
Baker’s Cysts 
 

The highlights: 

 A Baker’s cyst is a common swelling in the medial posterior fossa. 
 Commonly, it is secondary to an extension of the synovial space posteriorly, and 

accordingly will worsen with activities that will worsen a knee effusion 
 Given its prevalence and ease of diagnosis, imaging is rarely indicated 
 Treatment mainstay is addressing the primary knee pathology (ex: osteoarthritis 

treatment) 

 

Popliteal synovial cysts are a common sighting in the primary care setting. Commonly known as 
Baker’s cysts, they refer to a swelling in the medial popliteal fossa. 

While many patients are often distressed by their appearance, these swellings are benign. 
Simplistically, Baker’s cysts can be explained to the patient as an extension of their knee 
effusion. As the joint swelling worsens, a posterior extension into the popliteal cyst acts as a 
reservoir for the effusion. 

The diagnosis of a Baker’s cyst is typically done clinically. It is typified by a medial popliteal 
cystic mass that increases in prominence with the knee in full extension and reduces with partial 
knee flexion. 

The differential diagnosis for Baker’s cysts includes DVT, tumours (including sarcomas and 
lymphoma), and popliteal artery aneurysm. These diagnoses should be suspected if the location 
is atypical (ex: lateral popliteal fossa), the mass is firm or pulsatile, or if there is surrounding 
erythema, warmth, or tenderness. 

Imaging, including X-rays and ultrasound, is only necessary if the diagnosis is uncertain or if 
another condition is suspected.  

The treatment of Baker’s cysts typically relies on the treatment of the underlying joint disorder. 
For osteoarthritis, this involves activity modification, physiotherapy, and bracing when 
appropriate. When symptomatic, an intraarticular glucocorticoid injection may be indicated 
with or without prior drainage. As the cyst typically communicates with the joint, there is no 
need to target the cyst directly. Should this approach fail, an ultrasound-guided direct aspiration 
and injection of the cyst may be attempted. 

Patients should be reminded that the Baker’s cyst is likely to recur as their primary joint 
disorder worsens and the effusion reforms. Accordingly, invasive interventions should be 
reserved for symptomatic cysts (i.e. pain and stiffness). 

Should you or your patient continue to have questions or concerns, a referral to your local sports 
medicine specialist may be appropriate. A referral to orthopedic surgery may be appropriate 
following failed interventions for consideration of a cyst resection or joint replacement. 
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