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Fig. 1 Brain MRI on May 25, 2005 (1.5T, Signa Horizon LX)
(A) Axial Tl-weighted image (TR/TE = 550/20). (B) Axial T2-weighted image (TR/TE =
4,000/91.5). (C) Gadolinium enhanced axial T1-weighted image (TR/TE = 600/20). (D) Sagittal T2-
weighted image (TR/TE = 3,200/90.8). (E) Gadolinium enhanced coronal T1-weighted image (TR/TE
= 500/20). (F) Head MR angiography. Arrowheads (A-C) point to the left PICA aneurysm. This aneu-
rysm shows T2 hyperintensity and strong enhancement. Arrows (D-E) point to the T2 hyperinten-

sive lesion in the medulla oblongata, and surface venous dilation of the medulla oblongata lesion. No

apparent arteriovenous malformation (F).
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Fig. 2 Brain MRI on June 1, 2005 (1.5T, Signa Horizon LX)
(A) Axial T1-weighted image (TR/TE = 550/20). (B) Axial T2-weighted image (TR/TE = 4,000/91).
(C) Gadolinium enhanced axial T1-weighted image (TR/TE = 600/20). Arrowheads point to the left
PICA aneurysm. This aneurysm shows T2 hypointensity and mild enhancement (A-C).
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Fig. 3 Macroscopic appearance of the brain. (A) Basal view of the brain stem. (B-C) Transverse sec-
tions of the medulla oblongata. Discoloration of the medulla is noted, and is more marked at the left
side. Arrows point to the PICA aneurysm.

Fig. 4 Microscopic appearance of the lesion. (A: Kliiver-Barrera stain, B: Bodian stain, C-D: Hema-
toxylin and eosin stain.) (A) Bilateral pyramidal tracts. Axonal spheroids and edematous change of
left pyramidal tracts. (B-C) Left pyramidal tracts. There are many foci of prominent axonal

spheroids. (D) PICA aneurysm. Minor bleeding is observed in the medulla adjacent to the
aneurysm.
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Fig. 5 Distribution of the lesion. (A-C:Kliiver-Barrera stain and illustration.) (A) A section of the up-
per medulla oblongata with PICA aneurysm. Circles show ischemic foci with axonal spheroids and
edematous change. The left pyramidal tract and bilateral reticular formation are markedly
affected. (B) A section at the level of the pyramidal decussation. Lesions are observed in the py-
ramidal decussation and ventral areas. (C) A section of the upper cervical cord. Small ischemic foci

are observed in peripheral areas of bilateral anterior funiculi and lateral funiculi.
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Abstract

* Autopsy of a suspected venous circulatory disturbance localized in the medulla oblongata
and upper cervical cord accompanied with an aneurysm

Katsuhisa Masaki, M.D.", Masaharu Ohno, M.D."”, Hironobu Maeda, M.D?,
Tetsuo Hamada, M.D.?, Toru Iwaki, M.D., Ph.D.” and Hiroyuki Tomoda, M.D."
"Department of Neurology, Japan Labour Health and Welfare Organization, Kyusyu Rosai Hospital
“Department of Radiology, Japan Labour Health and Welfare Organization, Kyusyu Rosai Hospital
¥Department of Pathology, Japan Labour Health and Welfare Organization, Kyusyu Rosai Hospital
"Department of Neuropathology, Neurological Institute, Graduate School of Medical Sciences, Kyusyu University

We describe an autopsied case of an 86-year-old woman who presented with acute tetraparesis, bulbar palsy,
and respiratory insufficiency. MRI showed a T2 hyperintensity lesion in the medulla oblongata and C1 and C2
level cervical cord, and an unruptured aneurysm in the left posterior inferior cerebellar artery. With an initial di-
agnosis of Bickerstaff's brainstem encephalitis, we started corticosteroid therapy. Initially, the corticosteroid treat-
ment gradually improved her general condition; however, about two weeks later she died of an acute respiratory
insufficiency. From the postmortem pathological examination, we considered a venous circulatory disturbance of
the medulla oblongata and upper cervical cord. No arteriovenous shunt was found in the intramedulla and the me-
dulla oblongata was partially compressed on the left side by an unruptured aneurysm. However, neither inflam-
matory nor malignant cells were found in the lesion. What caused the venous circulatory disturbance was unclear,
but the dural arteriovenous fistula could have been responsible. Our case suggested that venous circulatory dis-
turbances accompanied with an aneurysm need rapid consideration by angiography followed by intervention.

(Clin Neurol, 48: 568—574, 2008)
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