52 : 96

REBIER &

fEE e, MR & U i E RO 1 151

B IR MRE BRAET

EE EAITORLMTHS. 2:BMETH, S THRT 2EB/AERL /2. 56 MRI TEEOLEMERS
ReHED, RIBIESE TCEHLANLLOBRRLEEALD L EPSHRERRRESHUL . AR, BEAT
LHEP DL S BEWVWEWVWIERA N H - -. Cambridge face memory test CIEZEHAZBHIETL THY, HIREKDE
HIWT L /-, EAER MRI THHSBIREI T E % 5 < TS RMBETME, SPECT TRELM, #HEkE % 5 < CRIEERN
R TOMBRETEA LS. Bk - BT RIR - LA TERE »7-& 5, B8E - KRBT /-
ABITIR, AHEREE S CREE—RBEERITRHEIHREEORETH DFREEI TR EN .

(ERPRf#ZE 2012;52:96-101)

Key words : IME i, %238, cambridge face memory test, FHSEIRIE], BT fLE

FUBIC

B E R L, IR REEATRRRE v LIERAICTR NS 5
Z LIk o TIREREE AN L, TR, SR, O v, B
D, BUEREREE, BEhR kA REREETHHEAETH LY.
FotEkEE, R E L &R R R E 2 AR A 80 b R
LH BN, DL D BIREOERIIRIZW S TE B

MBI, EFORREREIRPHDZAELTWAIZE
bHY, e bOBEHICHT 2B REESNRET, FRET
Mo TV ANDFHZARATOHLHEZ DY D v (BRI %
B, NOEFEZ SR GRAHHLR) Lo ERE
E¥BINGRKABD—2THBH?Y. BRUEOHBLERIIHE
W—EEOKRBEIC L o THELAWIEPHE SN TS
D, &I ZOEHITSH L TR ALK, ko R
GRBEEZA LTV EHEINTWAEY ™Y, 4, fFfrfic—
BYEOMBLR L R LMo —fl %2 R L 720 T,
IRRBICESREMAHET 5.

E Bl

B 40 A, ok

FFR T

BEAERE @ X-6 4, BZefilgic & 2T B

HURIE - X 4E 10 H404), B SHEL, & JICHERZ Bhidh
FEEALL 7z, 10 A FALEERMAMEECHEE MRI % fitif7 L, O°
FAMEORBEETT R 2 A L o7 BH, B 2458
IZABEL 72

ABEREIIE - B 162.0cm, fK#E 51.0kg, BMI 20.6kg/m’,

K37 35.3C, IfUE 152/104mmHg, IR¥T 68/45, %, RRBGS
WCEMZ <, IRERREEICEG R L. A2 Vo E il L %
Polz KER L. WS, OF ISR IE o7z JBEHR
WCRER L, W - BEMAL 20572

HRAE T R ¢ RS, AR IR, IR B I A L
Bhr oz, MEGER) - RERICEVE 1 R b o 72, BRI IE R
T, W SGHI BN CTH - 72, TEHIRHE 2 & O BER R 5%
P DLH o728, OO, - FITARTH - 72,

M it i : WBC 4480/ul, RBC 385 x10*/ul, Hemoglobin
115g/dl, Hmatocrit 352%, Platelet 23.4 x10'/ul, CRP 0.1
mg/dl, Na146mEq/I, K 42mEq/I, C1109mEq/I, Ca 89mg/
dl, T-Bil0.7mg/dl, AST 17IU/I, ALT 13IU/I, LDH 200IU/
I, TG 143mg/d!, T-Cho 200mg/dl, BUN 84g/dl, Cr 0.84mg/
dl, BS 100mg/di, TSH 2.61ulU/ml, FTs257pg/ml, FT41.38
ng/dl.

BEBORAS - #)E 90mmH.0, Mg % 3/mm’, & 1 17.0mg/
dl, ¥#51lmg/dl, Cl130mEq/].

B, 1R, BRW L ERFIIARED LD o7 BRI
KABHBERET A D CTHHMET, BAKEIIEETH -7

GHIR MRI : Gd 3% 52 T 5 9 1] 45 C S oD 4 ] P o e 3 S
ZHhE, FLAIR THEEFEL T (Fig D).

