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ABSTRACT

Facet joint ganglia are benign cystic lesions located adjacent to a facet joint. The majority is asymptomatic. However, can cause
important low-back pain and radiculopathy. Neurogenic deficit, claudication, and cauda equina syndrome have also been reported. The
authors report two cases of acute low back pain with bilateral sciatica, dorsal foot dysesthesia, and hallux dorsiflexion/extension deficit,
due to the presence of encapsulated cysts adjacent to the facet joints causing a significant reduction of the spinal canal. Urgent surgical
decompression was performed in both patients with an uneventful recovery. Symptomatic facet joint ganglia is a highly unusual cause of
back pain, although it can present with acute onset of bilateral sciatica and canal stenosis requiring urgent surgical decompression. This
paper highlights facet joint synovial as a differential diagnosis of lumbar pain and describes two different surgical approaches with good
outcomes. Level of Evidence IV: Case Series.
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RESUMO

Os quistos facetarios s&o lesées cisticas benignas localizadas adjacentes a uma articulagdo facetaria. A maioria é assintomatica. No
entanto, podem ser causa de importante dor lombar e radiculopatia. Estdo ainda relatados casos de déficit neurogénico, claudicagao
e sindrome de cauda equina. Os autores apresentam dois casos de dor lombar aguda com ciatalgia bilateral, disestesia do dorso do
pé e défice na dorsiflexdo/extenséo do halux, causados por uma redugado significativa do canal medular devido a presenga de quistos
encapsulados adjacentes as articulagées facetarias. Os doentes foram submetidos a descompressao cirdrgica urgente com uma exce-
lente recuperacéo. Os quistos facetarios sintomaticas sao uma causa rara de lombalgia, porém podem apresentar-se inicialmente com
um quadro agudo de ciatalgia bilateral e estenose canalar com necessidade de descompressao cirdrgica urgente. Este artigo realga 0s
quistos facetarios como diagnostico diferencial de lombalgia e descreve duas abordagens cirdrgicas diferentes com bons resultados.
Nivel de Evidéncia IV: Série de Casos.

Descritores: Cisto Sinovial; Ciatica; Coluna Vertebral.

RESUMEN

Los quistes facetarios son lesiones quisticas benignas situadas junto a una articulacion facetaria. La mayoria es asintomatica. Pero
pueden causar dolor lumbar y radiculopatia importantes. También se han descrito déficit neurogénico, claudicacion y sindrome de
cauda equina. Los autores presentan dos casos de lumbalgia aguda con dolor ciatico bilateral, disestesia del dorso del pie y déficit
en la dorsiflexion/extension del hallux, causados por una reduccion significativa del canal medular debido a la presencia de quistes
encapsulados adyacentes a las articulaciones facetarias. Los pacientes fueron sometidos a descompresion quirdrgica urgente con una
excelente recuperacion. Los quistes facetarios sintomaticos son una causa poco frecuente de lumbalgia, aunque pueden presentarse
inicialmente con un cuadro agudo de dolor ciatico bilateral y estenosis del canal que requiere descompresion quirdrgica urgente. Este
articulo destaca los quistes facetarios como diagndstico diferencial de la lumbalgia y describe dos abordajes quirdrgicos diferentes con
buenos resultados. Nivel de Evidencia IV: Serie de Casos.

Descriptores: Quiste Sinovial; Cidtica; Columna Vertebral.
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INTRODUCTION

Facet joint ganglia are a group of benign expansive cystic lesions
located adjacent to a facet joint, either intracanal posterolateral to the
thecal sac or extracanal.' Facet joint synovial cyst, ganglion, and
ligamentum flavum cyst are described in the literature as varying
manifestations of the same entity. Despite being histologically distinct,
they have the same clinical picture, treatment, and prognosis."+”

The first case of radiculopathy caused by a lumbar ganglion
was described in 1968 by Kao et al.,2 A history of progressive low-
-back pain, and radiculopathy are the most common presentation.
However, neurogenic claudication, neurological deficit, and cauda
equina compromise have also been reported.?5791"

The spinal ganglia occurred most frequently in the 6th decade
of life with a slight female predominance.?5%'"'2 |t can be unilateral,
bilateral at a single or multilevel, and the majority are asymptomatic,
incidentally found on magnetic resonance imaging (MR).3471213

The conservative treatment has short-term or no clinical impro-
vement so decompression and surgical excision are the preferred
choices in symptomatic patients.?>%'%5 Cauda equina syndrome
caused by lumbar facet joint ganglion is extremely rare and warrants
emergent surgery.®'6

The authors describe 2 case reports about lumbar facet joint gan-
glia presented with acute bilateral sciatica and motor-sensitive deficits.

