 

2. Potential for malignancy

3. Size 

4. Depth 

5. Cosmetic result

D. General guidelines

1. Epidermal: shave

2. Intradermal: excise, incise, or punch

3. Refer contraindications to a specialist

a) ABCDE

b) Any other suspicious lesion

c) Any lesion unsure Dx

4. Choose well-developed lesions

5. Avoid excoriation or infx

6. Avoid lesions on the face, neck, upper chest, deltoid, axillae and groin (including femoral triangle), fingers, toes, skin over joints, arteries or nerves

7. Informed consent, sterile technique, appropriate anesthesia, post-up care, wound care

I. METHODS

A. EXCISIONAL BX

1. Definition: complete removal for histological Dx 

2. Procedure: 

a) Orient the excision (mark with skin pencil) parallel to Resting Skin Tension Lines (RSTL) – leave a small margin (at least 2mm) around the lesion; if lesion is suspicious for malignancy, mark one edge with specimen w/ ink to aid pathologist in orientation

b) Administer the appropriate anesthetic

c) Prep with betadine, set up sterile drapes, Mayo stand  (instruments, sterile gloves, mask), label formalin container if sending specimen for histology

d) Make the excision (#15 blade) in an elliptical shape 3:1 length:width, with corners at approx 30( - apply tension to the skin with smooth, steady strokes:  begin  w/ the blade tip, then lower the blade to use the body cutting perpendicular through the skin to the subQ 

e) Undermine to remove the wedge of tissue and to reduce tension on wound edges

f) Immediately place specimen in 10%formalin

g) Control bleeding with gauze, pressure, pressure points, electrocautery as needed

h) Close dead space if necessary

i) Close wound with slightly everted edges

j) Cover with sterile, dry dressing

3. Advantages: both diagnostic and curative

4. Disadvantages/precautions:

a) Handle tissues gently

b) Consider the thickness of the skin before cutting

c) Consider the possibility of further surgery if malignant

5. Indications: 

a) Best for: 

1) Benign nevi

2) Dermatofibroma (histiocytoma)

3) Keratoacanthoma

4) Pyogenic granuloma

b) Acceptable but not best method for:

1) Warts

2) Seborrheic keratoses

c) Use by specialists for:

1) Malignant melanoma

2) Pigmented lesions

6. Contraindications: 

a) ABCDE

b) Any other suspicious lesion

c) Any lesion unsure Dx

B. INCISIONAL BX

1. Definition: A narrow elliptical specimen is taken from within a lesion.

2. Procedure: 

a) Select a representative area

b) Include a margin of nl tissue

c) Proceed as with elliptical excision

3. Advantages: 

a) Dx of large lesions

b) Smaller Bx in areas prone to high scar formation, highly vascularized or innervated

4. Disadvantages/precautions: 

a) May miss malignant area and require repeat Bx

b) Ensure that the width of the excised ellipse is not so great as to prevent easy closure

c) Handle tissues gently

d) Carefully plan the long axis of the Bx for cosmesis and for its possible incorporation within any subsequent definitive excision

e) Prepare for bleeding and scarring

5. Indications: 

a) Dx of large lesions

b) Examination of deeper subQ (i.e. Erythema nodosum)

c) Specialist examination of large pigmented suspicious lesions

6. Contraindications: 

a) ABCDE

b) Any other suspicious lesion

C. SHAVE BX 

1. Definition: the protruding portions of a raised, papular, or superficial lesions are shaved off with a scalpel and blade

