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a b s t r a c t

Lumbar synovial cysts are uncommon, and particularly rare at cervical levels. We report a 40-year-old
woman who presented with pain distribution in the typical C6 dermatome. MRI revealed a right-sided
large extradural cystic lesion adjacent to the C5/C6 facet joint that was hyperintense on T2-weighted
MRI and hypointense on T1-weighted MRI. The patient underwent posterior cervical surgery at the C5/
C6 level which involved posterior decompressive unilateral laminotomy and excision of the C5/C6 facet
joint cyst. Following complete facetectomy of the right C5/C6 facet joint and exposure of the C6 nerve
throughout its foraminal course, instrumented fusion was performed. Following the procedure, the
patient had an uneventful recovery with relief of her radicular symptoms at follow-up clinical review.

� 2016 Elsevier Ltd. All rights reserved.

1. Introduction

A synovial cyst is an extrusion of the synovium through a cap-
sular defect from a degenerate or unstable joint, lined by cuboid or
pseudostratified columnar epithelium. Synovial cysts are typically
found in extraspinal joints such as the knee, hip and elbow, but
uncommonly in the spinal column. Symptomatic intraspinal syn-
ovial cysts are often located in the lumbar spine, and synovial cysts
in the cervical region are particularly rare. The aetiology of lumbar
and cervical facet joint cysts remains to be explained. Proposed
theories include extrusion of synovial fluid through defects and
tears in the facet capsule, myxoid degeneration, and cyst formation
in collagen tissue. Extrusion of the synovium is further exacerbated
by hypermobility or trauma, as well as inflammatory factors such
as fibroblastic growth factor, substance P, platelet-derived growth
factor, and interleukins.

The recommended approach for a cervical extradural facet cyst
compressing the foramenand spinal cord and causing radiculopathy
and/or myelopathy is surgical excision. Here, we report a symp-
tomatic C5/C6 level cervical cyst compressing the C6 nerve that

was successfully managed with hemilaminectomy and instru-
mented fusion.

2. Case report

A 40-year-old woman presented with pain down the right arm,
radiating into the thumb and index finger in a classic C6 distribu-
tion. She rated her pain as 9/10, which she had experienced inter-
mittently for a number of years. She was a current smoker but did
not have a history of traumatic episodes, and denied other medical
issues.

Physical examination revealed reduced range of motion of the
cervical spine secondary to pain. Clinical findings included a right
C6 radiculopathy, with absent biceps reflex and sensory impair-
ment in the C6 distribution. Her grip strength and elbow flexion
were weak on the symptomatic side. Symmetrical tone and
reflexes were noted in her lower limbs.

MRI revealed a right-sided large extradural cystic lesion
adjacent to the C5/C6 facet joint that was hyperintense on T2-
weighted MRI and hypointense in T1-weighted MRI (Fig. 1A, B).
The lesion did not enhance with contrast injection. The mass was
located in the posterolateral aspect of the extradural space, and
caused marked compression of the exit foramen for the C6 nerve
root. This was confirmed on CT scan (Fig. 1C, D).

⇑ Corresponding author. Tel.: +61 2 9650 4766.
E-mail address: ralphmobbs@hotmail.com (R.J. Mobbs).

Case Reports / Journal of Clinical Neuroscience 29 (2016) 191–194 191

http://refhub.elsevier.com/S0967-5868(16)00057-6/h0005
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0005
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0005
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0010
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0010
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0010
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0015
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0015
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0015
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0020
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0020
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0020
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0020
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0025
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0025
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0030
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0030
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0030
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0035
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0035
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0035
http://refhub.elsevier.com/S0967-5868(16)00057-6/h0035
http://dx.doi.org/10.1016/j.jocn.2015.12.014
mailto:duasum@gmail.com
http://crossmark.crossref.org/dialog/?doi=10.1016/j.jocn.2016.01.005&domain=pdf


The patient underwent posterior cervical surgery at the C5/C6
levelwhich involved posterior decompressive unilateral laminotomy
and excision of the C5/C6 facet joint cyst. The laminotomy was per-
formed using a 2 mm high speed round-burr to expose the ligamen-
tum flavum. The exposure was enlarged usingmicro angled-curettes
and 0.5 mm Kerrison rongeur. Intraoperative findings included a
large and firmly adherent lesion attached to the lateral aspect of
themidline dura and resulting in severe compression of the C6 nerve
anteriorly and inferiorly. Piecemeal dissection and removal was per-
formed to limit surgical trauma to the C6 nerve (Fig. 2A).

Following complete facetectomy of the right C5/C6 facet joint
and exposure of the C6 nerve throughout its foraminal course
(Fig. 2B), instrumented fusion was performed. An intraoperative
decision was made to perform fusion (Fig. 3) due to complete face-
tectomy with likely significant instability of the motion segment.
The C5 and C6 lateral mass and pedicle screw entry points were
identified prior to removal of the facet cyst (Fig. 2). Fourteen mm
OASYS (Stryker, Kalamazoo, MI, USA) lateral mass screws were
then inserted and two rods were secured. Bone graft onlay was
applied lateral to the screw heads. Following the procedure, the

patient had an uneventful recovery with relief of her radicular
symptoms at follow-up clinical review.

3. Discussion

Synovial cysts are relatively uncommon cystic formations in the
spine which can be asymptomatic and found incidentally. How-
ever, if synovial cysts grow into the spinal canal and/or foramen,
and depending on their volume, site and relationship to surround-
ing bony and neutral structures, they can be responsible for nerve
root and spinal compression with radiculopathy and/or myelo-
pathic symptoms [1]. Most symptomatic patients present with
radicular pain (50–93%) [2,3] and neurogenic claudication (10–
44%) [4,5]. Spinal nerve root compression was first reported in
the literature in 1950 by Vosschulte and Borger [6], and since then
the majority of spinal synovial cysts have been reported at the
L4–L5 level, followed by L5–S1, L3–L4, and then L2–L3. Of the
spinal extradural synovial cysts, occurrence in the cervical spine
are extremely rare with only eight cases reported in the literature
at the C5–C6 level at the time of writing. The first case of a cervical

Fig. 1. (A) Sagittal T2-weighted MRI, (B) axial T1-weighted MRI, (C) sagittal CT scan, and (D) axial CT scan showing vertebral canal stenosis at C5/C6 secondary to facet/
synovial cyst.
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