CASE REPORT

The authors presents 2 case reports with a past medical history of
low back pain presenting with an acute bilateral sciatica, dorsal foot
dysesthesia, and hallux dorsiflexion/extension deficit, within 3 days.

The first case is a 56 years old female with low back pain aggra-
vated over a period of 12 hours with a bilateral foot drop, followed by
right lower limb limping 24 hours later, and on the 3rd day, presented
to the clinic with a trendelenburg gait.

The second, a 61 years male with worsening of low back pain
over a period of 10 days and sudden aggravation within 3 days,
initially with limping on the left side with progression to the involve-
ment of both lower limbs.

On examination of the spine, both had a moderate paravertebral
spasm with a painful decreased range of motion. Neurological exami-
nation showed dysesthesia to the anterolateral aspect of both legs and
dorsal feet and no sphincter disturbances or perineal sensory deficits.
The motor deficit was evident in the lower limbs with decreased muscle
strength at the hallux and toes extensors, gluteus medius, and perone-
al muscles. The tibialis anterior muscle had normal strength. (Table 1)

Both patients underwent an imaging study.

In the first case, standing lumbar x-rays showed a grade 1 spon-
dylolisthesis at L4 -L5 (Figure 1), and an MR-myelogram demonstra-
ted a compressive intracanalar lesion, causing a secondary stenotic
spinal canal at L4-5 (Figure 2). An MR was also performed that
showed two large rounded encapsulated cysts adjacent to the facet
joints bilaterally, causing a significant reduction of the spinal canal
area with a significant compromise of the L5 nerve roots. (Figure 3)

Table 1. Motor function and reflexes examination.

Case 1 Case 2
Right Left Right Left
Motor Function
Gluteus medius 1/5 5/5 3/5 3/5
Tibialis anterior 5/5 5/5 5/5 5/5
Peronei muscles 4/5 4/5 2/5 2/5
Extensor Hallux 1/5 1/5 1/5 1/5
Common toes extensors 1/5 1/5 3/5 3/5
Reflexes
Patellar tendon Normal Normal
Achilles tendon Hypg Hypp
reflexive | reflexive
Babinski Flexion Flexion

Figure 1. X-ray images of the first case. A - X-ray in AP view. B - X-ray in lateral
view of a Grade 1 spondylolisthesis at L4-L5 level, without indirect signs of
lumbar spinal stenosis.

Figure 3. MR of the first case with two large cysts adjacent to the facet joints
bilaterally at L4-L5 level. A - MR T2 sagittal views. B - MR T2 axial views.
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In the second case, the X-ray images showed a degenerative
disc disease at L3-L4, L4-L5, and L5-S1 without changes in vertebral
body alignment (Figure 4). The MR showed a right-sided L3-L4 and
L4-L5 foraminal disc herniation, compressing the nerve roots and a
ganglion adjacent to the L4-L5 left facet joints producing acute criti-
cal canal stenosis and at L5-S1 a central disc protrusion. (Figure 5)

In the face of these clinical and imaging findings, both patients
underwent surgical spinal canal decompressing and ganglia excision.

The surgical strategy in the first case was a L4 laminectomy with
L3-4 and L4-5 flavectomy, with bilateral ganglia excision. Because of
the segmental instability at L4-L5 shown on the pre-op radiographs
and the extensive decompression, a postero-lateral instrumented
L4-L5 fusion was performed. (Figure 6)

The second case was treated with L3, L4, and L5 left hemila-
minectomy and hemiflavectomy, L4-L5 foraminotomy, and ganglia
excision. (Figure 7)

Postoperatively, both patients presented an improvement in pain
and neurologic deficit. Complete motor and sensory recovery was
noted at 8 weeks in case 1 and at 5 weeks in case 2.

DISCUSSION

This pathology prevalence is not well-known. Apostolaki et al.
reviewed the MR features of two MR units over a 4-year period and
concluded that spinal ganglia had an incidence of approximately

Figure 4. X-ray images of the second case. A - X-ray in AP view. B - X-ray in
lateral view with degenerative disc disease at L3-L4, L4-L5, and L5-S1.

herniation, L5-S1 central disc protrusion and a cyst adjacent to the L4-L5 left
facet joints. A - T1 sagittal view, B - T2 STIR sagittal view, C - T2 sagittal view,
D - T2 axial view, E - T1 axial view.
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Figure 6. Pos-op X-ray of the first case - laminectomy, flavectomy, ganglia
excision, and postero-lateral instrumented L4 - L5 fusion. A - X-ray in AP view.
B - X-ray in lateral view.

Figure 7. Pos-op X-ray of the second case — L3, L4, and L5 left hemilaminec-
tomy, hemiflavectomy, foraminotomy and ganglia excision. A - X-ray in AP view.
B - X-ray in lateral view.

0.65 %.'? A systematic review of a patient series disclosed a 2.3%
anterior lumbar facet joint ganglia prevalence."

