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1. Introduction
Spinal arteriovenous shunts (AV shunts; including spinal AV fistulas and AV malforma‐
tions) are heterogeneous entities that can render devastating neurological sequelae by
hemorrhage (hematomyelia, subarachnoid hemorrhage, and subdural/epidural hemato‐
ma), venous congestion, mass effect, and vascular steal [1-5]. These lesions have been
challenging entities to treat because of their complicated vasculature and the high-vulnera‐
bility of the spinal cord.
In the absence of accumulated knowledge of the pathophysiology of each entity, early
classifications were based on the anatomical characteristics, which could be confusing [6-10].
With evolution of imaging technology such as various MR imaging, CT angiography and
selective spinal angiography, ability to examine the angioarchitecture of these lesions has
improved significantly. In addition, intraoperative diagnostic modalities have been developed
that aid in open microsurgery before, during, and after the resection of these lesions. Increased
knowledge of the angioarchitecture and pathophysiology of spinal AV shunts has led to the
development of a multidisciplinary approach to these lesions.
This article, after the description of spinal vessel anatomy and some practical classification
schemes, follows the recent advancement of spinal vascular imagings and intraoperative
diagnostic tools for open microsurgery, which are indispensable for the effective treatment of
spinal complex vascular lesions.
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Creative Commons Attribution License (http://creativecommons.org/licenses/by/3.0), which permits
unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.
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2. Spinal vasculature
To understand the pathophysiology of spinal AV shunts, a profound knowledge of spinal
vessel anatomy is indispensable.
2.1. Segmental spinal arteries
Blood supply to a metamere that consists of vertebral body, paraspinal muscles, dura, nerve
root and spinal cord is derived from segmental arteries, that are present in the fetus for each
metameres (the 31 spinal segments). The segmental arteries potentially supply all the tissues
on one side of a given metamere. Each metamere is centered at the level of the intervertebral
disc, and each vertebra is therefore supplied by two consecutive segmental arteries on each
side which build sufficient transverse and longitudinal anastomoses. These extra- and
intraspinal anastomoses provide excellent collateral circulation, and protect the spinal cord
against ischemia. The segmental arteries course along the vertebral body posteriorly, supply‐
ing blood to the vertebral body through perforating arteries. While the muscular branches run
further posteriorly to the segmental muscles, the spinal branches enter the spinal canal through
the intervertebral foramen and divide into the following three branches: the anterior and
posterior branches which supply blood to the bony structure, and the radicular artery which
supply blood to the dura and the nerve tissue at every segmental level [11].
Lasjanias et al. proposed a useful classification of the radicular arteries based on their region
of supply, i.e., radicular, radiculopial and radiculomedullary [12]. The first type of radicular
artery is a small branch, present at every segmental level, whose supply is restricted to the
dura and the nerve root. The second type of radiculopial artery supplies blood to the nerve
root and superficial pial system, including the posterior spinal arteries. The third type of
radiculomedullary artery supplies the nerve root, superficial pial system, and the anterior
spinal artery. Although the anterior and posterior spinal arteries are connected with the
superficial pial collateral system, this classification provides a reasonable basis for planning
treatment. In fact, a given segmental artery may connect to both the anterior and posterior
arteries. These three types of the radicular artery are classified in terms of their contribution
to each spinal artery.
Whereas each radicular artery supplies blood to the spinal cord in the embryo, the number of
radicular arteries supplying the spinal cord decreases following a transformation and fusion
in the postnatal life [13]. At certain segmental levels, the radicular artery has a persistent supply
to the spinal cord that reaches either the anterior surface via the ventral nerve root or the
posterolateral surface via the dorsal nerve root. Between two to 14, (on average, 6), radiculo‐
medullary arteries persist as the result of this ontogenic reduction in feeding arteries. The
radiculopial arteries are also reduced to fewer than 11 and 16 arteries.
2.2. Arteries of the spinal cord
The anterior spinal artery, with a diameter of 0.2–1.0 mm, traverses along the anterior median
sulcus and typically originates from the intracranial portion of the vertebral arteries. The
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posterior spinal arteries, with a diameter of 0.1–0.4 mm, originate from the preatlantal part of
the vertebral artery or from the posterior inferior cerebellar artery (PICA). These arteries course
from the cervical spine to the conus medullaris but are not capable of feeding the entire spinal
cord. They are reinforced at various segmental levels by the radiculomedullary/radiculopial
arteries [12]. The blood flow derived from these segmental arteries may be both caudocranial
and craniocaudal. The most well-known radiculomedullary artery is the artery of Adamkie‐
wicz (arteria radicularis magna), which arises close to the thoracolumbar enlargement. On the
entire surface of the cord, both anterior/posterior spinal arteries anastomose via an extensive
pial network (vasacorona). At the level of the conus medullaris, the posterior spinal arteries
are connected to the anterior spinal artery through the anastomotic semicircles [11].
The intrinsic arteries of the spinal cord can be divided into two perforating systems–the sulcal
(central, sulco-commissural) arteries originate from the anterior spinal artery, and the perfo‐
rating rami arise from the vasacorona. Sulcal arteries, with a diameter of 0.1–0.25mm, are
centrifugal and supply the largest part of the gray matter. They penetrate into the parenchyma
through the anterior median fissure, course to one side of the cord and branch mainly within
the gray matter. These arteries can anastomose via the transmedullary arteries with the deep
perforating arteries from the vasacorona. Numerous perforating rami, with a diameter of up
to 0.05 mm, penetrate the white matter, forming a centripetal system [11].
2.3. Spinal venous system
The venous drainage from the spinal cord comprises the small superficial pial veins that open
into the superficial longitudinal veins. On the surface of the cord, blood accumulates in
essentially two longitudinal veins–the anterior and posterior spinal veins. The anterior spinal
vein is located under the anterior spinal artery in the subpial space. The posterior spinal vein,
located in the subarachnoid space perimedullarily, takes a course independent of the posterior
spinal arteries. The perimedullary venous system is more variable in course, size, and
localization than the arterial system. Intraparenchymal transmedullary venous anastomoses
may be present; these midline anastomoses, 0.3–0.7mm in diameter, connect the anterior and
posterior spinal veins while receiving no tributaries from the intrinsic spinal cord veins [14].
The perimedullary venous collectors drain into the epidural venous plexus through the
radicular veins. The transition from the perimedullary vein to the radicular vein forms a
hairpin course, similar to the arterial configuration. Drainage of blood from the spinal cord is
directed to the epidural plexus without retrograde flow. Though there is no valve structure in
the spinal venous plexus, the nature of this reflux-impending mechanism is a matter of dispute.
Some histological studies showed that the anatomical features act as an antireflux device–a
substantial narrowing and bending of the vessels at its transdural course [14, 15]. These
characteristics result either from the close proximity of a nerve root or from the presence of a
bulge of dural collagenous fibers with a glomus-like appearance, which were supposed to act
an antireflux mechanism physiologically.
The epidural venous plexus extends as a continuous system from the sacrum to the skull base
and is located within the fatty and fibrous tissues of the epidural space. This valveless system
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is connected with the azygos/hemiazygos venous systems in the thoracolumbar region, and
with the vertebral and deep cervical veins in the cervical region.

