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Chronic Facet Pain

Akshay S. Garg, Ravi S. Vaswani, and Yury Khelemsky

 Definition

Chronic lumbar facet pain is described as lower back pain 
for 12 or more weeks with pathologic changes of the lumbar 
facet joints [1]. The lumbar facet joints (zygapophyseal, 
z-joints, apophyseal) are true synovial joints, formed 
between the posterolateral articular processes of two adja-
cent vertebrae (Fig. 94.1). Each vertebra has four facet 
joints. These joints can hold 1–1.5 ml of fluid and consist of 
a synovial membrane, hyaline cartilage surfaces, and a 
fibrous capsule [3].

In the lumbar spine, the adjacent superior and inferior 
articular processes interlock, causing limitation in range of 
motion, namely, with excessive rotation and flexion, prevent-
ing damage to the joint from anterior shear forces [4]. Facet 
joints can become osteoarthritic with normal wear and tear, 
damaged from repetitive strain, dislocated, fractured, and 
rendered unstable as a result of trauma, all resulting in 
chronic lumbar facet pain [5].

 Diagnosis

Patients present with nonspecific, achy, deep low back pain – 
typically over a localized unilateral or bilateral paravertebral 
area. Twisting, lateral bending, hyperextension, and applying 
torsional load are exacerbating factors. It is worse in the 

morning and improved with repetitive motion [6]. 
Interestingly, lumbar facet pain is not exacerbated by 
increased intra-abdominal pressure, and if the patient com-
plains of worsening of pain with coughing, laughing, or a 
Valsalva maneuver, it is unlikely to be related to the facet 
joints.

Fluoroscopically guided medial branch nerve injections, 
also called medial branch blocks, can be diagnostic and ther-
apeutic if the patient experiences pain relief. More definitive 
treatments can be used following successful medial branch 
block [7].

 Differential Diagnosis for Chronic 
Mechanical Low Back Pain

• Lumbar spasm
• Lumbar strain
• Degenerative disc disease
• Spondylolisthesis
• Herniated disc
• Spinal stenosis
• Spondylolysis
• Piriformis syndrome
• Sacroiliac joint dysfunction/sacroiliitis

 Physical Exam

• Overall, patients with pain related to chronic lumbar facet 
pathology typically have nonspecific findings on physical 
exam.

• On inspection, patients with chronic lumbar facet arthrop-
athy may present with flattening of lumbar lordosis or 
loss of curvature of the lumbar spine.

• Palpation along the paravertebral areas and over the trans-
verse processes may produce point tenderness.

• The examiner should assess range of motion with flexion, 
extension, lateral bending, and rotation of the lumbar 
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spine. Pain may be elicited with hyperextension or 
rotation.

• Sensory exam, manual muscle strength testing, and mus-
cle stretch reflexes are normal in cases of facet arthropa-
thy. The straight leg raise test will be normal as well.

• Kemp’s test can aid in the diagnosis of facet-mediated 
pain. In this test, the patient is asked to extend and rotate 
the spinal region of concern, and reproduction of pain 
indicates a positive test and the possibility of facet joint 
pathology [6].

 Imaging

• Radiologic examination has limited benefit when attempt-
ing to diagnose facet-mediated pain [8].

• X-rays are the initial step in the workup of low back pain 
and are not generally recommended in the first month of 
symptoms, unless a fracture is suspected [9].

• Similar to X-rays, there is poor correlation between CT 
scan pathology in facet joints with true facet joint- 
mediated pain. There is a 40–85% prevalence rate of facet 
pathology on CT scans. This rate increases significantly 
with age and regardless of associated symptoms [8].

• An MRI is generally not indicated when evaluating low 
back pain that is non-radicular in nature.

 Treatment

• First-line treatment for acute exacerbations of chronic 
low back pain includes short courses of nonopioid anal-
gesic medications [10]. NSAIDs have been found to be 
effective for short-term symptom relief for these 
patients [11].

• Short-acting opioids should not be used routinely in 
patients with chronic low back pain. Short-term use for 
severe acute exacerbations and occasionally in those 
unresponsive to alternative medication can be justified.

• Long-acting opioids can be considered for those requiring 
opioid-level control for greater than 1–2 weeks [12]. 
Facilitation of participation in an active rehabilitation 
program may also justify long-term opioid use.

• Physical rehabilitation includes strengthening and 
conditioning maneuvers performed with a flexed 
trunk, as facet-mediated pain is typically worse with 
extension. Strengthening exercises focus on neutral 
postures and pelvic tilt in order to decrease facet joint 
compression [13].

