
Review began  12/29/2020 
Review ended  01/03/2021 
Published 01/08/2021

© Copyright 2021
Mubark et al. This is an open access
article distributed under the terms of the
Creative Commons Attribution License
CC-BY 4.0., which permits unrestricted
use, distribution, and reproduction in any
medium, provided the original author and
source are credited.

Sub-Axial Cervical Facet Dislocation: A Review of
Current Concepts
Islam Mubark  , Amr Abouelela  , Mohammed Hassan  , Ahmed Genena   , Neil Ashwood 

1. Trauma and Orthopaedics, University Hospitals of Derby and Burton NHS Foundation Trust, Derby, GBR 2. Trauma
and Orthopaedics, Faculty of Medicine, Helwan University, Helwan, EGY 3. Trauma and Orthopaedics, James Paget
University Hospitals NHS Foundation Trust, Norwich, GBR

Corresponding author: Islam Mubark, islam.mubark@nhs.net

Abstract
Cervical facet dislocation is a serious injury that carries risks of short- and long-term morbidity. The optimal
management of these injuries remains controversial with the ongoing debate regarding indications and
requirements for closed reduction, timing, type of surgical approach and method of fixation. This review
gives an update on the relevant anatomy, classification systems for sub-axial cervical facet dislocation
and an overview of the current concepts regarding their management, including surgical approaches and the
choice of implants.
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Introduction And Background
Traumatic sub-axial cervical spine facet joint dislocation is characterized by unilateral or bilateral facet
dislocation between C3 and C7 cervical vertebrae causing displacement of one cervical vertebra relative to
another [1]. It is usually the result of combined flexion and distraction moments most commonly caused by a
road traffic accident [2]. There has been diversity in the literature in describing the best approach for
diagnosis and management.

Review
Anatomy and biomechanics of injury
The cervical spine can be divided into two main regions: the craniocervical junction, from the occiput (C0)
joint to the axis (C2), and the sub-axial cervical spine, which includes injuries from C3 to C7 [3]. Almost two-
thirds of cervical spine injuries occur within the sub-axial cervical spine, with dislocations occurring most
commonly at C5-C6 and C6-C7 levels [4]. Cervical facet dislocation usually occurs as a result of combined
flexion and distraction forces (Figure 1).
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FIGURE 1: Illustration demonstrating flexion distraction injury as the
usual mechanism for facet dislocation

An element of rotation may lead to unilateral rather than bilateral facet dislocation [5]. These forces lead to
variable disruption of the ligamentous structures such as the longitudinal ligaments, ligamentum flavum,
apophyseal joint ligaments, the annulus fibrosis and the interspinous ligaments. The bony injuries could
involve facet fractures, lamina fractures and endplate fractures [6]. There is a significantly higher disruption
of the osteo-ligamentous structures with bilateral facet dislocations as compared to unilateral facet
dislocations and predictably associated with a higher incidence of neurological injury [7].

Classifications
In 1982, Allen et al. published their classical paper describing the mechanistic classification of cervical spine
fractures and dislocations [5]. They classified facet dislocations under the flexion-distraction injury. This
injury is divided into four stages starting with facet subluxation to complete dislocation (100%
displacement). In 2007, Vaccaro et al. published the new Sub-axial Cervical Spine Injury Classification
System (SLIC) (Table 1). It aims to incorporate injury pattern, severity and neurological insult to define
injury prognosis and guide treatment [8].
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Characteristics Points

Injury morphology

No abnormality 0

Compression 1

Burst 2

Distraction 3

Translation 4

The Integrity of disco-ligamentous complex

Intact 0

Indeterminate 1

Disrupted 2

Neurological status

Intact 0

Nerve root injury 1

Complete 2

Incomplete 3

Persistent cord compression +1

TABLE 1: The Sub-axial Cervical Spine Injury Classification System (SLIC)

By default, all cases with cervical facet dislocation/subluxation will achieve enough score to warrant
operative treatment. In 2016, the AO (Arbeitsgemeinschaft für Osteosynthesefragen) organization in
collaboration with Vaccaro et al. reached a consensus over the classification of sub-axial cervical spine
injuries [9]. They provided a newer classification system of cervical spine fractures merging the SLIC with the
traditional ABC classification scheme with group C representing injuries with displacement or translation of
one vertebral body relative to another. It added the subgroup F to represent facet injury. The classification
also takes into consideration neurological injury and presence of what the AO names case-specific modifiers
such as posterior ligamentous complex (PLC) injury and disc herniation.

Diagnosis and clinical evaluation
Cervical facet dislocation is usually the result of a high-trauma injury mostly sustained from road traffic
accidents. It is not uncommon to be associated with other multiple injuries. Initial management and
resuscitation should be in line with the Advanced Trauma Life Support (ATLS) protocol, and emergent
injuries should be treated first in the order of priority [2]. Clinicians in emergency service can use
assessment tools such as the Canadian C-spine rules or the National Emergency X-Radiography Utilization
Study (NEXUS) rules to define patients with risk of blunt cervical trauma [10,11]. Both tools use a
combination of history and clinical examination findings to stratify patient risk from no risk to high risk.
Both of these clinical tools have proved sensitivity ranging from 90% to 100% in several studies [12].
Documentation of patient neurology should follow a standardized hospital format to facilitate handover
between different clinicians. The most commonly utilized tool is the International Standards for
Neurological Classification of Spinal Cord Injury (ISNCSCI), commonly referred to as the ASIA Exam,
developed by the American Spinal Injury Association (ASIA) [13].

