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What's new &
what’s next?

What’s new?

CSF-venous fistula
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What's new?
CSF-venous fistula

What's new?

Published February 11, 2016 as 10.3174/ajnr.A4682

BRIEF/ TECHMICAL REPORT
SPINE

The “Hyperdense Paraspinal Vein” Sign: A Marker of

CSF-Venous Fistula

PG Kranz, (0T Amrhein, (W L Schievink, 710, Karikari, and L Gray

ABSTRACT

SUMMARY: (CSF-venous fistula s a recently reported cause of spontaneous intracranial hy potension that may occur in the absance of
my elographic evidenc of CSF lesk. Information about this entity is currentiy very imited, but i s of potential importance given the large

percentage of cases of intraqanial

fincings. We report 3 additional cases

of CSF-venous fistuiz and describe the *hyperdense paraspinal vein” sign, which may =i in its detection.

ABBREVIATION: 58 = spontancous nacranial ypotanion

pontaneous intracranial hypotension is thought to result from

leskage of CSF from the spinal thecal sac, bt in approxi-
‘mately half of cases, no leak is seen on myelography. ' Patients
may be treated with prolonged bed rest or nontargeted lumbar
epidural blood patch, but these therapies may not be successful in
a2 substantial proportion of patients.'* In cases in which targeted
treatment is desired (such as when nontargeted lumbar epidaral
biood patch fails), these cases of SIH with no myelographic evi-
dence of CSF leak can be very challenging, and the inability to
determine the site of the leak may preclude effective treatment. It
has been previously presumed that these cases may be the result of
intermittent or very slow-flow CSF leaks.

perfarmed at all institutions, is more commonly used in the set-
tingof high-flow CSF leaks, and typically covers only a portion of
the total length of the spine.* Thiss, it would be helpful to iden-
tiff, from chues an cross-sectional imaging, which patients might
benefit from a digital subtraction myelogram and where that im-
aging should be focused to detect these uncommonly recognized,
often subtle lesions.

In this Brief Report, we present 3 additional cases of CSF-
venous fistulasin patients with STH and describe a novel imaging
sign, the “hyperdense paraspinal vein,” which may assist in CSF-
venous fistula localization.
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Scanned decubitus Rolled patient, scanned immediately
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What’s next?

Paradoxically, the biggest challenge in treatment,

in my opinion, is improving diagnosis

Knowing who to treat and who will benefit is as

important!

* Better dx criteria

* Quantification of positionality

* Outcomes tracking
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ear-old female C/O positional headache for several
ow with no upright time, dizziness, tinnitus, nausea,
, OP 4; 1 blind BP with temporary relief; she
different major medical centers with no DX

ot was missed? Subtle disc causing subtle leak




faeEbo YOU Know?

With chronic headaches, not <ejoe]alelialsRleRialEIg=T0)%
Misdiagnosis and delayed dicsjgeIcRkRelalaslely

[T puketvtedicine

Bbjectives

gor evaluation of CSF leaks
hlyelography
gic Myelography
Wtrathecal Gd




BB ing Options for Detecting Leaks

MRI: Standard or Heavily T2W

Moderate to fast | Fast & super Slow leak Super slow or
leak fast leak intermittent leak

Optimized CT Dynamic Fluoro MR Myelography Delayed CT
Myelography Myelography with Intrathecal Delayed MR
magnevist Nuclear Medicine

DSM

CT Fluoroscopic Guided Technique:
m®en|ize LP site, Lateral Decubitus

atient Scouted
'..‘ O SRl B ¢




SIlR.  0roscopic Guided LP & CSF Pressure Measurement:
BRI ded, relaxed, atraumatic 24g Gertie Marx needle;
SlclaEIG eI, digital manometer

Isovue 300 M

A istributing the contrast: CT “Yoga™ and Log Roll
i Scan Prone, may add Lateral Decubitus




Log roll on the table; Scanned: GE 750 128
Bietectors, 2.5 mm thick slices helically, .625mm
EEens Sagittal and Coronal reformats
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blentral Leaks

placement




blentral Leaks

placement

® Spontaneous or traumatic
® Discs
fast leaks
intermittent or slower leaks
OR no obvious leak seen

Sellehao| catheter
SIEIESINEIL, causing ventral leak







blentral Leaks

@ latrogenic

LPs
epidural catheté
surgery
®
® Discs
fast leaks

intermittent or slower leaks
OR no obvious leak seen

g B ar-old female C/O 2yrs debilitating HA, with
EliElm- Uropathies that started after Zumba and Boot
SEINEEEER. she was doing "burpees”, Required
prolong hospitaivcitlelaBiNlelsaaE-IRIIZY




& iral epidural collection OP: 31.20

blentral Leaks

@ latrogenic
LPs
epidural cathete
surgery

® Spontaneous or traumatic

®

intermittent or slower leaks
OR no obvious leak seen




CT Myelography: Calcified Thoracic Disc
penetrating the dura causing a leak: OP 8.25

i

="

Calcified thoracic disc treated with targeted




Diffuse Leak: Need for Speed
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SR r-0ld woman with 2 week history of positional headaches
EEIElNie ] abruptly; no inciting event




B\ for Fast Leak: watching the contrast flow

Calcified Disc Causing Tear




blentral Leaks

@ latrogenic
LPs
epidural catheté
surgery

® Spontaneous or traumatic

®
fast leaks

OR no obvious leak seen

88 yo developed symptoms after coming in from golf




No obvious leaks on CT myelography

Il is 55-year-old male presenting with C/O headaches starting




oM 2012-2016 worsening herniation

CT and MR Myelography
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Small Disc no obvious leak ‘




(b 15t Surgery: Disc increased in size,
e mass effect on spinal cord
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Post € rgery
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Pre Surgery Post Surgery s\

@t 2017 MRI :s/p 2nd surgery on disc, repeat




Jreatment for CSF Leaks

affeine, fluids
ibrin glue patching:

Headache:? Pressure Problem

Brain MRI + Contrast
gal imaging & pressure do not exclude leak)

? Leak
pinal MRI
g pressure / CT Myelo




f/hat can we take away from this??

e : could this be a pressure related
brain with and if leak suspected,
i[der CT myelo for 15t

atching speed

&) vo: HA suddenly in a frontal location and then extended
[l8Rigte, Occipital area, now with face and jaw pain; may have
BEENEEe cd to working out in the gym and yoga




Subtle Leaks
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Leak originated from upper smaller disc which was adaant to th