2. Procedure: 

a) Raise the lesion with intradermal anesthetic

b) Stabilize and stretch the skin on either side of the lesion

c) #15 blade (#10 for larger lesions) or regular razor blade

d) Slice through a very thin portion of the skin: unidirectional strokes

e) Blade parallel to skin

f) Obtain deeper samples by increasing angle of blade to skin

g) The deeper the incision, the more noticeable the scar

3. Advantages: 

a) Can be both DX and TX

b) If kept superficial, healing is rapid with minimal scarring

4. Disadvantages/precautions: prepare for bleeding and scarring
5. Indications: 

a) Superficial lesions

1) epidermal only

2) epidermal w/minimal dermal

3) raised, pedunculated lesions

b) Examples

1) Small benign nevi

2) Seborrheic keratosis

3) Warts

4) Molluscum contagiosum

6. Contraindications: especially malignant melanoma

a) ABCDE

b) Any other suspicious lesion

c) Any lesion unsure Dx

D. Punch BX

1. Definition: using sterile skin Bx punch to obtain small Bx from a large lesion

2. Procedure: 

a) Select a representative area

b) Bx of lesion only, not lesion plus skin

c) Administer the appropriate anesthetic

d) Prep with betadine, set up sterile drapes, Mayo stand  (instruments, sterile gloves, mask), label formalin container if sending specimen for histology

e) Hold the biopsy punch vertical to the skin and using a gentle twist, push the punch into the skin until you reach the depth needed to penetrate the underlying fatty tissue

f) Remove the punch, leaving a core of tissue in the skin. This can be gently freed with a skin hook, cutting through the fatty base w/scissors and lifted clear of the skin

g) Immediately place specimen in 10%formalin

h) Close wound with slightly everted edges

i) Cover with sterile, dry dressing

3. Advantages: 

a) Dx of large lesions

b) Smaller Bx in areas prone to high scar formation, highly vascularized or innervated

4. Disadvantages/precautions: May miss malignant area and require repeat Bx

5. Indications: 

a) Dx of large lesions

b) Specialist examination of large pigmented suspicious lesions

6. Contraindications: 

a) ABCDE

b) Any other suspicious lesion

II. INCISION AND DRAINAGE (I&D)

1. Definition: cutting into a cutaneous or subQ abscess and allowing it to drain.

2. Procedure: 

a) Informed consent

b) Follow sterile technique

c) Anesthesia – wait to ensure adequacy

d) Determine RSTL to plan incision

e) #11 blade, incision extending across full diameter of cavity to ensure complete evacuation of purulent drainage

f) culture d/c

g) use gloved finger to break up adhesions and loculations (small cavities)

h) irrigate well with nl saline

i) loosely pack cavity with ¼ to ½ inch iodoform or plain gauze leaving a protruding tail

j) apply a thick, clean, dry dressing (multiple 4X4, sanitary pad)

k) Instruct patient on wound care:

1) Begin soaks on day 2 leaving packing in

2) Soaks 20-30 minutes in warm water, 3-4X day

3) Redress with clean dry dressing

4) ROC day 2-3, remove packing, redress

5) Continue soaks through day 5-7 or until healed

6) Secondary intention closure by day 5-7

3. Advantages: 

a) Necessary for fluctuant abscesses (cellulitis: induration, warmth, redness)

b) Common office procedure

4. Disadvantages/precautions: 

a) Only I&D if abscess is localized, erythematous, tender and fluctuant 

b) Tx with warn compresses/poultices +/- Abx to resolve or facilitate localizations that are not fluctuant

c) Abx are NOT helpful or necessary if abscess is fluctuant

5. Indications - Abscesses may be caused by:

a) infected puncture wounds, 

b) foreign bodies 

c) sebaceous cysts – blockage of sebaceous gland duct

d) furuncles/”boils” – deep infx of hair follicles by Staph

e) carbuncles – deep infx of group of adj. hair follicles

f) inclusion cysts

g) hematomas

h) glands (i.e. chronic relapsing sepsis in apocrine glands of axilla, groin) – requires plastic surgery 

i) lymph nodes

j) pilonidal cysts – vestigial cyst in sacrococcygeal area

6. Contraindications: none but consider referral for

a) Hx recurrent abscesses

b) Severe DM

c) Immune deficiency

d) Bleeding disorder

e) Other systemic dz

f) Complicated areas (face, plantar, palmar, rectum)
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