Imaging
Radiological clearance of a cervical spine injury varies between hospitals depending on their local protocols
and availability of resources. An adequate plain radiograph may show the displacement of vertebral bodies
relative to each other. Bilateral facet dislocation usually leads to higher degrees of displacement compared
to unilateral dislocation. It is sometimes difficult to appreciate the facet joint injury in cases without frank
dislocation but the percentage of overlap of the facet joint surfaces of two neighbouring articular processes
can indicate an unstable lesion of the facet joint. If the articulating surfaces overlap less than 50% of their
length, the joint is considered to be unstable. A CT scan of the whole cervical spine is becoming more
commonly used in the initial assessment of suspected cervical trauma (Figure 2) [14].

2021 Mubark et al. Cureus 13(1): e12581. DOI 10.7759/cureus.12581 3 of 10



FIGURE 2: Sagittal cuts of the cervical spine CT scan demonstrating
unilateral facet dislocation at the C6-C7 level
Case courtesy of Associate Prof. Frank Gaillard, https://radiopaedia.org/, rID: 35609

It is available in the majority of trauma centres around the clock and has a high diagnostic value for bony as
well as for most of the disco-ligamentous injuries [15,16]. The British Orthopaedic Association Standards for
Trauma and Orthopaedics (BOASTs) in England recommended using a thin-slice (2-3 mm) helical CT scan
from the base of the skull to at least T1 with both sagittal and coronal reconstructions. The MRI remains the
most sensitive diagnostic tool to evaluate the soft tissues including associated disc herniation, ligament
injury and traumatic cord injury (Figure 3) [17].
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FIGURE 3: T2 sagittal cuts of an MRI (the same case as in Figure 2)
demonstrating a complete rupture of the ligamentum flavum at C6-7
with related short-segment posterior epidural hematoma, and disrupted
ALL at C7 with pre-vertebral hematoma, also showing the extent of
damage to the intervertebral disc
ALL, anterior longitudinal ligament

Case courtesy of Dr Andrew Dixon, https://radiopaedia.org/, rID: 31837

Problems with the routine use of MRI in the diagnosis of cervical facet dislocations relate to delayed timing
of dislocation reduction and cost-effectiveness [18]. The use of MRI is mandatory for patients undergoing
surgical open reduction and/or fixation as to plan for the approach of reduction and decompression of bony
fragment or extruded disc material. If closed reduction is planned first, it is generally recommended to
obtain an MRI first in uncooperative patients with altered mental status to define the status of the spinal
cord and any disc or bony injury that may place the spinal cord at risk. Whether or not to perform MRI before
a closed reduction in an awake examinable patient is still debatable [18].

Treatment
The treatment of facet dislocation aims to maintain the functional and anatomical integrity of the spinal
cord throughout: restoring spinal canal alignment and achieving spinal stability [19]. These all should be
done to stabilize or recover any neurological deficit caused by the injury and avoid long-term complications
of pain, stiffness, and instability. To achieve these goals, reduction of the dislocated facets is required to
allow for the healing of injured tissue, decompress neural elements and restore normal anatomy. Like any
other joint dislocation, the reduction of facet dislocation can be achieved closed or open. Contraindications
to closed reduction include an uncooperative or unexaminable patient where the neurological examination
is not reliable as well as cases with imaging studies showing evidence of offending disc prolapse or bony
fragments that can potentially compress the cord during reduction. However, the debate is still active
regarding whether or not an MRI scan is always needed before the reduction in awake cooperative patients
[20-22]. Several reports, including those by Vaccaro et al., have indicated that closed reduction in an awake
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and alert patient may be safe without obtaining a prereduction MRI. Some recent studies even have
indicated that closed reduction in sedated patients may be safe in most cases [18,21,23].

Timing for closed reduction
As in any joint dislocation, the reduction should be done as soon as it is safe. This means a physiologically
stable patient, a competent surgeon, and available equipment. There is no consensus on the timing for
closed reduction. Newton et al. demonstrated that closed reduction of cervical dislocation within four hours
of injury is important in achieving the desired outcome with delays longer than this being associated with a
poor outcome. They reported that five out of eight patients, who had a successful reduction within four
hours of injury, made a full recovery from complete paralysis [24]. Ahmed et al. reported a reduced rate of
only 44% with around 6% risk of developing a transient neurological deficit. Authors attributed the less
favourable results to the fact that 83% of reduction attempts were done 10 hours or later post-injury [25].

