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SUMMARY

A 71-year-old male presented after
a vehicular collision complaining of
severe neck pain without focal weak-
ness or numbness. The patient was
wearing a seatbelt during the impact
and reported hyperflexion of his neck
upon impact. No neurological deficits
were elicited on clinical examination.
Initial cervical spine radiographs were
performed at the emergency depart-
ment (Figure 1) and compared with his
previous study done a year ago (Fig-
ure 1). Noting the radiographic find-
ings, a magnetic resonance (MR)
image was promptly performed (Fig-
ure 2).

IMAGING FINDINGS
Figure 1A shows a lateral cervical
radiograph done at first presentation,
which showed interval development
of mild anterior subluxation of C5 over
C6 (involving approximately 25% of
the vertebral width), reduced C5-6
intervertebral disc space, disruption,
and distraction of the normal facet
joint alignment and widening of the
interspinous distance; these were new

findings in relation to a prior study per-
formed for cervical spondylosis one
year ago (Figure 1B).

Figure 2 is a sagittal T2WI MR
showing focal kyphosis and anterior
subluxation at C5-6 consistent with
hyperflexion injury. There is high T2W
fluid-signal in the disc consistent with
acute disc injury. No significant oedema
in the posterior longitudinal ligament at
this level is detected. There was no evi-
dence of cord oedema or injury to the
interspinous ligaments. Background cer-
vical spondylosis and multi-level osteo-
chondral bars are observed.

DIAGNOSIS
Left-sided (unilateral) perched facet

DISCUSSION

Unilateral facet joint injuries are
uncommon and represent approxi-
mately 6% of all cervical spine inju-
ries. The spectrum of injuries to the
facet joint encompasses fracture, sub-
luxation, and dislocation with descrip-
tors of locked, jumped or perched
facet, with associated disco-ligamen-
tous injury.'?

Unilateral injury to the facet joint
is generally thought to cause a certain
degree of rotational instability as the
injured facet and lateral mass complex
rotates around the intact contralateral
facet. There is also an association with
concurrent disco-ligamentous soft tis-
sue injuries secondary to distraction,
especially involving the posterior
annulus of the disc, posterior longi-
tudinal ligament and the interspinous
ligaments, reflecting its hyperflexion
injury mechanism.*

Radiographic signs on lateral
projection include translation of
the vertebral body up to 25% of the
anteroposterior diameter of the adja-
cent vertebral body, focal kyphosis,
reduced overlap of the articular pro-
cesses and fanning or widening of the
interspinous distance. Displacement
of the interfacetal joint with rota-
tional deformity may also produce a
“double-appearance” of articular fac-
ets above the level of injury reminis-
cent of a “bow tie”. This appearance
results from the displacement of the
articular mass anteriorly at the level
of the injury with respect to the con-
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FIGURE 1. (A) Lateral cervical radiograph showing interval development of mild anterior
subluxation of C5 over C6 (involving approximately 25% of the vertebral width), reduced
C5-6 intervertebral disc space, disruption, and distraction of the normal facet joint alignment
and widening of the interspinous distance; (B) Same study performed 1 year earlier for cer-
vical spondylosis.

tralateral side. The “bow tie” sign was
however, only noted in about one-
third of cases of unilateral facet joint
dislocation.?

MRI is important for the evalua-
tion of concurrent disco-ligamentous
and cord injury and findings on fluid-
sensitive sequences include the pres-
ence of prevertebral and ligamentous
edema, marrow edema at the site of
fractures and increased cord signal
indicating contusion. Cord hemor-
rhage may be evaluated with T2* GRE
sequence.

Treatment of unilateral facet joint
injuries depends on the degree of bony,
ligamentous and cord involvement
as well as spinal stability and may be
non-operative for simple stable unilat-
eral facet dislocation, as in our patient,
(immobilization or closed reduction) or
surgical (failed conservative measures,

persistent instability, signs of middle
column disruption at the outset, cord
injury or epidural haematoma requiring
surgical decompression).

CONCLUSION

Unilateral cervical facet-joint
injury, though uncommon by itself,
should be suspected in patients
involved in road traffic accidents and
sports injuries with a hyperflexion/
rotation mechanism. It can be diag-
nosed on plain radiographs and is
important to recognize and further
evaluate for associated soft tissue
injuries to avoid further instability or
delayed neurological deficits.
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FIGURE 2. A sagittal T2WI MR image
showing focal kyphosis and anterior sublux-
ation at C5-6 consistent with hyperflexion
injury. There is high T2W fluid-signal in the
disc consistent with acute disc injury. No
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nal ligament at this level is detected. There
was no evidence of cord edema or injury
to the interspinous ligaments. Background
cervical spondylosis and multi-level osteo-
chondral bars are observed.
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