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Sclerosis of gross cysts of the breast: a three-year study
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Summary

Breast cysts can be separated into two types: Type I cyst with a lining epithelium which shows apocrine metaplasia, and Type 11
cyst with an epithelium which is markedly attenuated or absent. The risk of subsequent breast cancer among patients with Type I
cysts can be up to 4. The standard treatment is fine needle aspiration, but 20% of the cysts recur. Pharmacological treatment has
been tried, which reduces size and volume, but has side-effects and a high recurrence rate post-treatment occurs. The objectives of
this prospective study were to sclerose the cyst, induce its regression and prevent or reduce recurrence rate, with the administration
of a sclerosing solution (Sclerovein®) within the cyst post-aspiration. Fifty-seven patients were followed in the study, 37 with Type
I cysts and 20 with Type Il cysts. At the end of six months all patients with Type II cysts had no detectable cyst. On the other hand,
two patients still had a residual Type I cyst. At the end of three years our recurrence rate appears to be less than 2%, with one patient
with a possible recurrence. No significant side-effects were observed. The use of Sclerovein®is a simple and safe alternative in the

treatment of recurring cysts.
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Introduction

The term benign breast disorders encompasses a hete-
rogeneous group of lesions that clinically and radio-
graphically span the entire spectrum of breast abnormali-
ties. The system for classifying these benign breast
lesions employed by Dupont and Page [1-3] separate the
various components into three groups, with different rela-
tive risks for the subsequent development of breast
cancer: nonproliferative lesions, proliferative lesions
without atypia, and atypical hyperplasias.

Nonproliferative lesions include cysts, papillary apo-
crine change, epithelial-related calcifications, mild
hyperplasia of the usual type, and fibroadenomas. Cysts
are fluid-filled round to ovoid structures that vary in size
from microscopic to grossly evident, derived from the
terminal duct lobular unit. The epithelium usually consi-
sts of two layers: an inner (luminal) epithelial layer and
an outer myoepithelial layer. In some cysts, the epithe-
lium is markedly attenuated or absent (Type II cysts); in
others, the lining epithelium shows apocrine metaplasia,
characterized by granular eosinophilic cytoplasm and
apical cytoplasmic protrusions (Type I cysts) [4-6].

Multiple studies have been performed to determine the
constitution of the cystic fluid, but for this study the
determination of the concentrations of sodium (Na*),
potassium (K*), and dihydroepiandrosterone sulphate (S-
DHEA) were of interest. The relation Na*/K* [7] allows
the separation of Type I apocrine cysts (Na*/K* <3) and
Type II simple cysts (Na”/K* >3) [6]. S-DHEA is consi-
dered to be a marker of the metabolic activity of the apo-
crine cells of the lining epithelium, where a greater con-
centration reflects greater metabolic activity [8-13].
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The risk of subsequent breast cancer among patients
with nonproliferative lesions is not increased when com-
pared to patients with ‘normal’ breasts, except those with
gross cystic disease alone (relative risk 1.5), a risk which
increases if there is a family history of breast cancer, if
there are multiple cysts, and if these are of Type I (rela-
tive risk up to 4.0) [14-19].

Treatment of these cysts includes needle aspiration, but
routine cytological analysis of the fluid is not recom-
mended because of the poor diagnostic yield. However,
recurrence of the cyst post-aspiration occurs in 10 to 20%
of the patients [20]. Other alternatives have been tried,
from dietetic restrictions to the use of therapeutic drugs
(bromocriptine, danazol, tamoxifen), which showed a
marked decrease in number and volume of the cysts
during treatment, complicated only by the side-effects of
these drugs. However, after suspension of the treatment,
the cysts reappeared [21-23]. Other studies suggest that
the use of pneumocystography reduces the incidence of
recurrence [24-26]. According to the American College,
if a cyst is needle-aspirated two or three times and recurs,
it should be surgically removed. But what should be done
if there are multiple cysts? There is no therapeutic alter-
native for the group of patients that have multiple or
recurrent cysts.

