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Digital mucous cysts can be effective-
ly managed by multiple needlings and
expression of contents. This simple tech-
nique cures about two thirds of the
lesions. Most of those remaining are
reduced to small asymptomatic nodules.

(Arch Dermatol 115:1315-1316, 1979)

Digital mucous (or myxoid) cysts
are harmless lesions that occur

in middle-aged and elderly patients.
While usually affecting the fingers,
they occasionally occur on the toes.
Digital cysts are prone to recur after
simple excision, electrocoagulation,
intralesional injection of adrenal cor-

ticosteroids, and a variety of other
therapeutic maneuvers.1 ! Excellent
cure rates have been reported from
wide surgical excision4 5; however, this
substantial surgical procedure may
cause impaired joint mobility.

I began using a technique of
repeated punctures and expression of
cyst contents and found that it was

frequently successful. The initial
needling also confirms the diagnosis
when the clear, jelly-like contents are

squeezed from the digital mucous

cyst. Cysts that resisted multiple
needlings were usually reduced to
small asymptomatic nodules. To the
best of my knowledge, the effective¬
ness of this simple treatment has not
been reported. This article describes

management of digital cysts with this
technique, which has no notable com¬

plications.
PATIENTS AND METHODS

During the seven-year period from Jan
1, 1971 through Dec 31, 1977, I treated 47
digital cysts in 42 persons; five patients
had two cysts each. The patients' ages
ranged from 38 to 78 years, with 29
patients (70%) between 50 and 69 years old.
Twenty-six of the patients were women
and 16 were men; this female preponder¬
ance has been noted previously.1 * Forty-
five of the cysts involved fingers; two
patients had cysts of the great toe. The

Digital mucous cyst before (left) and after (right) needling and expressing contents.
Clear, jelly-like material expressed from lesion is diagnostic of mucous cyst.

right and left hands were equally affected.
The majority of finger cysts (64%) involved
the second or third digit, but no digit was

spared.
All patients who were examined in my

private dermatologie practice for pre¬
sumed digital cysts were treated by
repeated needling and squeezing out of the
cyst contents. Without anesthesia, the cyst
was punctured with a medium-sized hypo¬
dermic needle (26-gauge) to a depth of 3 to
5 mm. The clear jelly-like contents, some¬
times tinged with blood, were squeezed out
by fingertip pressure. The patient was

given a supply of sterile needles and
instructed to repeat the technique when¬
ever the cyst became noticeable and to
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return for a follow-up visit in three to six
months. Aside from advice to the patient
that the skin surface be clean, no special
prepuncture preparation was used. The
Figure illustrates a typical digital cyst and
its appearance following needling and
squeezing.

Forty-six of the digital cysts were

initially treated by needling; one digital
cyst, which I failed to diagnose, was super¬
ficially removed using scissors and curette.
Data are presented on 40 cysts; seven cysts,
including the one removed surgically, were
unavailable for follow-up. Length of
follow-up ranged from three to 69 months
with a mean of 23 months.

RESULTS
Twenty-nine of the 40 digital cysts

treated by repeated needling disap¬
peared. The number of needlings
required for cyst disappearance was
as follows:

No. of Needlings No. of Patients
1 2

2-5 10
6-10 4
> 10 5

Unknown 8

Of the 11 cysts that failed to clear
after one to more than ten needlings,
nine were reduced to asymptomatic
lesions that patients ignored. One
digital cyst became swollen three
months after a single needling. It was
then incised and drained. The cyst
recurred a month later and cleared
after another incision and drainage
plus an intralesional injection of
triamcinolone acetonide. There was
one striking failure, a cyst that had
been needled over 100 times during a

two-year period.
Although repeated needling and

squeezing failed to eliminate 11 cysts,
in nine of these the treatment
outcome was satisfactory to the
patient. Of the 29 patients who were
cured of their cysts, the treatment

was satisfactory in 28. In one patient,
cure required approximately 30 need¬
lings over an 18-month period.

Three cysts recurred after apparent
cure with needling. Further needling
cured two of these; the third remained
an asymptomatic nodule and was
tabulated among the treatment fail¬
ures. There were no complications.

COMMENT
The pathogenesis of digital cysts

has been debated for over 50 years.6 '

Most surgical reports458 describe a

pedicle attachment to the joint and
conclude that these lesions are derived
from the joint's synovium. Histologie
study of digital cysts has failed to
demonstrate a joint-to-cyst connec¬
tion.7 However, Eliassow and Frank6
injected a cyst with contrast medium;
radiography performed immediately
afterward showed contrast medium in
the joint. Recently Newmeyer and co-
workers8 conclusively demonstrated
the communication of the joint with
the cyst cavity in 20 consecutive
patients by injection of the joint from
its volar aspect with méthylène blue.
In each case the cyst filled with dye.
Goldman et al3 confirmed these find¬
ings and pointed out that the lesions
should be called pseudocysts since an

epithelial wall is absent.
The many treatments recom¬

mended for digital cysts indicate that
none is satisfactory. There is general
agreement that simple surgical re¬
moval leads to frequent recurrence
with failure rates ranging from 25% to
100%. 3 Injection with repository ad¬
renal corticosteroid, hyaluronidase in¬
jection, and occlusion with corticoid-
impregnated tape have all been rec¬
ommended.

In my experience,2 intralesional
adrenal corticosteroid injection usual-

ly causes temporary disappearance,
and the cyst reappears two to three
months later. Goldman and co-work¬
ers3 followed up 31 cysts that were
treated by intralesional injections of
repository adrenal corticosteroids
and/or application of similar topical
steroids. Thirteen cysts in their series
cleared and 18 persisted. Fisher,9 in a
brief communication, suggested per¬
foration of the cyst with a 25-gauge
needle, expression of mucoid contents,
and application of a snug bandage for
two weeks. He claimed that "this tech¬
nique will remove many of these
cysts."

Extensive ("radical") surgical re¬
moval of cyst and pedicle, at times
combined with skin grafting, results
in cure rates exceeding 95%. However,
this is not casual office surgery; it
requires operating room conditions
and a trained surgeon. Some perma¬
nent limitation of joint mobility may
be a complication.

In contrast, the multiple needling
technique can be taught to and
performed by the patient. Sterile
disposable needles are the only equip¬
ment needed. Complications are nil.
Multiple needling and expression of
contents are usually required; only
rarely does a single treatment elimi¬
nate the cyst. Multiple needlings
appear to be the most satisfactory
simple treatment for digital mucous
cysts. The cure rate of 70% exceeds
most published statistics for simple
excision or intralesional injection of
cysts. Most treatment failures result
in a small asymptomatic nodule. Cure
or an asymptomatic lesion is achieved
in 95% of patients. It would seem
prudent to reserve extensive surgical
removal for the few symptomatic
cysts that resist multiple needling
treatments.
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