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Fig. 1 MRIs of the brain at the first admission.
A: T,-weighted image (axial, 1.5 T: TR 3,300 ms, TE 100 ms) shows no hyperintensity in right oculomotor nucleus. B: Gadolinium-enhanced

and fat-saturated T,-weighted image (axial, 1.5 T: TR 13.51 ms, TE 7.85 ms) shows no enhancement in right oculomotor nerve. C: Three-dimensional

time-of-flight MR angiographic source image (axial, 1.5 T: TR 23 ms, TE 6.91 ms) shows no abnormal flow in bilateral cavernous sinuses. D:

gadolinium-enhanced and fat-saturated T, weighted image (coronal, 1.5 T: TR 497 ms, TE 9 ms) shows no enhancement in right orbital apex.

ThHY, IR TEEREOEN AT 7225, FEMRAE T
PRI 2T A E FR0 e r o 1o BESSTEBIR AR & L
TEIBREATOA FNREZRG (7L K=V a2y 50mg/ H)
L, L7z ABEdiZ2 M I 1240mg H, 30mg/ H &
W L, DRSO ICRAT L HAL TR L, NARBAG A
SRR THIE L7z, PIIRBAAGE X D #9 2 » AR & 0 4IRER
TR ARERCE RN IR R OE L. AR TR 5
25510 7 B2 TEREL L 72, A ARERSE B I e THIBR %
AEORVETICHFE L72AS, IEH R TOREEE & R
WALz 72, AIREIME T HSETTRAEL. 20
BIREREIEE & ke L7225, FIED 55 10 » A O 2014
6 AR IR FEAHEL, HIREEH 258
WCHARBEE 2o 72, L2 [0 H AR O M2t e L <
I, BIEHIIA 0.9, 4504 LRI AR L L CELEEZ AL
O o7z IREIIA 1 mm, 5 5mm TERBE FTEZ AL D
7o, EALZIEMFREKT, LEHEB L OREOUG L RE
LB L OCMEEGHIRETH - 72, WSO
MRS 2 BRI 72 2o 7o AR LA H 72 | e AG IR O S L -
EJEOLEREREREE - WRRE T2 Al o7z AR

HOEBYHIBRIT R RIHERN B AEM TH > 7. HABER O THAL
MRI T, 587 {5 T Wil _EIRFIR O B8 2 95k 2 A L 7z, 3D
TOF MRA T34 #EAR IR, A0 ) E IR 7 0 1051 o5 3
e w7z (Fig. 2). FEANEHACME IZEEE L, 04
TEHAEN TR S dural AVF & OB &7z, 2H
FERFIR A 8RR 2 1647 L (Fig. 3) ¥ % > ML O {H R & iR
L7z higkeBIE RIFCh o7z, itk 6 » BHIAE, MHIRIRKE
BH R BRI IEF L L 72 b 0o, HERSUMIT I35 L 72,

£ =

WEARERIRIA S dural AVF IS4 CUEEZEN - Tz &bt
724 dural AVF JEBI D 46% % 56, F 722D 80% A L5
435 Y. dural AVF DR IZ DWW TIZS 4 BAHZ SA%
YOO, BIRIFEEP 0 A B 2 BB IR O 484 V012, IR
TMASE « S0E - AME 72 &0 R ERAINbD S 2 L2 &
DRI DS B3 L 2 O OB ER SN Lz b
T 97 F72, dural AVF (32 DIFED Y A 3 v 7 12Z4L
5 EFHEN TS, Dural AVF @ EIAIEIZ DWW T Piton 5 ¥



55 : 830

FEpRMIEE 554 1175 (2015 : 11)

Fig. 2 MRIs of the brain at the second admission.
A and B: T,-weighted images (axial, 1.5 T: TR 2,730 ms, TE 110 ms) show bilateral superior ophthalmic venous ectasia (arrows) and an

abnormal flow void in the right cavernous sinus (arrowhead). C: Three-dimensional time-of-flight MR angiographic source image (axial, 1.5 T:

TR 20 ms, TE 6.90 ms) shows abnormal flows in right cavernous sinus and intercavernous sinus.

Fig. 3 Cerebral angiogram and transvenous embolization.

A: Right internal carotid angiogram (anteroposterior view) shows abnormal flows in bilateral cavernous sinuses (arrows) and intercavernous

sinus (arrowhead). B (anteroposterior view) and C (lateral view): Transvenous embolization was performed through the right inferior petrosal

sinus, using coils.
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Table 1 Summary of reported dural arteriovenous fistula of cavernous sinus with contralateral ocular signs.

55 : 831

affected side ipsilateral contralateral

case year age sex . .
of CS ocular signs ocular signs

Graeleau MM]J, et al®” 1954 67 female Lt none 111, VI, PE
White JC, et al®® 1958 49 female Lt none III, VI, CI, PE
Tuck KD, et al*” 1967 70 female Lt none VI, CI, PE
Fujita S, et al™ 1970 57 male Rt none PE, CI
Dulou R, et al'® 2002 67 female Lt none III, PE
Ogami R, et al'”? 2004 76 female Rt none VI, CI
Present case 2015 85 female Rt III 11, VI, CI

abbreviation; CS: covernous sinus, III: oculomotor paralysis, VI: abducens paralysis, CI: conjunctival injection, PE: pulsating

exophthalmos, Rt: right, Lt: left.
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A case of dural arteriovenous fistula of right cavernous sinus presenting bilateral eye symptoms

Kazuki Yokokawa, M.D.”, Mai Fujikura, M.D.”, Hirohiko Shizukawa, M.D.",
Akira Takahashi, M.D.? and Shun Shimohama, M.D., Ph.D.”

YDepartment of Neurology, Sapporo Kosei General Hospital
“Department of Neurosurgery, Sapporo Shiroishi Memorial Hospital
“Department of Neurology, Sapporo Medical University School of Medicine

An 85-year-old woman was first admitted to our hospital because of right ptosis and diplopia. Examinations showed
right oculomotor paralysis and reduced vision in the right eye. Serological and neuroradiological examinations failed to

reveal the etiology. Oral prednisolone was started for a presumptive diagnosis of idiopathic oculomotor nerve palsy,

which resulted in little improvement. Approximately ten months after the first admission, left ptosis appeared and she
was re-admitted to our hospital. One day after admission, external ophthalmoplegia and conjunctival injection on the left
side appeared. MRI revealed abnormal flow void in the right cavernous sinus. Based on cerebral angiographic findings,

dural arteriovenous fistula of the right cavernous sinus was diagnosed. Symptoms on the left side were considered to

result from increased perfusion pressure due to venous drainage via the intercavernous sinus to the contralateral

cavernous sinus. After transvenous embolization, symptoms and signs improved gradually. In a case of external

ophthalmoplegia with unknown etiology, detailed neuroradiologyical examinations such as cerebral angiogram are

advisable.

(Rinsho Shinkeigaku (Clin Neurol) 2015;55:828-832)
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