The technique of closed reduction
Closed reduction should be performed in the operating room, in intensive or high dependency units where
vitals monitoring, resuscitation, medications, and equipment are readily available including traction kits,
traction weights, and fluoroscopy machine. Patients should be transferred with full spinal precautions and
logroll transfer. Patients are assessed neurologically before the start of traction to define baseline
neurology. Analgesia and sedation can be used including opioids, benzodiazepines as well as antiemetics.
Currently, the most commonly used device for skull traction is the tongs design introduced by Gardner in
1973. Using this spring-loaded tension device led to a simple and reliable application of the tongs [20,23].
The pins were then positioned just below the superior temporal line, avoiding the temporal muscle and the
temporal artery. The newly developed Singhal Traction Bed uses a load cell tensioner handle to produce
incremental traction with simultaneous flexion of the cervical spine [24].

The initial, subsequent, and maximum traction weight is variable between studies with traction weight up to
140 pounds being reported [20]. The use of an initial 2.5 to 5 kg traction weight followed by 2-5 kg for each
level above dislocation seems to be accepted by many studies [25,26]. After starting initial traction weight,
an X-ray should be taken to assess the dislocation level, and repeat neurological assessment is done.
Incremental weights of 2-5 kg are added every 5-10 min depending on the relative position of the dislocated
facets followed by X-ray screening and clinical assessment of neurological levels. When the facets start to
unhinge, incremental traction can be combined with flexion to aid reduction. Once it is achieved, traction
weights should be reduced to 10-20 kg and the neck should be slightly extended. In cases of unilateral facet
dislocation, rotating the head 40° towards the side of dislocation can help reduce the facet dislocation. The
outcome of traction can follow the three following scenarios: (1) the patient starts to develop a new
neurological deficit; here traction weight should be reduced until the new neurological deficit resolves and
then urgent MRI and transfer for open reduction should be planned; (2) maximum traction weight reached
without reduction; here, traction should be reduced to 1-2 kg per level of vertebrae above the injury level
and then urgent MRI and transfer for surgical open reduction should be planned; (3) successful
reduction; traction in line with weights should be maintained using 7.5-10 kg and rigid collar; repeat full
neurological examination and MRI can be done less urgently to plan for surgical fixation.

Surgical treatment
Open reduction and cervical fusion are indicated in cases of failed closed reduction and cases
contraindicated for closed reduction. Even in cases with a successful closed reduction, it has become the
standard care for treatment. The non-operative management of reduced facet dislocation in the form of halo
traction and collar immobilization has fallen out of favour due to the reportedly high rates of instability,
later disability in the terms of pain, delayed neurological injury and stiffness [27]. The options of surgical
approach for unilateral or bilateral facet injuries include a stand-alone anterior approach, a stand-alone
posterior approach, a combined anterior and posterior approach, or a staged anterior/posterior/anterior
approach [28,29]. Which approach is used seems to be dependent on several factors: (1) degree of instability
of injury, i.e. unilateral versus bilateral and degree of osteo-ligamentous injury; (2) the presence of anterior
disc herniation; and (3) whether the dislocation is reducible from a single anterior or posterior approach
alone.

Timing for surgery
The timing of the surgery is another controversial aspect of the surgical treatment of cervical facet
dislocation. Factors such as failed closed reduction and/or progressive neurological deficits indicate for
urgent surgery. In 1999, Mirza et al. recommended that surgical intervention following an acute cervical
spinal cord injury should be within 72 hours following the injury to increase the chance of recovery of early
neurological function and avoid delayed neurological recovery [30]. In 2016, the Surgical Timing in Acute
Spinal Cord Injury Study (STASCIS) showed that early reduction and decompression (<24 hours) achieved a
higher rate of neurological improvement compared with late decompression (>24 hours) [31].

Anterior cervical reduction and fusion
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Anterior cervical decompression and fusion (ACDF) is indicated for cases where ruptured or extruded
cervical disc jeopardizes the spinal cord and when anterior decompression is needed to reduce the risk of
cord injury before facet reduction. It provides a relatively simple approach, less soft tissue damage and safer
supine position in cases of polytrauma patients. It also allows for the restoration of cervical lordosis that
favours the mechanical stability of the injured spine by reducing tension on commonly damaged PLC.

The patients are positioned supine and the standard cervical approach is used for the defined level of
dislocation. It is better to completely visualize the extent of disc extrusion for adequate decompression
before the trial of reduction. As the rostral dislocated vertebra's lower endplate may block the view to the
disc space, removal of a portion of the ventrocaudal aspect of the rostral vertebral body may be needed for
full visualization [32]. After adequate discectomy, a reduction can be safely achieved via different
techniques. Most commonly, vertebral body posts such as Caspar pins can be placed in both rostral and
caudal vertebral body and linked to distraction device. They can be placed divergent to add bending moment
with distraction. Using manual or blunt compression to push the rostral vertebra backwards can aid in
reduction. In cases of unilateral facet dislocation, the pins can be applied at an angle to each other in the
coronal plane to allow for rotation during reduction [33]. Another technique describes using a blunt
instrument inserted in the superior endplate of the caudal vertebra and used as leverage to push the rostral
vertebra backwards [34]. An alternative manoeuvre for reducing a locked facet joint is continuous
intraoperative external cranial traction. After achieving reduction and confirming with X-rays, the next step
is to fix the injured cervical level. Different techniques have been described, including conventional plates,
locking plate system, bone graft, and disc cages, for the fusion of the disk space. Using locking plates plus
disc space fusion with cages or bone graft has become the most popular technique for ACDF in facet
dislocation in the last two decades [35-37] (Figure 4).

