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Low back pain is one of the leading causes of pain and
disability in America. The majority of adults will suffer
from low back pain at some point in their lives with

increasing frequency associated with age. Though there are
many causes of low back pain, this article will focus on the
joints of the low back, also known as facet joints, as a cause of
low back pain.

The facet joint is also known as the zygapophysial joint. It
was described nearly 100 years ago, and there have been
thousands of articles dedicated to the pathogenesis, diagnosis,
and treatment of facet joint pain. Interventional procedures on
the facet joints are now the second most common pain
procedure performed in America.  

The anatomy of the facet joint includes a fibrous capsule,
synovial membrane, hyaline cartilage surfaces and bony
articulation, which makes it a true synovial joint with a distinct
space accommodating between 1 and 1.5 ml of fluid.  The
capsule of the facet joint and surrounding structures have a
large number of nerve endings that can be triggered when the
capsule is stretched or compressed. Like any joint in the body,
the facet joint represents a potential pain generator, and this is
particularly true in patients with chronic low back pain.  

The basic anatomic unit of the spine is often referred to as
the three-joint complex. It consists of a facet joint on either
side, and the lumbar disk in the middle. These three structures
function to support and stabilize the spine and prevent spinal
injury by limiting motion in all planes. Each facet joint also
receives dual nerve innervation from medial branch nerves
arising at the same level as the joint and also from the level
above. In addition to innervating the facet joint, the medial
branch nerves also innervate the multifidus muscle, the
intraspinous muscles, the ligaments, and the periosteum of the
neural arch. Blocking of these nerves, or destruction of these
nerves, is a key to the diagnosis and treatment of facet pain.  

The pathogenesis of facet disease and pain can be, in rare
instances, traced to a specific inciting event; however, the
overwhelming majority of cases are the result of low-grade
trauma or repetitive strain. As aging occurs, the joints become
weaker, and they change their orientation to a more sagittal
positioning. Most studies have demonstrated a positive
relationship between the movement of these facet joints as we 

age and the development of intravertebral disk generation and 
even herniation. Although most of the weight of the body is
borne by the intravertebral disks, the facet joints also play a
significant role in weightbearing. The three lowest facet joints 
from L3 to S1 tend to take the most strain with lateral bending
and flexion/extension. Predictably, changes to the intravertebral
disks can also lead to facet problems and vice versa.
Degeneration of the lumbar disks has been shown to result in
similar degeneration of the facet joints. The reverse is also true
in that facet joint degeneration can lead to advanced or
accelerated degeneration of the intravertebral disks. It is
interesting to note that facet joint osteoarthritis is rarely found
in the absence of disk degeneration. In the majority of people,
disk degeneration will precede facet osteoarthritis.  

The prevalence of facet joint disease in the population is
widely debated. One reason is that it can be difficult to
diagnose facet disease when many other causes of low back pain
may also be present. The prevalence of facet joint pain in the
literature ranges anywhere from 5% to 90% of all low back
pain cases. It is fairly well accepted that the only reliable
method to identify facet joint pain is to perform an image-
guided, local anesthetic block in the facet joint to determine if
the facet joint is causing the pain. Based on studies that use
meticulous technique and placebo controls, facet joint pain is
probably the cause of 15% of all low back pain. 

Patients with facet joint pain can often present with pain that
extends beyond the lower back. The facet joint can
hypertrophy and actually narrow the foramen through which
the nerve root travels and cause radicular-type pain. There can
also be local-referring patterns to facet joint pain where the
lower facet joints can produce pain that can be referred into the
groin, flank, hip and even the upper lateral thigh. The pain
does not usually travel beyond the thigh unless a nerve root is
involved.  

