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Cervical Synovial Cyst: Case
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Servikal Sinovial Kist: Olgu Sunumu
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Abstract: Objective: The cervical synovial cysts are unusual
extradural lesions which may cause radiculopathy or
spinal cord compression. The aim of this paper is to
describe a case of cervical synovial cyst and discusses the
clinical, radiological, and pathological features of these rare
lesions.
Methods: A 55-year-old man presented with a history of
progressive gait disturbance, and weakness and numbness
of the lower extremities. Cervical magnetic resonance
imaging revealed a spherical, extradural lesion adjacent to
the C5-C6 facet joints. It did not enhance with contrast
injection. The subarachnoid space had been obliterated and
myelomalacia was noted. A laminectomy performed and
identified an extradural cystic mass originating from a
degenerated facet joint at C5-6. It was compressing the
medulla at that level. The lesion was completely excised.
Result: Histological examination showed a fibrous wall with
synovial lining. The postoperative period was uneventful
and the patient's neurological status rapidly improved.
Conclusion: It is important to include synovial cysts in
the differential diagnosis for any extradural spinal lesion
because these cysts have significant implications for
surgical treatment.
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INTRODUCTION

Spinal synovial cysts are rare extradural lesions
that originate from facet joints 0,4,19,21). Both
synovial and ganglion cysts arise from these joints,

Ozet: Ama~: Servikal sinovial kistler radiki.ilopati ya da
spinal kord baslsma yol ac;an ve az goriilen ekstradural
lezyonlardlr. <::ah~mada, bir servikal sinovial kist olgusu
sunularak klinik, radyolojik ve patolojik ozellikleri
tartI~llmaktadlr.
Yontemler: 55 ya~mda bir erkek hasta, bacaklannda
giic;siizliik, uyu~ukluk ve ilerleyici yiiriime bozuklugll
yakmmalan He ba~vurdu. Servikal manyetik rezonans
goriintiileme tetkikinde C5-C6 faset eklel11ine kOl11~ll,
yuvarlak ekstradurallezyon saptandl. Kontrast tutulumu
olmayan kitlede, subaraknoid mesafe kapal1lm~tl ve
myelomalazi izlenmekteydi. Laminektomi llygulanan
hastada, C5-6 diizeyinde dejenere faset eklel11inden
kaynaklanan ekstradural kistik kitle bulundu. 0 seviyede
medullaya baSI etkisi bullman lezyon total olarak eksize
edildi.
Bulgular: Histolojik incelel11esinde do"eyici sinovial
epiteli bulunan fibroz duvar goriilmekteydi. Postoperatif
donemi olagan gec;en hastanm norolojik durumu hlzla
diizeldi.
Sonu~: Cerrahi tedavi aC;lsmdan onemleri sebebiyle,
sinovial kistler, ekstradural spinal lezyonlann aymCl
tamlannda yer almahdlrlar.

Anahtar kelimeler: Faset ekleme, juxtafaset kisti, servikal
omurga sinovial kist

but the etiologies of these lesions are unknown. These
two types of cysts are clinically indistinguishable
from each other; thus, the term "juxta facet cyst" is
used to refer to both. Synovial and ganglion cysts
have long been recognized as causes of radiculopathy
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00,17). True spinal synovial cysts have a synovial
lining and communicate with the joint capsule
00,11,22). Trauma (3,6) and degenerative diseases
(4,7) are thought to be the causes of these lesions.
While most reported synovial cysts are located in the
lumbar area (5,9,13,21), there are a few case reports
of cervical cysts 0,3,15,20). Most of the synovial cysts
described in the cervical spine have been located
anteriorly (7,19) or posteriorly (23) at the
atlantodental articulation, and a small number have
been noted on the posterior aspect of the lower
cervical spine (4).

This report describes a patient with a cervical
synovial cyst. We discuss the clinical, radiological,
and pathological findings in this case, and compare
them to previously reported cases.

CASE REPORT

A 55-year-old man presented with a 7-month
history of progressive gait disturbance, and weakness

Figure 1: Tl-weighted MRI demonstrates a posterolateral
extradural lesion at C5-C6 (arrow) with no
contrast enhancement.
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and numbness of the lower extremities. On

neurological examination, the patient's deep tendon
reflexes were exaggerated, and he showed positive
Hoffmann's and Babinski's signs bilaterally, in
addition to symmetrical ankle clonus. Motor power
and muscle tone were normal, but we noted
dermatomal sensory loss at C6 and C7. There were
no bowel or bladder signs or symptoms.

