CASE REPORT

Lumbar Facet Cyst Causing Incomplete Cauda Equina
Syndrome: A Case Report and Review of Literature
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A b s t r ac t
Background: Intraspinal facet cyst or juxta-facet cyst is a term that includes synovial and ganglion cysts in the spine. Facetal synovial cysts are
fluid-containing synovial outpouchings arising from degenerated facet joints resulting from chronic hypermobility of the joints. These cysts
can cause low back pain, radicular leg pain, and in rare cases cauda equina syndrome.
Case description: In this report, we would like to present the occurrence of incomplete cauda equine syndrome resulting from a facet synovial
cyst in a 65-year-old woman who presented with weakness in both lower limbs, difficulty in walking, and saddle anesthesia. The symptoms
resolved following a posterior decompression, cyst excision, and instrumented fusion surgery.
Conclusion: This report highlights the occurrence of acute cauda equina syndrome in a 65-year-old woman resulting from an L4–L5 facet synovial
cyst. Prompt diagnosis and immediate surgical intervention in the form of decompression and fusion surgery lead to a favorable outcome.
Clinical message: Acute cauda equina syndrome in a patient with a lumbar facet cyst is a relatively uncommon presentation. It requires early
diagnosis and immediate surgical intervention in the form of decompression to prevent neurological deterioration and to have a favorable
outcome.
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B ac kg r o u n d
Intraspinal facet cyst or juxta-facet cyst is a term that includes
synovial and ganglion cysts in the spine.1 Facetal synovial cysts
are fluid-containing synovial outpouchings (and hence lined by
synovial tissue) arising from degenerated facet joints resulting
from chronic hypermobility of the joints. 2,3 Ganglion cysts, on
the other hand, contain a more viscous fluid and lack a synovial
lining. 2,3 Despite the histological distinction between synovial
and ganglion cysts, the clinical presentation, management, and
prognosis are similar.4 Eyster and Scott reported a 0.6% incidence
of lumbar synovial cysts based on a study of 1,800 CT/MRI scans.5
These cysts, seen more commonly in the mobile lower lumbar
spine,6 can cause low back pain, radicular leg pain, and in rare cases
cauda equina syndrome.3,6–8
Cauda equina syndrome may occur due to hemorrhage into the
cyst2,4 or rapid expansion of a cyst.9 In this report, we would like
to present the occurrence of incomplete cauda equine syndrome
resulting from a facet synovial cyst in a 65-year-old woman who
presented with weakness in both lower limbs, difficulty in walking,
and saddle anesthesia. The symptoms resolved following a posterior
decompression, cyst excision, and instrumented fusion surgery.

C a s e D e s c r i p t i o n
A 65-year-old woman presented with weakness, heaviness, and
numbness of both lower limbs along with perianal numbness of
10 days of duration resulting in an inability to walk unassisted.
However, she did not report any back/leg pain or difficulty with
bladder or bowel function. Neurological examination of the
lower limbs revealed bilateral ankle dorsiflexion power (4/5),
bilateral extensor hallucis longus (2/5), bilateral hip abduction
(3/5), bilateral ankle plantar flexion (3/5), bilateral knee flexion
(4/5) with reduced pinprick, and light touch sensation over the
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L5, S1, S2, and perianal region bilaterally. There was no evidence
of upper motor neuron signs and the peripheral pulses were well
felt in both lower limbs.
Radiographs revealed a grade I degenerative spondylolisthesis
at the L4–L5 level (Fig. 1) and the MRI scan (Fig. 2) showed a
posterior midline epidural cyst below the ligamentum flavum
causing cauda equine compression at the L4–L5 level. The cyst
revealed isointense signals compared with cerebrospinal fluid on
T2-weighted images and hypointense signals on T1 images which
supported its nonhemorrhagic content.
Because of the significant motor and sensory deficits, surgery
was considered in the form of decompression and instrumented
fusion. After a thorough preoperative evaluation, surgery was
performed in the form of an L4 laminectomy and decompression
and L4–L5 posterolateral instrumented fusion. The cyst, identified
below the ligamentum flavum and communicating with the left
L4–L5 facet joint was excised along the left L4–L5 facet joint and
the dural sac and nerve roots were decompressed followed by an
L4–L5 posterolateral instrumented fusion (Fig. 3). Histopathological
examination of the excised cyst wall revealed a single layer of
flattened synoviocytes and mild inflammatory infiltrate along with
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focal areas of calcification and cartilage fragments consistent with
a diagnosis of the synovial cyst (Fig. 4).
The postoperative period was uneventful and rapid neurological
improvement was noted. The motor power and sensations returned
to normal by the 3 months mark and the patient was ambulating
independently and doing well at the last follow-up visit (18 months
post-surgery).