The diagnosis of facet joint pain as noted above can be
difficult. There is no specific finding in the history or physical
examination that can reliably predict facet joint pain, though
they can certainly give an indication. Some indications may
include pain that is localized to the low back, is often worse
when standing or sitting in one position for a long time, is on
one side of the back or the other, or is occurring in patients
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with significant degenerative disk disease. The presence of
abnormal facet joints on radiologic imaging can also point to
the facet as a potential cause of low back pain. In studies
conducted on patients with low back pain, the instance of
degenerative facet disease on CT scanning ranges from 40% to
80%. MRI is considered less sensitive for examining the facet
joints than CT scan, so if facet disease is thought to be a
prominent cause of a patient’s pain, it is advisable to order plain
x-ray or CT scan. It is generally accepted in clinical practice that
diagnostic facet blocks are the most reliable means for
diagnosing facet pain as a pain generator. There have been
hundreds of articles discussing the merits of intraarticular facet
joint block versus blocking the medial branch nerves that
supply innervation of facet joints. It is felt that both techniques
are equally effective in diagnosing facet pain. Most practitioners
will block the medial branch nerve because it is technically
easier to perform than intraarticular injection and also involves
anesthetizing the nerves that would potentially be lesioned if
medial branch rhizotomy was to be performed in the future.  

The treatment of facet joint pain is usually multimodal in
approach. Initially, conservative management with anti-
inflammatory medication, acetaminophen or a stronger
analgesic if needed. There is no strong data to support the use
of one medication over the other. Bracing is also often used
initially to help reduce the strain on the facet joints. Tailored
exercise programs and yoga can also help reduce the pain and
prevent relapse in patients with chronic low back pain and
specifically low back pain caused by facet disease. Patients with
longstanding low back pain issues can often benefit from
psychotherapy and behavioral therapy as well. Finally,
interventional procedures and even surgery can occasionally be
indicated. The optimal approach to the management of facet
joint pain should encompass both interventional and
noninterventional treatment as well as encouraging patients to
remain active but with instruction for proper body mechanics
and ergonomics that work at home.  

With respect to the interventional treatment of facet pain in
a pain management clinic, there are two primary treatments
used. The first would be an intraarticular steroid injection into
the facet joint itself. This is often very useful for the diagnosis
of facet joint pain as a minute amount of local anesthetic is all
that is needed to anesthetize the facet joint and determine if this
is the pain generator. A small dose of steroid may also be
deposited, which can help diminish an inflammatory
component, which is often a strong contributor to the pain.
The more common approach to the interventional treatment
of facet pain is blocking the medial branch nerves. The
technique is technically simpler and is predictive of the results
should destruction of the nerves via radiofrequency needle be
performed in the future. If pain relief is short-lived after medial
branch block with steroid is performed, then radiofrequency
denervation of the facet joints can be performed. Uncontrolled

studies have demonstrated sustained relief in 50% to 80% of
patients without history of previous back surgery and 35% to
50% of patients with history of back surgery after
radiofrequency denervation. When pain returns after
radiofrequency denervation, which typically occurs between 6
months and 1 year, the procedure can be repeated with little to
no diminution in efficacy noted. Serious complication after
facet injection, medial branch blocks or radiofrequency
denervation is very rare. Infection and hematoma can occur, as
can numbness or dysesthesia.  

Finally, surgical procedures are occasionally performed to
treat facet arthropathy. Although there is a lack of evidence
supporting fusion for treatment of facet disease, there is
certainly strong anecdotal evidence that carefully selected
patients can benefit. Some studies have indicated success rates as
high as 75% in patients who underwent successful facet blocks
on three different occasions and subsequently underwent facet
fusion. There is a new percutaneous, minimally invasive fusion
technique to use on individual facet joints via an outpatient
procedure that has been introduced in the last couple of years.
This procedure could help that small subset of patients with
isolated facet pain that do not have multiple other factors
contributing to their chronic low back pain.  

In conclusion, facet joint pain has long been recognized as a
source of low back pain. It is most often in conjunction with
degenerative disk pain, and possibly even nerve compression
pain, that it occurs. The facet joints become weaker and their
actual orientation changes as we age, which predisposes them to
injury from rotational stress.  In particular the lowest three
joints, the L3-4, L4-5 and L5-S1 joints, are exposed to the
greatest strain during lateral bending and forward flexion and
are more prone to injury as we age. Conservative therapy is the
best first step; if this fails, there is injection therapy that can be
quite helpful. In addition to providing short and occasionally
intermediate-term pain relief, diagnostic block does predict the
usefulness of neurolytic procedures such as radiofrequency and
even potentially surgery.  
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