FIGURE 4: C5-6 unilateral facet joint dislocation. Lateral radiographs of
the cervical spine demonstrating (A) unilateral facet joint dislocation at
the C5-C6 level and (B) two years after operation (ACDF) showing well
reduction and fixation state
ACDF, anterior cervical decompression and fusion

Image courtesy: ResearchGate. Available from https://www.researchgate.net/figure/C5-6-unilateral-facet-
joint-dislocation-Lateral-radiographs-A-of-the-cervical-spine_fig14_274058208 (accessed November 25,
2019), via license: Creative Commons Attribution-NonCommercial 3.0 Unported.
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It provides a stable rigid fixed-angle construct against the deforming kyphotic forces on the cervical
spine [38,39]. There have been concerns regarding using isolated anterior ACDF only for bilateral facet
dislocation as the amount of posterior ligamentous injury and nearly complete loss of the tension band
effect of the PLC may result in loss of reduction and postoperative kyphosis [40]. Johnson et al. reported a
loss of postoperative cervical alignment in 13% of 87 patients with fracture facet subluxation treated by
ACDF due to mechanical failure of posterior elements, especially in distractive lesions [41]. These outcomes
seem to be related to the extent of bony injury associated with the facet dislocation where additional facet
fracture and/or endplate fractures increase the risk of mechanical failure of standalone anterior fusion.
Anissipour et al. reported that of 36 patients with facet dislocations treated with ACDF using a fixed locking
plate, 16 were unilateral and 20 were bilateral. There were only three treatment failures (8%); all three had
an associated endplate fracture and one of them had an additional facet fracture. The authors concluded
that in the absence of an endplate fracture, ACDF is a reasonable treatment option in patients with single-
level cervical facet dislocation. They advised using longer screws within 2 mm of the posterior vertebral
cortex in a locking fashion and accentuating cervical lordosis as measures to decrease the risk of mechanical
failure [42].

Posterior cervical reduction and fixation
Posterior cervical reduction and fixation have the advantages of direct visualization and reduction of
dislocation, and decompression of any offending bony fragment compressing the cord such as a lamina
fragment into the canal [43,44]. It allows for biomechanically stronger fixation of the tension side of the
spine especially in osteoporotic bones [44]. Unilateral facet dislocation is more difficult to reduce and
sometimes they are locked and more likely to need direct posterior reduction. The patient is positioned
prone and a standard posterior approach is utilized. Reduction of a dislocated facet can be achieved by using
external traction - leverage of the inferior facet of a dislocated vertebra over the superior facet of the caudal
one using a blunt instrument. In cases of irreducible locked facet, removing the zygapophyseal apex of the
lower vertebra can assist in reduction [45]. Posterior fixation can be achieved using wire ropes, lateral mass
screws, or pedicular screws. The posterior reduction can risk neurological deterioration in cases of anterior
compressive lesions such as disc herniation. This has always been considered as an absolute
contraindication. However, reports about the frequency of this deterioration after posterior open reduction
are scarce. Nakashima et al. reported a series of 40 patients with traumatic cervical herniation treated by a
posterior approach without the need for anterior cervical surgery with no neurological deterioration
observed after posterior open reduction, suggesting that the risk of neurological deterioration may be less
than previously thought [43]. However, there is still no strong current evidence to exclude the possibility of
postoperative neurological deterioration, and thus, preparations for anterior supplemental surgery should
always be made in these categories of patients. Another concern with the posterior approach is an increased
risk of wound complications compared with anterior surgery. It may sometimes fail in restoring cervical
lordosis especially in cases with endplate fractures and disc space damage with long-term risk of pain,
instability, and loss of fixation. Polytrauma and clinically unstable patients may also have problems with an
operation in the prone position [46].

Combined anterior and posterior cervical approach
The surgeon may have to stage fixation of the spine in a different way (anterior-posterior, posterior-
anterior, anterior-posterior-anterior). In cases of failed reduction through an anterior approach, the surgeon
may have to turn the patient to prone position for posterior reduction followed by anterior ACDF.
Furthermore, after successful reduction and fixation through either posterior or anterior approach, the
surgeon can add combined anterior or posterior fixation to achieve robust fixation with higher rates of
union. It is also indicated where the mechanical stability of the construct is at question especially in
osteoporotic bones, ankylosing spondylitis, and in the case of associated endplate and facet fractures [47].
The drawback with combined approaches is the increased iatrogenic surgical risk of injury and further
restricted spinal movement.

Conclusions
The optimum treatment strategy of cervical facet dislocation is still a matter of debate. Despite agreement
in the literature over the role of closed reduction and surgical treatment of these injuries, there are still
areas of debate including indications for MRI, MRI timing, and superiority of one surgical approach over
another.

Additional Information
Disclosures
Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared that they have
no financial relationships at present or within the previous three years with any organizations that might
have an interest in the submitted work. Other relationships: All authors have declared that there are no

2021 Mubark et al. Cureus 13(1): e12581. DOI 10.7759/cureus.12581 8 of 10



other relationships or activities that could appear to have influenced the submitted work.