Figure 1. Arteries of the spinal cord. ASA: anterior spinal artery, PSA: posterior spinal artery, RMA: radiculomedullary
artery, RPA: radiculopial artery, RA: radicular artery, SA: sulcal artery, VC: vasacorna, PR: perforating ramus, EDA: epi‐
dural anastomosis.

3. Classification of spinal AV shunts
3.1. Previous classifications
Many different classifications have been proposed for spinal AV shunts in terms of their
location, vascular structure, and pathophysiology [16-23].
Rosenblum et al. classified spinal AV shunts into four types, on the basis of their angioarchi‐
tecture and clinical manifestations (Table 1) [16]. This simple classification is reasonable and
has been widely used. However, it is hard to distinguish between type II (glomus-type
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malformations) and type III (juvenile-type malformations) in various preoperative examina‐
tions. The difficulty of treatment, prognosis, and onset pattern were not reflected in this
classification.
Type I: Dural AV fistula
Type II: Glomus-type intradural AV malformation
Type III: Juvenile-type intradural AV malformation
Type IV: Intradural AV fistula
a : simple extramedullary fistulas fed by a single arterial branch
b : intermediate-sized fistulas with multiple, dilated arterial feeders
c : giant multipediculated fistulas
Table 1. Classification by Rosenblum et al.