4 > Y7 A DTPA AR (BAF, RUNA &2 & W5
%) 1 3 HEMIRICHEME L~V A CHIBHRICIR - 72 e 1%, B
e % A &7 (Fig. 2A). 24 B: o RIFRAFER 1 10.3%
(IEH30% LE) EIETLTEBY, 275V ADTTHEE AL
D7z,

JEHE MR myelography T i& & FARJE PA A © @ i H % &
&, RI B0 RIC—F LT/ (Fig. 2B). Yl b5,
e L~V & OREIEIE I X 5 fifeEE & 3B L 7.

*Corresponding author: A&k F13E: A BEVE B 3L 4w EUs Be iR (T892-8512 REIR R EMIT 14 % 3 5)

DR N L U IS 3 7 2 e A B A P R
(ZA+H 1201147 H 16 H)



MBI % A U 72 R e

52:97

Fig. 1 Magnetic resonance imaging on admission.
A. Gadolinium enhanced T1 weighted image (Axial, 1.5T; TR 333ms, TE 21ms) revealed diffuse du-
ral enhancement.
B. Fluid attenuated inversion recovery (FLAIR) image (Axial, 1.5T; TR 7,200ms, TE 136 ms) re-
vealed diffuse high intensity of the dura.
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A. Radionuclide cisternography (3 hours after injection) revealed CSF leak along the left nerve root

at the lumbar level (arrow).

B. Magnetic resonance myelography (Coronal, TR 8,000 ms, TE 1,000 ms) showing CSF leak along

the left nerve root sleeve.

C. Fat saturated T2 weighted image showing CSF leak along the left nerve root. (Axial, 1.5T; TR

8411ms, TE 120 ms)
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Fig. 3 MRI and SPECT when the patient developed prospagnosia.
A. T1 weighted image (Axial, 1.5T; TR 3,061 ms, TE 8.2 ms) revealed multiple subdural hematomas.
B. T1 weighted image (Coronal, 1.5T; TR 596 ms, TE 15 ms) revealed subdural hematomas below
the bilateral fusiform gyrus.
C. SPECT revealed diffuse hypo perfusion in whole brain.
D. Coronal image of SPECT revealed hypoperfusion in bilateral temporal lobes, including fusiform
gyrus (arrows).

Fig. 4 MRI and SPECT when prospagnosia disappeared.
A. Gadolinium enhanced T: weighted image (Axial, 1.5T; TR 666 ms, TE 11.2 ms) revealed disap-
pearance of both the subdural hematomas and dural enhancement.
B. Gadolinium enhanced Ti weighted image (Coronal, 1.5T; TR 483 ms, TE 11.2 ms) revealed disap-
pearance of the subdural hematomas below the fusiform gyrus.
C. SPECT showed marked improvement of blood flow in whole brain, including right temporal-oc-
cipital lobe.

D. Coronal image of SPECT revealed up regulation of cerebral blood flow including right fusiform
gyrus (arrow).
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Abstract

Liquorrhea with multiple subdural hematomas causing reversible prospagnosia

Masako Nakano, M.D. and Fujio Umehara, M.D.
Department of Neuology, Nanpuh Hospital

A 48-year-old woman presented with a 2-week history of headache. The headache was so severe in the stand-
ing position that she could hardly stand up. The results of general and neurological examination were unremark-
able. MRI studies of the brain showed diffuse pachymeningeal gadolinium enhancement on the T, weighted im-
ages. The cerebrospinal fluid (CSF) opening pressure on lumbar puncture was 70 mm H,O. MR myelography and
RI-cisternography disclosed leak of cerebrospinal fluid at the lumbar level. Then, we diagnosed her as headache
associated with liquorrhea. Two weeks later, she noticed an inability to recognize familiar faces, including her own
face in the mirror. The Cambridge Face Memory Test (CEFMT) proved prospagnosia. Brain MRI revealed multiple
subdural hematomas below the bilateral fusiform gyrus. SPECT demonstrated diffuse hypoperfusion in the brain
including bilateral fusiform gyrus. Months later, she showed gradual improvement of prospagnosia. Follow-up
brain MRI revealed disappearance of both subdural hematomas and diffuse pachymeningeal gadolinium enhance-
ment. SPECT demonstrated marked improvement of cerebral blood flow in the whole brain including the right
temporal-occipital lesion. This is the first report of acquired prospagnosia during the course of liquorrhea causing
subdural hematomas. Subdural hematoma below a right fusiform gyrus may cause reversible prospagnosia.

(Clin Neurol 2012;52:96-101)
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