References
1. Hadley MN, Fitzpatrick BC, Sonntag VKH, Browner CM: Facet fracture-dislocation injuries of the cervical

spine. Neurosurgery. 1992, 30:661-666. 10.1097/00006123-199205000-00001
2. Goldberg W, Mueller C, Panacek E, Tigges S, Hoffman JR, Mower WR, for the NEXUS Group: Distribution

and patterns of blunt traumatic cervical spine injury. Ann Emerg Med. 2001, 38:17-21.
10.1067/mem.2001.116150

3. Joaquim AF, Lawrence B, Daubs M, Brodke D, Patel AA: Evaluation of the subaxial injury classification
system. J Craniovertebr Junction Spine. 2011, 2:67-72. 10.4103/0974-8237.100057

4. Zaveri G, Das G: Management of sub-axial cervical spine injuries . Indian J Orthop. 2017, 51:633-652.
5. Allen BL, Ferguson RL, Lehmann TR, O’Brien RP: A mechanistic classification of closed, indirect fractures

and dislocations of the lower cervical spine. Spine (Phila Pa 1976). 1982, 7:1-27. 10.1097/00007632-
198200710-00001

6. Ivancic PC, Pearson AM, Tominaga Y, Simpson AK, Yue JJ, Panjabi MM: Mechanism of cervical spinal cord
injury during bilateral facet dislocation. Spine (Phila Pa 1976). 2007, 32:2467-2473.
10.1097/BRS.0b013e3181573b67

7. Vaccaro AR, Madigan L, Schweitzer ME, Flanders AE, Hilibrand AS, Albert TJ: Magnetic resonance imaging
analysis of soft tissue disruption after flexion-distraction injuries of the subaxial cervical spine. Spine (Phila
Pa 1976). 2001, 26:1866-1872. 10.1097/00007632-200109010-00009

8. Vaccaro AR, Hulbert RJ, Patel AA, et al.: The Subaxial Cervical Spine Injury Classification System: a novel
approach to recognize the importance of morphology, neurology, and integrity of the disco-ligamentous
complex. Spine (Phila Pa 1976). 2007, 32:2365-2374. 10.1097/BRS.0b013e3181557b92

9. Vaccaro AR, Koerner JD, Radcliff KE, et al.: AOSpine subaxial cervical spine injury classification system. Eur
Spine J. 2016, 25:2173-2184. 10.1007/s00586-015-3831-3

10. Hoffman JR, Wolfson AB, Todd K, Mower WR, for the NEXUS Group: Selective cervical spine radiography in
blunt trauma: methodology of the National Emergency X-radiography Utilization Study (NEXUS). Ann
Emerg Med. 1998, 32:461-469. 10.1016/s0196-0644(98)70176-3

11. Stiell IG, Wells GA, Vandemheen KL, et al.: The Canadian C-spine rule for radiography in alert and stable
trauma patients. JAMA. 2001, 286:1841-1848. 10.1001/jama.286.15.1841

12. Michaleff ZA, Maher CG, Verhagen AP, Rebbeck T, Lin CWC: Accuracy of the Canadian C-spine rule and
NEXUS to screen for clinically important cervical spine injury in patients following blunt trauma: a
systematic review. CMAJ. 2012, 184:E867-E876. 10.1503/cmaj.120675

13. Kirshblum SC, Burns SP, Biering-Sorensen F, et al.: International standards for neurological classification of
spinal cord injury (revised 2011). J Spinal Cord Med. 2012, 34:535-546. 10.1179/204577211X13207446293695

14. Chilvers G, Porter K, Choudhary S: Cervical spine clearance in adults following blunt trauma: a national
survey across major trauma centres in England. Clin Radiol. 2018, 73:410.e1-410.e8.
10.1016/j.crad.2017.11.006

15. McCallum J, McLaughlin P, Hameed M, Kanji H: 64-Slice CT compared to MRI to clear cervical spine injury
in high-risk GCS < 14 blunt trauma patients admitted to the ICU. Trauma. 2018, 20:38-45.
10.1177/1460408617698512

16. Panczykowski DM, Tomycz ND, Okonkwo DO: Comparative effectiveness of computed tomography alone to
exclude cervical spine injuries in obtunded or intubated patients: a meta-analysis of 14,327 blunt trauma
patients. J Neurosurg. 2010, 115:541-549. 10.3171/2011.4.JNS101672

17. Kumar Y, Hayashi D: Role of magnetic resonance imaging in acute spinal trauma: a pictorial review . BMC
Musculoskelet Disord. 2016, 17:310. 10.1186/s12891-016-1169-6

18. Hart RA, Vaccaro AR, Nachwalter RS: Cervical facet dislocation: when is magnetic resonance imaging
indicated?. Spine (Phila Pa 1976). 2002, 27:116-117. 10.1097/00007632-200201010-00030

19. Joaquim AF, Patel AA: Subaxial cervical spine trauma: evaluation and surgical decision-making . Global Spine
J. 2014, 4:63-70. 10.1055/s-0033-1356764

