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Fig. 1 MRI images of spinal cord.

(A): Thoracic sagittal T,-weightd images (1.5 T; TR 3,800 ms, TE 120 ms) on admission shows enlargement of the spinal

cord and high intensity signals from Th3 to the conus medullaris (arrows). (B): Cervical sagittal T,-weightd images (1.5 T;

TR 3,800 ms, TE 120 ms) in two days shows flow void in front of spinal cord, but shows no abnormal signals. (C) (D):

Sagittal contrast-enhanced T;-weighted images (1.5 T; TR 484.30 ms, TE 10 ms) in eight days shows slight parenchymal

enhancement in lumber spinal cord and abnormal vessels anterior cervical to lumbar spinal cord (arrows). ant: anterior.
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Fig. 2 CT angiography of spinal cord.
(A) (B): Saggital CT angiography of spinal cord imagies reveal the descending vessel (arrows). ant: anterior.

Fig. 3 Angiography of right vertebral artery and common carotid artery.
(A): Anterioposterior view of the right vertebral artery shows a dural arteriovenous fistula (DAVF) at the craniocervical junction fed
by vertebral artery (arrow). (B): Lateral view of the right common carotid artery shows a DAVF at the craniocervical junction fed by
ascending pharyngeal arteries (arrow). (C): Lateral view of the right common carotid artery, in venous phase, demonstrates the

drainage into perimedullary veins (arrow). rt: right, ant: anterior.
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B 0N d 230 (Fig. 4A, B), % 118 i H I [IFEHH Y
NEY T =3 YRBEICEERE L7

54 BBICEBI ) N F— 3 Yk EaBR L, Fib
THIUITHBITIITRETH D, T3 &2 ffio CREARLTE

BHEIRY, BEREREE D GE L Tz, TRORE
B, TREREE REEETIISGE L T o, itk
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Fig. 4
(A) (B): 8 days after surgery, saggital T,-weight images (1.5 T; 3,700 ms, TE 108 ms) show a decrease of the enlargement on

the spinal cord and the abonormal signal. (C) (D): 5 months after surgery, sagittal contrast-enhanced T,-weighted images

(1.5 T; 500 ms, TE10 ms) show that enhancement and abnormal vessels disappeared. ant: anterior.
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Table 1 Summary of cases of intracranial DAVF with thoracolumbar myelopathy.
. . High intensity signs Cord
No  Author Year Age Sex  Presentation Location on T,WI Enhancement

1 VasdevA” 1994 78 F Paraplegia Occipital lesion Conus Medullaris n.d.

2 VasdevA."” 1994 42 M  Paraplegia Occipital lesion Below Th9 n.d.

3 Mascalchi M.” 1996 69 M Paraplegia cCJ Th3-L no

4  Oishi H." 1999 62 F  Paraplegia cCJ Below Th7 yes

5  Ueda M. (present case) 2015 60 F Paraplegia CCJ Th3-Conus Medullaris yes

M: male, F: femal, CC]J: craniocervical junction, n.d.: not described.
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Abstract

A case of dural arteriovenous fistula at the craniocervical junction,
which spinal MRI findings reveals increased intensity signal in Th3-medullary cone

Masamichi Ueda, M.D.", Miki Ueda, M.D."?, Yuko Takeuchi, M.D., Ph.D.",
Jun Ochiai, M.D., Ph.D.”, Chiyuki Mabuchi, M.D., Ph.D." and Shinnosuke Hattori, M.D., Ph.D.?

YDepartment of Neurology, Nagoya Ekisaikai Hospital
“Department of Nuerosurgery, Nagoya Ekisaikai Hospital
“Present Address: Department of Neurology, Nagoya University Hospital

A 60-year-old woman had transient weakness of the legs and urinary retention for six weeks. She presented with a
gait disorder and was admitted to the hospital. She showed symptoms of paraplegia, tingling in the lower extremities,
dysuria. She underwent an MRI, and T,-weighted images showed an enlargement of the thoracolumbar spinal cord and
high intensity signal from Th3 to the medullary cone, and a contrast-enhanced T,-weighted image showed abnormal
vessels anterior to the spine cord. Cervical and spinal angiography documented a dural arteriovenous fistula at the
craniocervical junction that was fed by the right vertebral artery and the right ascending pharyngeal arteries and drained
into the perimedullary veins. Surgical therapy improved her symptoms and MRI images. Craniocervical junction DAVF
with thoracic-medullary cones lesion is rare.

(Rinsho Shinkeigaku (Clin Neurol) 2016;56:37-42)
Key words: dural arteriovenous fistula at the craniocervical junction, myelopathy, arteriovenous fistula ligation, vertebral

artery, ascending pharyngeal artery