Cervical magnetic resonance imaging (MRI)
revealed a spherical, left posterolateral extradural
lesion adjacent to the C5 and C6 facet joints. The
lesion did not enhance with contrast injection. The
images showed that the mass was compressing the
thecal sac. It had obliterated the subarachnoid space,
and myelomalacia was noted (Figure 1). We
performed a laminectomy and identified an
extradural cystic mass. The cyst originated from a
degenerated facet joint at C5-6, and was
compressing the medulla at that level. The lesion was
completely excised.

Histological examination of the surgical
specimen showed a fibrous wall with synovial lining
(Figure 2). The postoperative period was uneventful
and the patient's neurological status rapidly
improved. By 4 months, he was able to walk unaided
and showed marked improvement in his deep tendon
reflexes.

DISCUSSION

Although synovial cysts are uncommon, these
extradural mass lesions are known to cause neural
compression. Most of these cysts arise in the lumbar
spine, and occurrence in the thoracic and cervical
regions is rare (23). To our knowledge, only 27 cases

Figure 2: The cyst had a fibrous wall and synovial lining
(arrow). (HE X40)
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of synovial cyst in the cervical spine have been
described in the literature (4,15) since Cartwright et
al. reported the first case in 1985 (3).

There are many hypotheses regarding the
pathogenesis of these lesions. The most widely
accepted theory is extrusion of synovium from the
joint capsule. Myxoid degeneration and cyst
formation in connective tissue, increased motion of

the spinal synovial joints, and developmental
anomalies of the synovial tissue are other proposed
mechanisms (4,5,9,12,16). Trauma 0,3,6) and

degenerative changes (4,7,12) have also been
associated with synovial cysts; however, our patient
had no history of trauma and showed no evidence
of spinal degeneration.

The clinical findings in patients with cervical
synovial cysts depend on the lesion's size, location,
and relationship to nearby neural structures. It is
impossible to clinically distinguish the symptoms of
synovial cyst from those of disc disease. Pain is the
most common presenting symptom 0,13). Others
include cervicomedullary compression with cysts of
the atlantodental articulation in the upper cervical
spine (7); radiculopathy or spinal cord compression
with cysts in the lower cervical region (4); and sciatica
(5,12,13) or neurogenic claudication (2) with cysts
in the lumbar spine. Some synovial cysts have been
associated with the clinical picture of cauda equina
syndrome 02,22). Patients with these lesions may
also present v,rith acute symptoms caused by
hemorrhage into the cyst cavity (8,22). The cause of
this is not clearly understood, but the highly vascular
nature of degenerated synovium and secretion of
angiogenic factors by synovial cells are thought to
play roles (2,22).

Introduction of the modern imaging methods
of MRI and computerized tomography has allowed
better definition of synovial cysts at all locations.
They appear as well-defined, spherical, extradural
lesions adjacent to degenerative facet joints (9,14,18).
Synovial cysts are easily visualized on T2-weighted
MR images, showing a homogeneous hyperintense
core and dark capsule (23). In cases where there is
hemorrhage into the cyst, Tl-weighted images show
a hypointense lesion due to the presence of
hemosiderin, whereas non-hemorrhagic cysts are
generally isointense 08,21,23).

Although various therapeutic alternatives have
been described, including percutaneous injection,
aspiration, and conservative management, the

Hnknl/: Cer<"icnl SYllo"inl 0'51

definitive treatment for symptomatic synovial cyst
is excision (23). Our patient's symptoms improved
rapidly after his lesion was removed.

It is important to include synovial and ganglion
cysts in the differential diagnosis for any extradural
spinal lesion because these cysts have significant
implications for surgical treatment. The clinical
symptoms of synovial cysts are identical to those of
intervertebral disc herniation, but the cysts tend to
adhere to the dura, and it is crucial that dural and

neural injuries be avoided during surgery (9).
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Diagnosis and surgical management of intraspinal synovial cysts:

report of 19 cases.

Trummer M, Flaschka G, Tillich M, Homann eN, Unger F,
Eustacchio S.

Age and hypermobility may play a part in the aetiology of
facet joint synovial cysts. As all operative strategies showed
equally good clinical outcome, total excision via a small
flavectomy as the least invasive approach should be considered

therapy of choice in patients with cysts causing neurological
deficits.
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