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Abstract
The transverse acetabular ligament is an unusual location for ganglion cysts. Only a few cases have been reported in the literature.
They can be asymptomatic and represent an incidental finding or can cause an atypical pattern of hip joint/groin pain. We report a
case of ganglion cyst arising from the TAL causing entrapment of the anterior branch of the obturator nerve with associated acute
denervation of the abductor longus (AL), adductor brevis (AB), and gracilis muscles.
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Introduction

Ganglion cysts (GC) are fluid-filled synovial lined lesions
usually described in close association to the joint capsules,
tendon sheaths, and ligaments. GC around the hip represent
a relatively common finding [1, 2]. Those arising from the
joint capsule have usually been reported as extending from
the anterior aspect and causing compression on the femoral
triangle. Both vascular compression syndromes on the femo-
ral vein [3] and entrapment syndromes on the common femo-
ral nerve [4] have been reported in the literature.

Two cases of symptomatic cysts arising from the transverse
acetabular ligament (TAL) causing atypical groin pain not
responding to conventional therapy have been described [5].
One case report of obturator nerve compression secondary to a
large GC arising from the anterior joint capsule and with pos-
terior extension has been reported in the literature [6, 7].

We report the first case of a GC arising from the TAL
causing isolated entrapment of the anterior branch of the ob-
turator nerve and consequent acute muscular denervation.

The obturator nerve arises from the L2, L3, and L4 rami of
the lumbar plexus. It follows the iliopectineal line, then runs
within the obturator canal and exits the pelvis through the
obturator foramen [8].Many different causes of obturator neu-
ropathy have been described in the literature. These include
iatrogenic (in particular related to hip replacement), traumatic,
hematomas involving the psoas muscle, inguinal hernias, ar-
terial aneurysms, neoplastic pathologies [9].

Case report

A 35-year-old man, farmer by occupation, presented with
chief complaints of dull aching pain in the right buttock and
groin for 5 months, which was aggravated by weight bearing,
walking, and flexing the right hip. The symptoms had a right
L4 distribution. There was no history of trauma, fever, or
weight loss. He was neither diabetic nor hypertensive. On
clinical examination, a mild to moderate degree of adduction
weakness was demonstrated. X-ray of the lumbar spine and
pelvis were negative. No significant abnormalities were de-
tected on the MRI of the whole spine. MRI of the pelvis
demonstrated a 3.5 × 1.8 × 1.8-cm multiloculated ganglion
cyst arising from the TAL, extending anteromedially and
causing marked compression on the obturator nerve. The
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acetabular labrum was unremarkable, excluding the possibil-
ity of a paralabral cyst. There was isolated hyperintensity,
probably related to edema of the adductor longus and brevis
and gracilis muscles without fatty infiltration (Fig. 1). CT-
guided aspiration was performed (Fig. 2) with complete reso-
lution of the symptoms demonstrated at the subsequent clini-
cal examination.

Discussion

The obturator nerve has two branches. The anterior descends
anterior to the adductor brevis sending motor branches to the
AL, AB, and gracilis. The posterior branch runs posterior to
the AB and gives motor innervation to the adductor magnus

and obturator externus [8]. The pattern of muscle denervation
in our case is isolated to AL, AB, and gracilis muscles, which
correspond to entrapment of the anterior branch. The absence
of fatty infiltration indicates a relatively short clinical history
[10]. The GC is encroaching and compressing only the ante-
rior branch at its origin when the nerve exits the obturator
canal and enters the thigh. The adductor magnus and obturator
externus muscles present normal morphology and signal in-
tensity indicative of sparing of the posterior branch.

Several different critical sites for obturator nerve pathology
have been described.
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Fig. 1 Axial PD FS at the level of the inferior pubic ramus (a) and at the
level of the upper thigh (b). Ganglion cyst arising from the transverse
acetabular ligament (arrow in a) and encroaching on the anterior branch
of the obturator nerve (dotted arrow in a). Muscle hyperintensity of the
adductor longus (AL) and adductor brevis (AB) muscle and gracilis mus-
cle (arrow in b) with sparing of the adductor magnus (AM)

Fig. 2 CT-guided aspiration of
the ganglion cyst (a). Gelatinous
material was aspirated (b)

Fig. 3 Diagram showing the three critical zones of entrapment for the
obturator nerve. The obturator canal (blue braces) site of entrapment of
the common obturator nerve (ON), the intermuscular interval between the
pectineus (P) and the obturator externus (OE) muscles and between the
adductor longus (AL) and adductor brevis (AB) (pink arrows) site of
entrapment of the anterior branch (*) and the intervals between the obtu-
rator externus (OE) and adductor magnus (AM) and the adductor brevis
(AB) (green arrowheads) site of entrapment of the posterior branch (+).
Superior pubic ramus (SPR) and inferior pubic ramus (IPR) are also
indicated



& Within the true pelvis: fractures, trauma, hematoma
(anticoagulation), retroperitoneal masses, tumors, and
pregnancy

& In the obturator tunnel, trauma of the nerve is usually
iatrogenic (complications from orthopedic and gynecolog-
ic surgery)

& At the obturator foramen, the nerve is restricted by the
fascia of the adductor brevis muscle, which is particularly
thick at this level. This in combination with the medial
circumflex femoral artery and vein represents a common
site of chronic entrapment in athletes [11].

Impingement at these levels causes generalized denerva-
tion of the adductor compartment [6, 7, ].

A topographical anatomical study outlined three critical
zones of entrapment for the obturator nerve. Critical zones
are anatomical areas that may represent a potential source of
nerve entrapment including canals, intervals, rings, and
foramina.

The obturator canal (common obturator nerve), the
intermuscular interval between the pectineus and the obturator
externus muscles and between the adductor longus and adduc-
tor brevis (anterior branch) and the intervals between the ob-
turator externus and adductor magnus and the adductor brevis
(posterior branch) (Fig. 3) [12].

Isolated entrapment syndrome of the posterior division of
the obturator nerve is a known entity that has been described
[13]. To our knowledge, entrapment of anterior branch syn-
drome represents a novel finding. The pattern of denervation
onMRI is very specific. When isolated denervation of the AB
and AL muscles is recognized with sparing of the AM find-
ings are diagnostic. The first-line therapy is a CT-guided as-
piration and steroid injection in order to sclerotize the cyst and
achieve a complete resolution of the nerve compression syn-
drome. In case of recurrence or absence of a response after
radiological treatment, surgery would be necessary.
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