20. Cotier JM, Herbison GJ, Nasuti JF, Ditunno JF, An H: Closed reduction of traumatic cervical spine dislocation
using traction weights up to 140 pounds. Spine (Phila Pa 1976). 1993, 18:386-390. 10.1097/00007632-
199303000-00015

21. Grant GA, Mirza SK, Chapman JR, Winn HR, Newell DW, Jones DT, Grady MS: Risk of early closed reduction
in cervical spine subluxation injuries. J Neurosurg. 1999, 90:13-18. 10.3171/spi.1999.90.1.0013

22. Lu K, Lee TC, Chen HJ: Closed reduction of bilateral locked facets of the cervical spine under general
anaesthesia. Acta Neurochir (Wien). 1998, 140:1055-1061. 10.1007/s007010050214

23. Star AM, Jones AA, Cotler JM, Balderston RA, Sinha R: Immediate closed reduction of cervical spine
dislocations using traction. Spine (Phila Pa 1976). 1990, 15:1068-1072. 10.1097/00007632-199015100-00016

24. Newton D, England M, Doll H, Gardner BP: The case for early treatment of dislocations of the cervical spine
with cord involvement sustained playing rugby. J Bone Joint Surg Br. 2011, 93:1646-1652. 10.1302/0301-
620X.93B12.27048

25. Ahmed WA, Naidoo A, Belci M: Rapid incremental closed traction reduction of cervical facet fracture
dislocation: the Stoke Mandeville experience. Spinal Cord Ser Cases. 2018, 4:86. 10.1038/s41394-018-0109-0

26. Sabiston CP, Wing PC, Schweigel JF, Peteghem PK Van, Yu W: Closed reduction of dislocations of the lower
cervical spine. J Trauma. 1988, 28:832-835. 10.1097/00005373-198806000-00020

27. Dvorak M, Vaccaro A, Hermsmeyer J, Norvell D: Unilateral facet dislocations: is surgery really the preferred
option?. Evid Based Spine Care J. 2010, 1:57-65. 10.1055/s-0028-1100895

28. Song KJ, Lee KB: Anterior versus combined anterior and posterior fixation/fusion in the treatment of
distraction-flexion injury in the lower cervical spine. J Clin Neurosci. 2008, 15:36-42.
10.1016/j.jocn.2007.05.010

29. Kwon BK, Fisher CG, Boyd MC, et al.: A prospective randomized controlled trial of anterior compared with
posterior stabilization for unilateral facet injuries of the cervical spine. J Neurosurg Spine. 2007, 7:1-12.

2021 Mubark et al. Cureus 13(1): e12581. DOI 10.7759/cureus.12581 9 of 10

https://dx.doi.org/10.1097/00006123-199205000-00001
https://dx.doi.org/10.1097/00006123-199205000-00001
https://dx.doi.org/10.1067/mem.2001.116150
https://dx.doi.org/10.1067/mem.2001.116150
https://dx.doi.org/10.4103/0974-8237.100057
https://dx.doi.org/10.4103/0974-8237.100057
https://pubmed.ncbi.nlm.nih.gov/29200479/
https://dx.doi.org/10.1097/00007632-198200710-00001
https://dx.doi.org/10.1097/00007632-198200710-00001
https://dx.doi.org/10.1097/BRS.0b013e3181573b67
https://dx.doi.org/10.1097/BRS.0b013e3181573b67
https://dx.doi.org/10.1097/00007632-200109010-00009
https://dx.doi.org/10.1097/00007632-200109010-00009
https://dx.doi.org/10.1097/BRS.0b013e3181557b92
https://dx.doi.org/10.1097/BRS.0b013e3181557b92
https://dx.doi.org/10.1007/s00586-015-3831-3
https://dx.doi.org/10.1007/s00586-015-3831-3
https://dx.doi.org/10.1016/s0196-0644(98)70176-3
https://dx.doi.org/10.1016/s0196-0644(98)70176-3
https://dx.doi.org/10.1001/jama.286.15.1841
https://dx.doi.org/10.1001/jama.286.15.1841
https://dx.doi.org/10.1503/cmaj.120675
https://dx.doi.org/10.1503/cmaj.120675
https://dx.doi.org/10.1179/204577211X13207446293695
https://dx.doi.org/10.1179/204577211X13207446293695
https://dx.doi.org/10.1016/j.crad.2017.11.006
https://dx.doi.org/10.1016/j.crad.2017.11.006
https://dx.doi.org/10.1177/1460408617698512
https://dx.doi.org/10.1177/1460408617698512
https://dx.doi.org/10.3171/2011.4.JNS101672
https://dx.doi.org/10.3171/2011.4.JNS101672
https://dx.doi.org/10.1186/s12891-016-1169-6
https://dx.doi.org/10.1186/s12891-016-1169-6
https://dx.doi.org/10.1097/00007632-200201010-00030
https://dx.doi.org/10.1097/00007632-200201010-00030
https://dx.doi.org/10.1055/s-0033-1356764
https://dx.doi.org/10.1055/s-0033-1356764
https://dx.doi.org/10.1097/00007632-199303000-00015
https://dx.doi.org/10.1097/00007632-199303000-00015
https://dx.doi.org/10.3171/spi.1999.90.1.0013
https://dx.doi.org/10.3171/spi.1999.90.1.0013
https://dx.doi.org/10.1007/s007010050214
https://dx.doi.org/10.1007/s007010050214
https://dx.doi.org/10.1097/00007632-199015100-00016
https://dx.doi.org/10.1097/00007632-199015100-00016
https://dx.doi.org/10.1302/0301-620X.93B12.27048
https://dx.doi.org/10.1302/0301-620X.93B12.27048
https://dx.doi.org/10.1038/s41394-018-0109-0
https://dx.doi.org/10.1038/s41394-018-0109-0
https://dx.doi.org/10.1097/00005373-198806000-00020
https://dx.doi.org/10.1097/00005373-198806000-00020
https://dx.doi.org/10.1055/s-0028-1100895
https://dx.doi.org/10.1055/s-0028-1100895
https://dx.doi.org/10.1016/j.jocn.2007.05.010
https://dx.doi.org/10.1016/j.jocn.2007.05.010
https://dx.doi.org/10.3171/SPI-07/07/001


