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The Extraforaminal Juxtafacet Cyst asa Rare Cause of L5 Radiculopathy:
A Case Report
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Study Design. This is a report of a case.

Objective. To document the clinical, radiographic, and hisggaacharacteristics of a lumbar extraforaminal
juxtafacet cyst.

Summary of Background Data. Spinal juxtafacet cysts develop most frequentihatdorsal aspect of the
zygapophysial joint, sometimes in the posteroldtmea of the canal. In one case, they have besgriled in
the foraminal and extraforaminal region.

M ethods. Description of the case report.

Result. The authors report one case of a strictly extrahdnal juxtafacet cyst responsible for L5 sciatica.
Conclusions. Juxtafacet cysts of the spine represent an infrequaaise of sciatica, usually when they grow in
the canal, or more exceptionally when they occlygyforaminal or extraforaminal areas.
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Spinal juxtafacet cysts (JFC) may affect any sedrokthe spine except the sacrum. They usually dgvat the
dorsal aspect of a degenerated zygapophysialgoiisometimes in the canal, causing spinal cordair
compression. Recently, Kemalogitiaf' reported a case of a JFC growing in the foraminditae
extraforaminal area. We report a case of lumbdcuémpathy caused by a cyst located strictly in the
extraforaminal area.

Case Report

A 62-year-old man complained of acute inauguraklgain and left sciatica without previous histofytrauma
or excess of activity.

On admission 2 weeks later, physical examinatiopated a severe L5 sensitive and motor deficit dithp
foot and a negative straight leg-raising test.

Plain radiograms showed a transitional abnormalitii a lombalized Sl vertebra, severe disc collapsé
zygapophyseal arthritic changes at the L4-L5 and & %evels.

A computed tomography (CT) scan of the L5-L6 ledeinonstrated a prearticular extraforaminal lefhdmd
structure adjacent to the joint that could be rasfie for L5 compression. There was no bony erosion.

Magnetic resonance imaging (MRI) appearance waoftea2 cm cystic structure, with hypointense T1-
weighted and hyperintense T2-weighted signal, sunded by a thin regular rim (Figure 1).

The patient was operated on with an extracanalaoapp. Partial drilling of the external part of jbet and of
the L6 transverse process allowed the surgeoreatthra gray-rounded structure surrounded by a well-
vascularized thin membrane. Careful dissectiomefrhass from the underlying L5 root and from thetjo
capsule revealed that the cyst did not communie#tethe joint and probably originated from theexidr part

of the capsuleEn blocresection was performed without perforating the.dyscroscopic examination disclosed
a 1 cm cystic lesion filled with gelatinous contéfigure 2). Histologic features were those oftadus
pseudocyst, with no epithelial or synovial linimgrited by a thick fibrovascular wall and containing
fiboromyxoid material. Small calcifications were pest in the cyst wall, some of them identified al€iom
pyrophosphate deposits surrounded by multinuclegitatt cells (Figure 3). Postoperative outcome was
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uneventful with complete pain relief.

At the 1-year control examination, the patient présd a complete recovery of motor weakness. Thiaton
MRI showed no cyst recurrence.

Discussion

Juxtafacet cysts are rare conditions with only Seeadentified in a series of 1500 spinal CT exaiftsey have
been described at the cervical or thoracic spimenaore frequently at the L4-L5 level, associated \aith
arthritic zygapophyseal joirit’

They are known to be more frequently located atitirsal aspect of the joint without causing any root
compressiofi.They also develop into the spinal canal where bespme symptomatic because of slow growth
or sudden increase of size by bleeding. In our,dasee was no evidence of past or recent bleedegpite a
well-vascularized capsule. The reason for the sudtset of radicular symptoms is unknown. The pathegis
of the JFC is controversial. As these cysts areerfrequently observed at the L4-L5 level, joint ntigbseems

to play an important role. According to Saktaal trauma would be related to 14% of the cdshsxtafacet cysts
could result from a synovium herniation throughegedtive joint capsule, proliferation of pluripotexh
mesenchymal cells, degeneration of periarticutanofis tissue, growth of developmental rests of gighdissue,
or tissue metaplasi£:®**

Some recurrent JFCs have been repdit&dn such cases, one relevant explanation coultiéeérsistence of
abnormal joint mobility when a single resectiortted cyst is performed. In any event, JFCs are not
systematically related to manifest radiologic sighsegmental instability. Moreover, the locatidritee cyst
described in this case report seems more compatitiiehe hypothesis related to growth of periaitac cells or
tissues. Therefore, it is the authors' opinion thattreatment of those pathologies must not syatieally be
accompanied by arthrodesis.

The radiologic differential diagnosis of extracamai@t compression must mainly include the extrafainal
disc hernia, some benign or malignant tumors oaigfig from the root itself or the surrounding stuwes. In
our patient, as for intraspinal JFC, the supesi@ftMRI for the radiologic diagnosis has been aonéd.

Many series of patients presenting with an intrasipdFC have been report&tiTheir clinical presentations are
well described. Up to now, only one case of botlarftinal and extraforaminal juxtafacet cyst has reported
by Kemalogluet al* In this case, a separation was observed betweertthelar processes, and it was thought
that the cyst was arising from the facet joints prajecting intraforaminally. In our case, the rded
morphology of the cyst and its far lateral positsmem to exclude a canalar origin. To our knowletlge,is the
first reported case of lumbar root compressionumhsa strictly extraforaminal JFC, resected byxdraeanalar
approach.

Key Points
» Juxtafacet cysts usually develop at the dorgaéet of the zygapophysial joint.

» They can lead to radicular compression when tleelop in the canal or in the foramens.
» Exceptionally, they have an extraforaminal origimd require an extracanalar approach for treatment
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Figure 1. Transversal (A) and coronal (B) T2-weighted viewa dfcm rounded cystic structure, adjacent to the
left L5-L6 zygapophyseal joint. This lesion is lechanteriorly to the joint and is purely extrafonaal. Neither
a foraminal nor intracanalar component can be found

Figure 2. Macroscopical features of the surgical specimérs a pseudocyst limited by a thick fibrous waltla
containing myxofibrinoid material.
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Figure 3. At histology, the cyst wall shows no epitheliabpnovial lining and consists of fibrovascular tigsu
with focal calcium deposits (original magnificati@B5s).

No funds were received in support of this work. Bémefits in any form have been or will be receifredh a
commercial party related directly or indirectlyttee subject of this manuscript.
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