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Spinal MRI: sagittal T2 (A) and postcontrast sagittal T1 
(B) show an enhancing C6 9mm intramedullary lesion 
with mild expansion of the cord and focal edema; (C) 
sagittal T2 and postcontrast sagittal T1 (D) show diffuse 
signal abnormality from T5-T6 to the conus medullaris and 
vascular flow voids along the dorsal surface of the lower 
cord to the conus medullaris. Spinal angiography (E,F). 
Pre-embolization spinal angiography (E): anteroposterior 
injection of the left L1 segmental artery shows a type 1 
dural arteriovenous fistula; note arterialized vein at 
midline. Post-embolization spinal angiography (F) shows 
Onyx in the left L1 segmental artery (previous point of 
fistularization) and complete obliteration of the arterialized 
vein without residual shunting.

We report a 63-year-old man who presented with a 
6-month history of lower back pain followed by 
progressive bilateral leg weakness/paresthesia as 
well as bowel and bladder incontinence. Examination 
revealed proximal bilateral lower extremity weakness 
(3/5) and bilateral lower extremity sensory deficits.  
Upper extremity strength and sensation were normal.  
Reflexes were normal in all extremities; Babinski was 
absent. Patient was unable to walk due to lower 
extremity weakness. 

Neuroimaging showed an enhancing C6 intra-
medullary lesion and diffuse T2 signal abnormality 
in the thoracic cord (extending from T5-T6 through 
the conus medullaris) as well as vascular flow voids 
along the dorsal surface of the lower cord to the conus 
medullaris (figure 1A-1D). Cerebrospinal fluid 
examination was unremarkable. He received a 5-day 
course of IV steroids, with minimal symptomatic 
improvement. Further investigation with spinal 
angiography revealed a L1 dural arteriovenous fistula 
(dAVF) (figure 1E). The dAVF was subsequently 
embolized with significant clinical improvement 
(figure 1F). Three-month follow-up spinal/cerebral 
angiography revealed no evidence of any vascular 
malformation in the cervical topography. Six-month 
follow-up imaging showed that the intramedullary 
cervical lesion had remained stable. 

CASE REPORT

Spinal dAVFs are the most common spinal vascular 
malformations, accounting for ~70% of such lesions. 
MRI findings suggestive of dAVFs include 
(a) centromedullary T2 hyperintensity over multiple 
segments, (b) T2 flow voids, often more pronounced 
on the dorsal surface of the cord and (c) diffuse T1 
contrast enhancement within the cord.1

Occurrence of a spinal dAVF and concurrent 
intramedullary spinal neoplastic lesion has not yet 
been described. Regarding our patient, although we 
cannot provide a definite diagnosis for his cervical 
lesion, we believe it is highly suspicious for low-grade 
glioma. Therefore, this patient may be the first 
reported case of spinal dAVF and concomitant 
intramedullary spinal neoplasm.

Dural arteriovenous fistula is a rare but treatable 
cause of progressive paraparesis. This condition 
should be included in the differential diagnoses of 
patients (especially older men) presenting with 
progressive symptoms of myelopathy whose imaging 
studies show an enlarged cord with intramedullary 
enhancement and T2 hyperintensity along with flow 
voids over the dorsal aspect of the cord. This report 
highlights the importance of pursuing a diagnosis 
of dAVF even in the setting of a concomitant, 
non-vascular spinal lesion.1,2,3
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