D i s c u s s i o n
Kao et al. classified extradural intraspinal cysts into three groups—
(1) Perineural cysts (arising from dorsal root ganglion), (2) Arachnoid
cysts (pedicle attachment to spinal dura near nerve root), and
(3) Juxta-facet cysts—ganglion and synovial cysts attached to
the periarticular connective tissue of facet joints.1 Ganglion and
synovial cysts are also referred to as intraspinal facet cysts1,3 or
cystic malformations of mobile spine (CYFMOS) to encompass its
heterogeneity.7 Various hypotheses have been proposed regarding

Figs 1A and B: Anteroposterior (A) and lateral (B) preoperative
radiographs showing grade I spondylolisthesis at the L4–L5 level

the development of these cysts including synovial herniation
through a defective capsule, periarticular fibrous tissue undergoing
mucinous degeneration, and pluripotent mesenchymal cells in
ligamentum flavum undergoing proliferation and focal hemorrhage
due to repetitive microtrauma.2,8 Despite the histological distinction
between synovial and ganglion cysts, the clinical presentation,
management, and prognosis are similar.4
The incidence of synovial cysts is 0.6% based on a study of 1,800
CT and MRI scans5 being more common in the lumbar spine (94%)
and a majority occurring at the L4–L5 level.10 These cysts typically
present after the age of 50 years,3,6,11 with facet arthropathy noted
in 90%12 and spondylolisthesis in 40% of patients.12 While a majority
present with unilateral or bilateral radiculopathy (55–97%), 25–44%
present with neurological claudication, 26–40% present with motor
deficits, and 13% present with cauda equine syndrome.3,6–8 Facet
cysts can cause cauda equine syndrome due to hemorrhage within
synovial cyst or rapidly expanding cysts.2,4,9
Nonsurgical management in the form of rest, analgesics,
and spinal exercises and epidural steroids have been generally
unsatisfactory,3,6,13 although there is a few reports of spontaneous
regression of facet cysts.14–16 Percutaneous rupture of the cyst has
been shown to have a high recurrence rate.17 In the presence of
recalcitrant pain and neurological deficits, surgical intervention is
an effective option.11 The recurrence rate following a cyst excision/
decompression only procedure is 11% with better outcomes
following cyst excision/decompression and fusion in the presence of
spondylolisthesis.3,6,7,11 Adhesions between the cyst and underlying
dura have been reported,6 requiring meticulous dissection to avoid
a dural tear.
The patient discussed in this report presented with weakness
and numbness in both lower limbs and perianal numbness
without frank urinary retention. These symptoms could fall under
the description of incomplete cauda equina syndrome.18 The
isointense signals similar to CSF in our facet cyst ruled out the
presence of hemorrhage into the cyst. Because of the significant
neurological deficits and radiological evidence of spondylolisthesis,
a decompression and instrumented fusion was planned. The

Figs 2A and B: Sagittal (A) and axial (B) T2W MRI images showing posterior midline epidural cyst below the ligamentum flavum causing cauda
equine compression at the L4–L5 level
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Figs 3A and B: Anteroposterior (A) and lateral (B) postoperative
radiographs after L4–L5 posterior decompression, cyst excision, and
posterolateral instrumented fusion

patient withstood the procedure well with complete resolution of
neurological deficits within 3 months.

C o n c lu s i o n
This report highlights the occurrence of acute cauda equina
syndrome in a 65-year-old woman resulting from an L4–L5
facet synovial cyst. Prompt diagnosis and immediate surgical
intervention in the form of decompression and fusion surgery lead
to a favorable outcome.

C l i n i c a l M e s s ag e
Acute cauda equina syndrome in a patient with a lumbar facet cyst
is a relatively uncommon presentation. It requires early diagnosis
and immediate surgical intervention in the form of decompression
to prevent neurological deterioration and to have a favorable
outcome.
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