Objectives

The objective of this study was to induce sclerosis of
the gross cysts of the breast with a detergent sclerosing
solution (Sclerovein®) composed of polidocanol (10 mg)
associated with ethanol (50 mg) in a 1% concentration.
Our intention was to collapse the cystic formation, induce
its regression, prevent its recurrence, and perform a three-
year follow-up post-sclerosis.
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Methods

A prospective study was performed at the Gynaecology
Department of the University of Coimbra Hospital, Portugal.
Patients with recurrent gross cysts with ultrasound and mam-
mograms that showed no suspicious images of malignant
lesions were accepted. Under ultrasound control, the cyst was
completely aspirated and, without removal of the needle, the
sclerosing solution (Sclerovein® 1%) was administered in a
volume that was half of the aspirated volume, up to a maximum
of 3 cc. The colour and volume of the aspirated cysts were regi-
stered, the fluid sent for cytological analysis and dosage of Na*,
K*, and S-DHEA. Ultrasound controls were performed at the
first, third, and sixth months post-sclerosis. At the 12" and 36"
month post-sclerosis ultrasound and mammography controls
were performed. All patient complaints were registered, as well
as all anomalies detected on breast evaluation by the examiner.

No control group comparison was performed since the
patients all presented recurrent cysts.

Results

Sixty-two patients were admitted to this prospective
study, with an average age of 44.6 = 7.9 years; the youn-
gest patient was 16 years of age and the oldest was 68.
Of these, five were eliminated from the study (2 with
multiple cysts which prevented follow-up of the sclero-
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Figure 1. — Number of patients in each age group.
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Figure 3. — Number of patients with Type I cysts after sclerosis
in each month of observation.
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Figure 4. — Number of patients with Type II cysts in each month
of observation.

sed cyst, 2 abandoned the study, and | had a large irre-
gular cyst which prevented the full aspiration of the
fluid). Figure 1 shows the age distribution, where 64.5%
of the patients were 40 or older. Figure 2 shows the distri-
bution of the gross cysts according to their localization in
the breast. The preferential site of the cysts was the upper
outer quadrant of both breasts. The average diameter of
the cysts was 25.02 £ 10.33 mm, with a minimum of 6
mm and a maximum of 60 mm. The average volume
aspirated was 6.0£11.1 cc (0.6-30), and the volume of the
detergent solution administered was 1.7+0.9 cc (0.3-3).

Table 1 presents the colours of the cystic fluid. None of
the samples showed a haemorrhagic colour, and after
aspiration, no residual mass was detected. Table 2 shows
the cytological analysis of the fluid, where the principal
diagnosis was the presence of a ‘cyst’, followed by
‘ductal ectasia’ in 13 cases. Due to the necessity of bio-
chemical analysis, in seven cases the fluid was insuffi-
cient for diagnosis.

Table 3 shows the concentrations of the ions and of S-
DHEA of the 57 patients that concluded this investiga-
tion. Thirty-seven patients had Type I cysts and 20
patients had Type II cysts. In Type I cysts, there was a
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Table 1. — Colour of the cystic fluid.

Colour No.
Yellow 24
Greenish 21
Brown 17

Table 2. — Cystological analysis of the cystic fluid.

Cytology No.
Cyst 42
Ductal ectasia 13
Insufficient 7

Table 3. — Concentrations of sodium, potassium, and dehidroe-
piandrosterone sulphate.

Cyst Na* K+ S-DHEA No.
Type I 33.6+19.8 1155+248 987729 37
Type 11 133.6 + 10.1 7773 10.5 +11.8 20

Table 4. — Diameter in mm of the gross cysts at the different
control periods.

