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Fig. 1 Thoracic spinal MRI, thoracic spinal CT myelography and intraoperative photographs.

A: Sagittal and axial T,-weighted 1.5-Tesla MRI of the thoracic spine shows anterior displacement of the spinal cord (red arrow),

rotating counterclockwise at the Th4 vertebral level. There were no signs of cerebrospinal fluid stasis. B: Sagittal and axial CT

myelography of the thoracic spine shows anterior displacement of the spinal cord (red arrow) and enlargement of the dorsal

subarachnoid space at the Th4 vertebral level. There were no abnormal findings in the vertebral bodies, intervertebral discs or

distribution of the contrast medium. C, D: The intraoperative photographs show a ventral dura defect (yellow arrows) at the Th4

vertebral level and incarceration of the spinal cord and spinal nerve roots (yellow arrowheads).
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Fig. 2 Mechanism of spinal cord herniation (a ventral dura defect pattern).

(D A ventral dura defect forms by an operation, trauma, inflammation or idiopathy. (2 Breathing and body movement

causes the spinal cord attachment to the ventral dura defect. (3 The spinal cord is gradually pushed into the ventral

dura defect by continuous cerebrospinal fluid pressure.
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Abstract
A case of idiopathic spinal cord herniation with incomplete Brown-Séquard syndrome

Yoko Tomoda, M.D."? | Tetsuo Ando, M.D., Ph.D.”, Ryo Hashimoto, M.D.?, Satoshi Nakamura, M.D.?,
Motoo Kubota, M.D., Ph.D.? and Toshio Fukutake, M.D., Ph.D."

U Department of Neurology, Kameda Medical Center
2 Present Address: Department of Neurology, Kyoto University Graduate School of Medicine
9 Department of Neurospinology, Kameda Medical Center

A 50-year-old man was referred to our hospital with myelitis associated with a 10-months history of progressive
muscle weakness in the left leg. Neurological examinations demonstrated diffuse muscle weakness of the left leg, touch
hypoesthesia of the right leg, reduced pain sensation below the right nipple, left pyramidal sign, and urinary
incontinence. On the basis of thoracic spinal MRI and thoracic CT myelography, revealing anterior displacement of the
spinal cord and enlargement of the posterior subarachnoid space at the Th4 vertebral level, we diagnosed the patient as
having idiopathic spinal cord herniation with incomplete Brown—-Séquard syndrome. After microsurgical release of the
spinal cord and subsequent covering of the anterior dural defect with an artificial dura mater, the symptoms improved
without progression. Clinicians should consider spinal cord herniation as a cause of slowly progressive thoracic
myelopathy with Brown-Séquard syndrome.

(Rinsho Shinkeigaku (Clin Neurol) 2022;62:797-800)
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