10.3171/SPI-07/07/001
30. Mirza SK, Krengel WF, Chapman JR, Anderson PA, Bailey JC, Grady MS, Yuan HA: Early versus delayed

surgery for acute cervical spinal cord injury. Clin Orthop Relat Res. 1999, 359:104-114. 10.1097/00003086-
199902000-00011

31. Furlan JC, Craven BC, Massicotte EM, Fehlings MG: Early versus delayed surgical decompression of spinal
cord after traumatic cervical spinal cord injury: a cost-utility analysis. World Neurosurg. 2016, 88:166-174.
10.1016/j.wneu.2015.12.072

32. Ordonez BJ, Benzel EC, Naderi S, Weller SJ: Cervical facet dislocation: techniques for ventral reduction and
stabilization. J Neurosurg. 2000, 92:18-23. 10.3171/spi.2000.92.1.0018

33. De Oliveira JC: Anterior reduction of interlocking facets in the lower cervical spine . Spine (Phila Pa 1976).
1979, 4:195-202. 10.1097/00007632-197905000-00003

34. Reinhold M, Knop C, Lange U, Rosenberger R, Schmid R, Blauth M: Reduction of traumatic dislocations and
facet fracture-dislocations in the lower cervical spine. (Article in German). Unfallchirurg. 2006, 109:1064-
1072. 10.1007/s00113-006-1188-0

35. Hattou L, Morandi X, Lefebvre J, Le Reste PJ, Riffaud L, Hénaux PL: Anterior cervical interbody fusion using
polyetheretherketone cage filled with synthetic bone graft in acute cervical spine injury. Orthop Traumatol
Surg Res. 2017, 103:61-66. 10.1016/j.otsr.2016.09.004

36. Kandziora F, Pflugmacher R, Scholz M, Schnake K, Putzier M, Khodadadyan-Klostermann C, Haas NP:
Treatment of traumatic cervical spine instability with interbody fusion cages: a prospective controlled study
with a 2-year follow-up. Injury. 2005, 36:S27-S35. 10.1016/j.injury.2005.06.012

37. Cho DY, Liau WR, Lee WY, Liu JT, Chiu CL, Sheu PC: Preliminary experience using a polyetheretherketone
(PEEK) cage in the treatment of cervical disc disease. Neurosurgery. 2002, 51:1343-1349.
10.1227/01.NEU.0000309109.71345.19

38. Do Koh Y, Lim TH, Won You J, Eck J, An HS: A biomechanical comparison of modern anterior and posterior
plate fixation of the cervical spine. Spine (Phila Pa 1976). 2001, 26:15-21. 10.1097/00007632-200101010-
00005

39. Spivak JM, Chen D, Kummer FJ: The effect of locking fixation screws on the stability of anterior cervical
plating. Spine (Phila Pa 1976). 1999, 24:334-338. 10.1097/00007632-199902150-00005

40. Coe JD, Warden KE, Sutterlin CE, McAfee PC: Biomechanical evaluation of cervical spinal stabilization
methods in a human cadaveric model. Spine (Phila Pa 1976). 1989, 14:1122-1131. 10.1097/00007632-
198910000-00016

41. Johnson MG, Fisher CG, Boyd M, Pitzen T, Oxland TR, Dvorak MF: The radiographic failure of single
segment anterior cervical plate fixation in traumatic cervical flexion distraction injuries. Spine (Phila Pa
1976). 2004, 29:2815-2820. 10.1097/01.brs.0000151088.80797.bd

42. Anissipour AK, Agel J, Baron M, Magnusson E, Bellabarba C, Bransford RJ: Traumatic cervical unilateral and
bilateral facet dislocations treated with anterior cervical discectomy and fusion has a low failure rate. Global
Spine J. 2017, 7:110-115. 10.1177/2192568217694002

43. Nakashima H, Yukawa Y, Ito K, Machino M, El Zahlawy H, Kato F: Posterior approach for cervical fracture-
dislocations with traumatic disc herniation. Eur Spine J. 2011, 20:387-394. 10.1007/s00586-010-1589-1