Diameter TYPEI TYPEII

Initial 26.4 + 9.2 [10-50] 22.6 = 11.6 [11-60]
1" month 11.6 + 6.8 [0-28] 7.4 = 6.3 [0-26]
3" month 6.0 £5.2 [0-15] 1.2 £29 [0-12]
6™ month 1.9 +£3.2 [0-10] 0 =0 [0-0]
12" month 0.2 = 1.1 [0-6] 0 =0 [0-0]
36" month 0 =0 [0-0] 0+ 0 [0-0]
Table 5. — Patient complaints.
Complaints During introduction Follow-up

of Sclerovein”
Mastalgia 2 6
Burning sensation 5 7

significantly higher concentration of S-DHEA (p =
0.002), which revealed a much higher metabolic activity
of these apocrine cysts.

Post-sclerosis evolution can be seen in Figure 3 (Type
I) and Figure 4 (Type II). Due to the different metabolic
activity, a greater resistance to the reduction in diameter
of the cysts can be observed in Type I, where at the end
of one year two patients still had cysts. On the other
hand, Type II cysts disappeared at the end of six months.

Table 4 shows the diameter of cysts at the different
control periods. Again, we note the behaviour of the two
types of cysts. Type I has a gradual decrease in diameter,
whereas Type II rapidly decreases in diameter. Table 5
shows the patient complaints.

Mastalgia and a local ‘burning sensation’ were the only
two side-effects detected, and none of these were signifi-

cant. Only one patient used an anti-inflammatory drug
(nimesulide, 1 pill), and two patients applied ice locally
for a very short period of time.

Conclusion and Discussion

The majority of the patients were in the age group 40-
49 years which coincides with other studies [4, 27]. The
preferential locations of the cysts were in the upper-outer
quadrants of the breasts but, unlike the references made
in the literature consulted, we did not observe the left
breast as the preferential location. The cystic fluid was
submitted to cytological analysis and, as is suggested in
the literature, no anomalies were detected [28-30].

The evolution of the sclerosed cysts is different when
we compare Type I cysts with Type II. In patients with
Type I, there is a progressive reduction in size and
number of patients with cysts. At the sixth month of
observation, 11 of the 37 patients still had a remaining
cyst, although the average diameter was 1.9 mm. At the
12" month only two patients had a cyst with a 0.2 mm
diameter. On the other hand, patients with Type II cysts
had no remaining cysts at the sixth month observation. In
both cases there were no recurrent cysts observed at the
36" month observation. However, in the Type I patient
group, at the 36" month evaluation, three patients had a
cyst in the same quadrant of the sclerosed cyst. In two
cases we cannot assume that it is a recurrence of the ori-
ginal cyst since the present location of the cyst is not
equal to the original description (as measured by sono-
gram as the distance from the areola and the union of the
respective quadrants). But in the third case, the location
is compatible with the original cyst, which, being a recur-
rence, provides us with a recurrence rate of less than 2%.

Sclerovein® is a product largely used in the sclerosis of
veins where it is safely employed. In this study the use of
Sclerovein® proved to be safe and showed no major side-
effects. The only side-effects observed were mastalgia
and a burning sensation, none of which required any type
of medication to relieve the pain.

For the one patient that had the irregular Type I cyst,
the detergent product was administered (3 cc) and the
cyst was surgically removed six months later. The patho-
logist’s report showed no atypical cells present in the
cyst’s inner epithelium, even though a reduction in the
size of the cyst was registered. Another patient with mul-
tiple cysts was submitted to a subcutaneous mastectomy
and the pathologist’s report showed no cellular damage in
the area of the sclerosed cyst.

The absence of a cyst and of a residual lesion allows
for a clear imageable, vision of the breast, so that an
infra-clinical suspicious image may be detected earlier.

In our study breast cancer was detected in one patient
with a Type I cyst in the breast controlateral to the scle-
rosed cyst.

In conclusion we can affirm that the sclerosis of recur-
rent cysts with Sclerovein® is a safe procedure in that it
has no significant side-effects and prevents recurrence of
all cysts post-sclerosis.
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