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Anterior cruciate ligament Ganglion cyst: A diagnostic dilemma 
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Introduction  
Ganglion cyst is a tumour like cystic lesion arising 

from tendon sheath or a joint capsule which contains a 

gelatinous material consisting of hyaluronic acid and 

various other mucopolysaccharides. These can be 

solitary or multilocular. Dorsum of the hand is the most 

common location[1]. However, ganglion cysts around 

the knee are not infrequent. They usually are extra 

articular[2]. Intra articular ganglion cyst arising from 

cruciates is very rare. These are usually asymptomatic 

with diagnosis made incidentally on MRI or 

arthroscopy[3]. The symptoms may include pain, 

stiffness and mechanical locking. Some may have 

history of trauma but these lesions mimic internal 

derangement of knee. Here, we report a case of 

ganglion cyst of anterior cruciate ligament.  

 

Case summary    
A 26 year old serving soldier presented with 

insidious onset of pain and stiffness in left knee of 03 

months duration. Pain aggravated on extremes of 

flexion, however there were no symptoms of locking or 

giving away of the knee. There was no history of 

trauma. Examination of knee was normal with no 

swelling, effusion or point tenderness. Quadriceps 

wasting was minimal. Knee movements were normal 

except for pain full terminal restriction in flexion (final 

20 degrees). The cruciate and collateral ligaments were 

clinically intact. McMurray’s test for both menisci was 

negative. Patellar tracking was normal with no 

tenderness or crepitus on patellofemoral motion. 

Presumptive diagnosis of internal derangement of knee 

was made, possibly a chondral lesion or a meniscal tear. 

Plain radiographs of the knee were reported as normal. 

MRI showed a moderate sized (measuring 33x12x 

6mm) well defined intrarticular cystic lesion along the 

posterior surface of anterior cruciate ligament which 

was hyper intense on T2 and hypo intense on T1 

images. There was no meniscal or chondral pathology 

reported.   

A standard two-portal arthroscopy revealed normal 

articular surfaces, normal posterior cruciate ligament 

and normal menisci. A cyst was visualized within the 

substance of ACL on posterolateral aspect close to its 

femoral attachment. It was ovoid in shape measuring 

about 20 mm in diameter. The cyst was well 

demarcated and its origin from the ACL was clearly 

seen. It was thin-walled and translucent. There were no 

adhesions or signs of inflammation surrounding the 

swelling. Puncturing the cyst resulted in extrusion of 

clear gelatinous material. The area around the ACL was 

probed, and all the septa were broken. The cyst with its 

entire wall was excised using suction assisted power 

shaving. The integrity and the tension in the ACL 

checked after the removal of cyst and found to be 

satisfactory. All other structures within the knee joint 

were normal. Gross examination of cyst wall revealed 

multiple greyish-white membranous pieces largest 

measuring 1.1x0.4x0.3 cm. Microscopy showed a cyst 

lined by fibrofatty tissue with areas of fibrinoid change 

and leukocyte infiltration. However, no epithelial lining 

was seen which confirmed the diagnosis of ganglion 

cyst. The postoperative course was uneventful with 

resolution of pain and stiffness. Six months 

postoperatively, the patient was asymptomatic and 

clinical examination was normal, hence no MRI scan 

was performed.    

 
Fig. 1: Pre-Operative Radiograph showing the 

normal knee joint 
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Fig. 2: Pre-Operative MRI scan showing the ACL 

Ganglion Cyst 

 

 
Fig. 3: Intra Operavie arthroscopic photograph 

showing the ACL Ganglion Cyst 

 

 
Fig. 4: Post-operative arthroscospic photograph 

after complete resection of cyst 

 

Discussion  
Caan in 1924 reported the presence of a ganglion 

cyst in the knee joint following an autopsy of an elderly 

male [4], following which only occasional cases have 

been reported. In recent years with the frequent use of 

imaging modalities especially MRI and minimally 

invasive procedures like arthroscopy, such cases are 

have shown an increased incidence. Ganglion cyst is a 

cystic swelling which usually has its origin close to 

joints and tendons. The most common site of such a 

cyst is the dorsum of the hand. However it has also 

been reported in other musculoskeletal regions.  Review 

of literature shows prevalence of intra articular 

ganglion cysts to be only 1.3% on MRI and 0.6% on 

arthroscopy. About 20% are seen in relation to the 

anterior cruciate ligament, making it a very rare 

lesion[5]. The most common site for intra articular 

ganglion cysts in knee joint is ACL, followed by PCL 

and medial meniscus. The cruciate ligament ganglion 

cysts can increase in size to lie between the two 

cruciates or may intersperse within the fibers. Cysts 

arising from the ACL usually have their origin from the 

tibial insertion. However in our case, the cyst was seen 

to arise from the substance of the ACL close to the 

femoral attachment. 

Aetiopathogenesis of Ganglion cysts have been 

explained by two postulated theories. The first regards 

the cyst to be a result of mucinous degeneration of 

connective tissue[6] while the other postulates it as a 

result of herniation of synovial tissue through a defect 

in the joint capsule or tendon sheath[7]. Interestingly, 

the relationship to previous trauma is uncertain. 

Krudwig et al[3] reported 85 cases of intra-articular 

ganglion cysts, with 9 being symptomatic and 76 

asymptomatic. The symptomatic patients had no history 

of trauma as in our case. Despite the absence of a 

history of trauma, it is postulated that repetitive 

microtrauma during joint and soft tissue motion 

liberates mucin and hyaluronic acid from ligament 

fibres which can act as a trigger[5]. Histopathologically 

ganglion cysts are not true cysts as they lack an 

epithelial lining. This evidence refutes the theory of 

synovial herniation while favoring a degenerative 

cause[8]. Clinically, ganglion cyst present as internal 

derangement of the knee.  

MRI is the considered the investigation of choice. 

The preferred treatment is arthroscopic excision of the 

cyst[9]. However it has been documented that some of 

ganglion cysts may disappear spontaneously with 

conservative management[10]. There have been 

anecdotal reports of successful treatment following CT-

guided aspiration, hinting that any damage to the cyst 

wall may cause its resolution. However it is pertinent to 

mention that a recurrence is very rare following 

complete resection but can occur following aspiration. 

 

Conclusion  
Though rare, intra-articular ganglion cysts should 

be considered in cases of internal derangement of the 

knee with symptoms of pain, stiffness and locking, 

particularly in the absence of overt trauma. Because of 

their rare occurrence, diagnosis of such cases may be 

difficult clinically. MRI can be helpful in the diagnosis 

and arthroscopic resection is the treatment of choice.     
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