Spetzler et al. advocated a classification system dependent on radiological and intraoperative
findings, which closely reflects the difficulty of treatment (Table 2) [17, 18]. This classification,
mainly intended as an aid to the open surgery, was noted for its anatomical detail of the shunts
and a new categorization of “conus medullaris AV malformations.” Unfortunately, different
pathologies are ascribed to the same group in this classification, which can create confusion.
For example, spinal dural AV fistulas and fistulous spinal cord AV malformations on the dorsal
surface of the spinal cord belong to the same category (intradural dorsal AV fistulas).
AV fistulas
Extradural
Intradural
Ventral (small shunt, medium shunt, large shunt)
Dorsal (single feeder, multiple feeders)
AV malformations
Extradural-intradural
Intradural
Intramedullary
Compact
Diffuse
Conus medullaris
Neoplastic vascular lesions
Hemangioblastoma
Cavernous malformation
Spinal aneurysms
Table 2. Classification by Spetzler et al.

Rodesch et al. classified spinal AV shunts into the following three groups from genetic and
hereditary points of view (Table 3) [19, 20]: (1) Genetic hereditary lesions that are caused by a
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genetic disorder affecting the vascular germinal cells. Spinal cord malformations associated
with hereditary hemorrhagic telangiectasia (HHT) fall into this category. (2) Genetic nonher‐
editary lesions (such as somatic mutations) that share metameric links, including the Cobb
syndrome, affecting the whole myelomere. Patients typically present with multiple shunts of
the spinal cord, nerve root, bone, paraspinal muscle, subcutaneous tissue, and the skin.
Klippel-Trenaunay and Parkes-Weber syndromes also belong to this group. (3) If there is no
evidence of genetic disorder, a lesion is assumed to be a single lesion. It is likely that some of
these isolated, apparently sporadic lesions may represent incomplete phenotypic expressions
of an underlying, undiagnosed genetic or segmental syndrome. This classification reflects the
important embryologic aspects of AV shunts; however, most cases (>80%) fall into the last
group, which is not advantageous for treatment.
Genetic hereditary lesions : macrofistulae and hereditary hemorrhagic telangiectasia
Genetic nonhereditary lesions : all of which were multiple lesions with metameric or myelomeric associations
Single lesions : which could represent incomplete presentations of one of the above groups
Table 3. Classification of Rodesch et al.