Although it can occur in all spinal segments, the majority are
found in mobile segments such as the lumbar spine, in particular
at L4-L5, followed by L3-L4 and L5-S1 level, and C5-C6 or C7-T1
in cervical spine. 24579111316 Facet joint arthritis generates effusion
that causes protrusion of the synovial membrane through defects
in the joint capsule. In addition, segmental instability may further
aggravate the extraarticular intraspinal space protrusion resulting
in the neural structures compression.>®-'11316 Spondylolisthesis
associated with the facet arthropathy favors segmental instability
and enforces the role of instability in the etiology of facet joint gan-
glia.""*" Ulus et al. found a prevalence of 75% facet arthropathy
and 37,5% spondylolisthesis.

The clinical findings depend on its location, volume, and relation
to neural structures.*® Nevertheless, despite the symptoms being
often correlated to the side of the synovial cyst, Lyons et. al., repor-
ted that 21% of patients with large ganglia present with bilateral or
contralateral symptoms.”

This case series describes 2 patients with acute bilateral sciatica,
sudden limping, and motor weakness at the gluteus medius, pero-
neal muscles, hallux, and toes extensors. These clinical examination
points to a bilateral L5 nerve root deficit, and we must consider it
as a differential diagnosis of disc herniation, lumbar stenosis, facet
joint syndrome, pathological fracture, or another intracanalar lesion.
This sudden onset presentation requires a prompt investigation.

Plain radiographs are useful in assessing spinal segmental ins-
tability and help to exclude other conditions, such as spondylosis,
degenerative spondylolisthesis, and metastatic lesions.* MR and CT

Page 3 of 4



can demonstrate the cyst relation to the dural sac and neural struc-
tures of the spinal canal.>*"'2 They are usually described as round
or oval collections arising from the medial aspect of the facet joint
and projecting beyond the visible margins of the joint with hypoin-
tense “inner cores” on T1-weighted MR sequences and hyperintense
centers with hypointense rims on T2-weighted sequences.'35212.15.16
However an accurate MR diagnosis can be difficult because the
ganglia content exhibits variable signal intensity.*'? Apostolaki et al.
describe four patterns of MR in their study.'?

The imaging exams evidence an L4-L5 “acute” canal stenosis,
consistent with the clinical exam. In the first case, the acute onset
could be associated with intracystic hemorrhage and acute disten-
tion of the cyst in an unstable segment due to spondylolisthesis.
An association between the acute distension of the cyst and acute
disc herniation could be the explanation for the second case.!'215

Although conservative treatment shows temporary improvement,
some authors suggest doing it for 6 months before considering sur-
gical options.* Conservative management includes bed rest, anal-
gesia, and physical therapy. However, a more invasive attitude can
be adopted with CT-guided intra-articular corticosteroid injection,
needle aspiration of cystic contents, or percutaneous rupture. 591416

Surgical excision and decompression is the preferred treatment
in symptomatic patients. However, there is no consensus, and there-
fore a few surgical strategies have been reported. The gold standard
technique reported was laminectomy and flavectomy, although it has
been associated with ganglia recurrence. Morishita et al., reported
that 4.69% of the segments treated with posterior decompression
surgery without fusion developed recurrent symptomatic facet joint,
particularly those submitted to bilateral posterior decompression.'®
The development of facet joint ganglia within the early postope-
rative period supports the instability hypothesis as the major role
in the development of this pathology.”'%'3'7 The introduction of

minimally invasive techniques made it possible to overcome this
problem, allowing less damage to the posterior stabilizing structures.
Lalanne et al. recommended an individual evaluation to assess the
segment’s instability and the need for instrumented fusion.® Minimal
invasive laminotomy associated with medial facetectomy should
be considered the surgical therapy of choice in patients without
previous instability.’®2° On the contrary, patients with evidence of
prior instability on standing radiographs are more likely to be treated
with decompression and posterior instrumented spinal fusion.®'8

Both patients underwent surgical treatment. A grade 1 spon-
dylolisthesis at L4-L5 level was reported in the first case and a
posterolateral instrumented fusion was performed. Still, the other
patient underwent a hemilaminectomy and decompression as a
stand-alone procedure.

Regarding postoperative results, both patients had an uneventful
recovery, pain improvement, and neuro deficits.

CONCLUSION

To conclude, a symptomatic facet joint ganglia is a rare condi-
tion and its acute presentation is even more exceptional. When it
occurs, a comprehensive objective examination should be perfor-
med in order to define possible differential diagnoses and guide
subsequent investigations. MR is the imaging of choice as it allows
the identification of this pathology and the associated degene-
rative changes that can lead to canal stenosis. Urgent surgical
decompression is mandatory and the surgical technique must be
individualized for each patient.
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