44. Dvorak MF, Fisher CG, Fehlings MG, Rampersaud YR, Oner FC, Aarabi B, Vaccaro AR: The surgical approach
to subaxial cervical spine injuries: an evidence-based algorithm based on the SLIC classification system.
Spine (Phila Pa 1976). 2007, 32:2620-2629. 10.1097/BRS.0b013e318158ce16

45. Zhou Y, Zhou Z, Liu L, Cao X: Management of irreducible unilateral facet joint dislocations in subaxial
cervical spine: two case reports and a review of the literature. J Med Case Rep. 2018, 12:74. 10.1186/s13256-
018-1609-z

46. Cheung JPY, Luk KDK: Complications of anterior and posterior cervical spine surgery . Asian Spine J. 2016,
10:385-400. 10.4184/asj.2016.10.2.385

47. Kim SM, Lim TJ, Paterno J, Park J, Kim DH: A biomechanical comparison of three surgical approaches in
bilateral subaxial cervical facet dislocation. J Neurosurg. 2004, 1:108-115. 10.3171/spi.2004.1.1.0108

2021 Mubark et al. Cureus 13(1): e12581. DOI 10.7759/cureus.12581 10 of 10

https://dx.doi.org/10.3171/SPI-07/07/001
https://dx.doi.org/10.1097/00003086-199902000-00011
https://dx.doi.org/10.1097/00003086-199902000-00011
https://dx.doi.org/10.1016/j.wneu.2015.12.072
https://dx.doi.org/10.1016/j.wneu.2015.12.072
https://dx.doi.org/10.3171/spi.2000.92.1.0018
https://dx.doi.org/10.3171/spi.2000.92.1.0018
https://dx.doi.org/10.1097/00007632-197905000-00003
https://dx.doi.org/10.1097/00007632-197905000-00003
https://dx.doi.org/10.1007/s00113-006-1188-0
https://dx.doi.org/10.1007/s00113-006-1188-0
https://dx.doi.org/10.1016/j.otsr.2016.09.004
https://dx.doi.org/10.1016/j.otsr.2016.09.004
https://dx.doi.org/10.1016/j.injury.2005.06.012
https://dx.doi.org/10.1016/j.injury.2005.06.012
https://dx.doi.org/10.1227/01.NEU.0000309109.71345.19
https://dx.doi.org/10.1227/01.NEU.0000309109.71345.19
https://dx.doi.org/10.1097/00007632-200101010-00005
https://dx.doi.org/10.1097/00007632-200101010-00005
https://dx.doi.org/10.1097/00007632-199902150-00005
https://dx.doi.org/10.1097/00007632-199902150-00005
https://dx.doi.org/10.1097/00007632-198910000-00016
https://dx.doi.org/10.1097/00007632-198910000-00016
https://dx.doi.org/10.1097/01.brs.0000151088.80797.bd
https://dx.doi.org/10.1097/01.brs.0000151088.80797.bd
https://dx.doi.org/10.1177/2192568217694002
https://dx.doi.org/10.1177/2192568217694002
https://dx.doi.org/10.1007/s00586-010-1589-1
https://dx.doi.org/10.1007/s00586-010-1589-1
https://dx.doi.org/10.1097/BRS.0b013e318158ce16
https://dx.doi.org/10.1097/BRS.0b013e318158ce16
https://dx.doi.org/10.1186/s13256-018-1609-z
https://dx.doi.org/10.1186/s13256-018-1609-z
https://dx.doi.org/10.4184/asj.2016.10.2.385
https://dx.doi.org/10.4184/asj.2016.10.2.385
https://dx.doi.org/10.3171/spi.2004.1.1.0108
https://dx.doi.org/10.3171/spi.2004.1.1.0108

	Sub-Axial Cervical Facet Dislocation: A Review of Current Concepts
	Abstract
	Introduction And Background
	Review
	Anatomy and biomechanics of injury
	FIGURE 1: Illustration demonstrating flexion distraction injury as the usual mechanism for facet dislocation

	Classifications
	TABLE 1: The Sub-axial Cervical Spine Injury Classification System (SLIC)

	Diagnosis and clinical evaluation
	Imaging
	FIGURE 2: Sagittal cuts of the cervical spine CT scan demonstrating unilateral facet dislocation at the C6-C7 level
	FIGURE 3: T2 sagittal cuts of an MRI (the same case as in Figure 2) demonstrating a complete rupture of the ligamentum flavum at C6-7 with related short-segment posterior epidural hematoma, and disrupted ALL at C7 with pre-vertebral hematoma, also showing the extent of damage to the intervertebral disc

	Treatment
	Timing for closed reduction
	The technique of closed reduction
	Surgical treatment
	Timing for surgery
	Anterior cervical reduction and fusion
	FIGURE 4: C5-6 unilateral facet joint dislocation. Lateral radiographs of the cervical spine demonstrating (A) unilateral facet joint dislocation at the C5-C6 level and (B) two years after operation (ACDF) showing well reduction and fixation state

	Posterior cervical reduction and fixation
	Combined anterior and posterior cervical approach

	Conclusions
	Additional Information
	Disclosures

	References