• Acupuncture has not shown consistent benefit compared 
to sham acupuncture [14].
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Fig. 94.1 Anatomy of the facet joint. (a) Lateral drawing showing 
the superior and inferior articular processes forming a facet joint. 
(b) Axial drawing showing the intervertebral disc in relation to the 
facet joint with associated cartilage and capsules. (c) Axial CT scan 
of a lumbar vertebral body with arrows pointing to the facet joints 
(With kind permission from Mathis [2])
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• Randomized clinical trials have found limited to no 
advantage of corticosteroid injections when compared to 
saline injections to the facet joints [15, 16].

• Although medial branch blocks appear to be useful for 
diagnostic purposes, there is controversy in regard to its 
use for treatment [7].

• Medial branch neurotomy through radiofrequency abla-
tion destroys neural innervation of the facet joint, result-
ing in prolonged symptomatic relief, and is emerging as 
the standard therapy for this type of low back pain [7].

 When to Refer and to Whom

• For an individualized therapy program tailored to the 
patient’s specific flexibility and strength imbalances, refer 
to a physiatrist.

• Failure of conservative measures to improve patient’s 
symptoms and for evaluation for interventional proce-
dures, referral to pain medicine is appropriate.

• Any serious symptoms in association with lower back pain 
such as progressive neurologic deficits (bowel and bladder 
dysfunction, saddle anesthesia, and worsening weakness 
and numbness) should prompt immediate surgical 
referral.

References

 1. Goertz M, Thorson D, Bonsell J, Bonte B, Campbell R, Haake B, 
et al. Institute for Clinical Systems Improvement. Adult Acute and 
subacute low back pain. Updated November 2012.

 2. Mathis JM, editor. Image guided spine interventions. New York: 
Springer Science + Business Media; 2004.

 3. Glover JR. Arthrography of the joints of the lumbar vertebral 
arches. Orthop Clin N Am. 1977;8:37–42.

 4. Drake RL, Vogel W, Mitchell AWM. Gray’s anatomy for students. 
Chapter 2 Back, page 41. Philadelphia: Elsevier; 2005.

 5. Cohen S, Raja S. Pathogenesis, diagnosis, and treatment of lumbar 
zygapophyseal (facet) joint pain. Anesthesiology. 2007;106:591–614.

 6. Stuber K, Lerede C, Kristmanson K, Sajko S, Bruno P. The diag-
nostic accuracy of the Kemp’s test: a systematic review. J Can 
Chiropr Assoc. 2014;58(3):258–67.

 7. Cohen SP, Williams KA, Kurihara C, Nguyen C, Shields C, Kim P, 
et al. Multicenter, randomized, comparative cost-effectiveness 
study comparing 0, 1, and 2 diagnostic medial branch (facet joint 
nerve) block treatment paradigms before lumbar facet radiofre-
quency denervation. Anesthesiology. 2010;113(2):395–405.

 8. Benzon HT, Raja S. Essentials of pain medicine. Philadelphia: 
Elsevier/Saunders; 2011 .Print.

 9. Saal JS. General principles of diagnostic testing as related to pain-
ful lumbar spine disorders: a critical appraisal of current diagnostic 
techniques. Spine. 2002;27(22):2538–45.

 10. Chou R, Qaseem A, Snow V, Casey D, Cross Jr JT, Shekelle P, et al. 
Diagnosis and treatment of low back pain: a joint clinical practice 
guideline from the American College of Physicians and the 
American Pain Society. Ann Intern Med. 2007;147:478.

 11. Roelofs PD, Deyo RA, Koes BW, Scholten RJ, van Tulder 
MW. Non-steroidal anti-inflammatory drugs for low back pain. 
Cochrane Database Syst Rev. 2008;1:CD000396.

 12. Deyo RA, Von Korff M, Duhrkoop D. Opioids for low back pain. 
BMJ. 2015;350:g6380.

 13. Bronfort G, Goldsmith CH, Nelson CF, Boline PD, Anderson 
AV. Trunk exercise combined with spinal manipulative or NSAID 
therapy for chronic low back pain: a randomized, observer-blinded 
clinical trial. J Manip Physiol Ther. 1996;19(9):570–82.

 14. Furlan AD, van Tulder MW, Cherkin DC, Tsukayama H, Lao L, 
Koes BW, et al. Acupuncture and dry-needling for low back pain. 
Cochrane Database Syst Rev. 2005;1:CD001351.

 15. Nelemans PJ, de Bie RA, deVet HC, Sturmans F. Injection therapy 
for subacute and chronic benign low back pain. Spine (Phila Pa 
1976). 2001;26:501.

 16. Carette S, Marcoux S, Truchon R, Grondin C, Gagnon J, Allard Y, 
et al. A controlled trial of corticosteroid injections into facet joints 
for chronic low back pain. N Engl J Med. 1991;325:1002.

94 Chronic Facet Pain


	94: Chronic Facet Pain
	Definition
	Diagnosis
	Differential Diagnosis for Chronic Mechanical Low Back Pain
	Physical Exam
	Imaging
	Treatment
	When to Refer and to Whom
	References




