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Clinic

Clival Mucocele: A Rare Yet not
Forgotten Pathology

Marios Stavrakas, MSc, PhD1 , Hisham S. Khalil, MS, MD1,
Nikolaos Tsetsos, MSc2 , and Samiul Muquit, FRCS(SN), PgDip(ClinEd)3

Significance Statement
Primary clival mucoceles are a rare clinical entity that usually represents an incidental finding on computed tomography or
magnetic resonance imaging scanning. There are only a few reports in the literature of patients who presented with vague
symptoms such as headaches, facial paresthesia, and numbness. Clival mucoceles can also be secondary, by extension of a
sphenoid mucocele to the clivus. We present a case of primary clival mucocele, aiming to highlight the importance of a multi-
disciplinary approach.

Case Presentation

A 44-year-old male patient presented to the acute stroke unit

with left-sided pain and paresthesia, affecting his face, upper

limb, and lower limb. This was the second presentation with

such symptoms, as he had a similar clinical picture 11 years ago

with full recovery. After neurological examination, he had a

computed tomography head, which did not show any acute

intracranial pathology but revealed a pneumatized, fluid-

filled clivus. This was further characterized with an magnetic

resonance imaging scan (Figures 1-3). The differential diagno-

sis included a mycetoma or a cholesterol granuloma, with a

fistula communicating with the nasopharynx. The patient was

seen in the ENT clinic after a few days, and his symptoms had

generally subsided, leaving only minor paresthesia of the left

hemi-face. Endoscopic evaluation of the postnasal space did

not show signs of active discharge, fistula, or any other pathol-

ogy. The case was discussed at the Skull Base Multidisciplin-

ary Team meeting, and after careful consideration, the panel

offered the option of transsphenoidal decompression of

the clival cyst. The rationale was to prevent recurrence of

symptoms or infection, which may result in intracranial com-

plications. Intraoperatively, the cystic component was marsu-

pialized, and we identified an intact posterior wall. We

obtained tissue samples for histology and microbiology,

including fungal cultures. Finally, there was no evidence or

concerns about a cerebrospinal fluid leak; therefore, any form

of skull base reconstruction was not deemed necessary. The

procedure was uneventful and the patient recovered well, with

complete resolution of his symptoms. All tissue samples came

back as negative for malignancy or fungal process, and also, the

microbiology and fungal cultures were negative for bacterial or

fungal infection.

Mucoceles of the clivus are extremely rare, with only a few

cases published in the literature.1-3 Its pathogenesis should be

considered in associating with the embryological development

of the clivus. Initially in a cartilaginous structure, the clivus

develops into a structure with compact cortical bone ante-

riorly and posteriorly, filled with cancellous bone including

marrow elements.4,5 Mucoceles are usually formed by pneu-

matization secondary to an obstructed communication with

the sphenoid sinus.3 Chua and Shapiro (1996) support that

most sphenoid mucoceles expand as cystic masses into other

cranial base structures; therefore, the majority of the clival

mucoceles are not true.1 In our case, obstruction of an anato-

mical communication between the clivus and the nasopharynx

may have been the cause.
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Presenting symptomatology depends on the area of exten-

sion and may include facial pain secondary to compression of

Meckel cave.1 According to the literature, the sooner the mass

is drained, the better the chance of cranial nerve recovery, and

the approach of choice is the transsphenoidal.1,2,6-9
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Figure 2. T2 magnetic resonance imaging-axial plane, demonstrating
the relationship with the sphenoid sinus.

Figure 1. T1 magnetic resonance imaging-sagittal plane, demon-
strating pneumatization of the clivus, tracking down at the level of the
nasopharynx.

Figure 3. Computed tomography-axial plane showing extensive
pneumatization of the clivus.
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