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17, 20]. These cysts are usually associated with ostege (Fig. 1) just anterior to the left L4-5 facet joint. These findings
arthritis of the adjacent facet joint, degenerative spon ggested that the lesion was an intraspinal juxta-articular synovial

. . . . : : t from the left L4-5 facet joint.
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or elderly patients. The majority of such cysts require SWesacral brace in our out-patient clinic. Three months later, all
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sport activity and immobilisation of the lumbar spine.

Discussion
Case report

A 15-year-old junior high school student was referred to our Ud\- Variety of space-occupying lesions within the lumbar
versity Hospital with a 2-month history of pain in the lower lumspinal canal are associated with neurological compromise.
bar spine radiating to the left lower leg. He was a member of these, non-neoplastic epidural cysts include arachnoid

school football team and had played football several hours e . : .
day over the preceding 2 years. He had sprained his back duri {, neurenteric cyst, perineural cyst (Tarlov), ganglion

football game 2 months before referral. On admission, the pati€}t, and synovial cyst. Intraspinal lumbar synovial cysts
appeared otherwise healthy and neurological findings were uraee relatively uncommon lesions.
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The aetiology of intraspinal synovial cysts is still un-
known, but they are considered to develop secondary to
osteoarthritis of the facet joints [4, 13, 16] and to spondy-
lolisthesis. [4, 17, 21]. This would account for their high
frequency (75%) at L4-5 [15], which is the level of great-
est motion in the lumbar spine. The accepted mechanism
for the pathogenesis of these lesions is excessive joint mo-
bility with herniation of the synovium through a defective
joint capsule. Other pathogenic mechanisms include:

1. Myxoid degeneration of periarticular fibrous tissue fol-
lowing trauma

2. Increased secretion by fibroblasts

3. Growth of developmental synovial rests, or

4. Proliferation of pluripotential mesenchymal cells.[17].
Our patient was unusually young and, based on other
reports describing the mechanism of excess stress such
as motion and direct trauma, [2, 7, 18], the clinical his-
tory suggested that sport- (football-) related overactiv-
ity possibly caused partial distraction and injury of the
left L4-5 facet joint, herniation of the synovial lining
into the adjacent ligamentum flavum, and gradual pro-
liferation and expansion of the cystic element by accu-
mulation of viscous synovial fluid with acute haemor-
rhage, resulting in neurological symptoms.

Based on the MRI features, [9, 13, 15, 17, 20], a synovial
cyst is defined as a smooth, extradural, well-circumscribed,
cystic mass arising adjacent to the facet joint. Synovial
cysts without haemorrhage appear isointense, or slightly
hyperintense, relative to the cerebrospinal fluid on T1-
weighted images, due to the high protein content within
the cyst. In some cases, haemorrhage into the cyst may oc-
cur, [11], followed by peripheral and internal calcification
within the lesion. [4, 16]. The low signal intensity at the
rim of the haemorrhagic cyst on T2-weighted MR images
is probably due to the presence of a fibrous capsule with
haemosiderin deposits noted pathologically.

Treatment of synovial cysts usually consists of surgical
resection, percutaneous injection, [3] aspiration [1] and
immobilisation using a brace [13, 15]. Surgery is a safe
and effective treatment for patients with lumbar synovial
cysts and is the treatment of choice for such lesions [20].
However, a few reports have described a dramatic de-
crease in the size of synovial cyst and even complete dis-
appearance during the operation, compared with its ap-
pearance on initial MR images [9, 12, 14]. We suggest that

Fig.1 Magnetic resonance imaging (MRI) findings in our case at
first visit. A The cystic lesion appears isointense on a T1-weighted
(TR, 400 ms, TE, 14 ms) MR imagB. T2-weighted (TR, 4500

ms, TE, 84 ms) MR image shows the lesion as an area of markedly
hyperintense signal anterior to the left L4-5 facet joint, and demon-
strates continuity with the joint capsule

Fig.2 MRI of the patient at 3 months follow-up after the first
visit. Axial T2-weighted (TR, 4000 ms, TE, 84 ms) image shows
disappearance of the lesion and good visualisation of the left L5
nerve root
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surgical decompression is indicated in the presence of preent option if the cyst wall is not calcified and the symp-
gressive intractable pain and neurological deficit, but cdnms and signs related to radiculopathy show a gradual
servative treatment for several months may be one tretderease.
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