Similar to pathology of the brain, spinal AV shunts can be differentiated into dural AV fistulas
and spinal cord pial (intraparenchymal) AV malformations, depending on the shunt location
and its related angioarchitecture [16, 24].
Spinal dural AV fistulas are fed by the radicular arteries and/or the surrounding vertebral
branches, whereas spinal cord pial AV malformations are, similar to their cerebral counter‐
parts, fed by the perimedullary and/or intrinsic arteries of the spinal cord. Spinal cord pial AV
malformations may be either of the fistulous type, consisting of a direct connection between
artery and vein, or of the nidus type, with an intervening network of vessels. Fistulas are further
subdivided into micro- and macrofistulas. Nidi are further subdivided into glomus and
juvenile types. Generally, dural AV fistulas are considered an acquired pathology, whereas
pial AV malformations are presumed to be inborn vascular lesions.
The term “angioarchitecture” not only describes the morphology of the lesion at a given time,
but also places the lesion in a temporal sequence. Most spinal AV shunts induce changes over
time; marked venous ectasias may develop, and additional arterial feeders may be recruited.
Venous thrombosis may induce spontaneous regression of the lesions. The type of shunt may
remain fixed, but some fistulas may approach the nidus-type of malformation with time as a
result of extensive pial reflux or intense intrinsic network congestion. The type of shunt implies
the clinical presentation, treatment, and prognosis [20].
3.2. Spinal dural AV fistulas
Spinal dural AV fistulas account for 70% of all spinal AV shunts. Men are affected approxi‐
mately five times more often than women. The disease usually becomes symptomatic in the
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elderly population. Most fistulas are located in the thoracolumbar region. Multiple fistulae in
the same patient are exceedingly rare [25, 26].
Recently, both cranial and spinal dural AV fistulas have been categorized into ventral, dorsal,
and lateral groups on the basis of the embryologic development of the venous drainage [27].
The ventral group consists of dural AV fistulas into those veins that normally drain the
structures developed from the notochord (i.e., the vertebral body at the spinal level). These
veins are known as the basivertebral venous plexus, which subsequently drains into the
anterior internal vertebral venous plexus, located in the ventral epidural space of the spinal
canal, which joins the basilar venous plexus and cavernous sinus. They may become sympto‐
matic as a result of compression of the spinal cord or nerve roots by the enlarged epidural
venous pouches. Because of the antireflux mechanism, these shunts do not induce the venous
congestion of the spinal cord. There have been only a few case reports describing associated
perimedullary reflux as a cause of congestive myelopathy. A hypothesis about a possible defect
in the valve-like mechanism that normally impedes retrograde flow from the epidural plexus
to perimedullary veins has been suggest to explain this finding.
The dorsal group of dural AV fistulas is related to veins that normally drain the spinous process
and lamina at the spinal level. Although they are related to the major dural venous sinuses
(superior sagittal sinus, torcular herophili, and transverse sinuses) at the cranial level, the
corresponding veins at the spinal level are poorly developed and consist of a pair of longitu‐
dinal channels (i.e., the posterior internal venous plexus). Patients with dural AV fistulas
within this space typically present with spontaneous epidural hematomas. These symptomatic
lesions are extremely rare.
The most common “classic” type of spinal dural AV fistulas is categorized as the lateral group.
This type represents >90% of all spinal dural AV fistulas that develop in the lateral epidural space
at the junction of the veins that connect the spinal cord drainage to the epidural venous system.
The fistula is located at the dura mater close to the spinal nerve root, where a radicular artery
enters a radicular vein. Obstruction of its adjacent venous outlet, as a result of thrombosis or
fibrosis related to aging, will lead to reflux into the perimedullary veins. Increase in spinal venous
pressure diminishes the arteriovenous pressure gradient that leads to decreased drainage of
normal spinal veins and venous congestion with intramedullary edema. This in turn leads to
chronic hypoxia and progressive myelopathy. As a result, patients within this group present
with aggressive clinical symptoms and at an older age. A strong male predominance is also
observed, which is similar to that seen in the cranially located lateral AV fistulas, such as in the
foramen magnum (medulla bridging vein) and tentorial (petrosal bridging vein) locations.
Symptoms of congestive myelopathy are unspecific. Usually, the deficits progress gradually;
however, acute disease onset and progressive development interrupted by intermediate
remissions is also possible. Mass effects and hemorrhagic changes are rare as presenting
symptoms. Without therapy, the prognosis of this disease is grim, because it results in
irreversible motor weakness, sensory disturbance, and bladder-bowel dysfunction [25, 26].
There are two options in the treatment of spinal dural AV fistulas; surgical occlusion of the
intradural reflux vein, and endovascular therapy employing embolic material into the fistula.
Surgery is a relatively simple and safe intervention, resulting in long-term shunt occlusion in

91

92

Arteriovenous Fistulas-Diagnosis and Management

98% of cases [28]. In endovascular therapy, the embolic glue material must pass the fistula and
occlude the proximal segment of the draining vein to prevent subsequent intradural collateral
filling of the fistula. The success rates of endovascular therapy have been reported to vary
between 25% and 75% [29-31]. Following complete occlusion of the fistula, the progression of
the disease may cease; however, only two-third of all patients show regression of their motor
weakness and only one-third show an improvement in sensory disturbances. Impotence and
sphincter disturbances are seldom reversible [26].
3.3. Spinal cord pial AV malformations
Approximately 20%–30% of all spinal AV shunts are spinal cord pial AV malformations [16,
24, 32]. Similar to brain AV malformations, they are fed by arteries of the spinal cord and
drained by spinal cord veins. These high-flow shunts might be intra- and/or perimedullary in
location and can be differentiated into fistulous, glomus, and juvenile types, according to their
shunt type and hemodynamic flow pattern. Fistulous and glomus types are often present
within different compartments of the same AVM.
Fistulous AV malformations (“perimedullary AV fistulas”) are direct AV shunts located
superficially on the spinal cord and can possess intramedullary compartments. The shunt may
be supplied by the anterior or posterior spinal artery, while the draining veins are the super‐
ficial perimedullary veins. This type can be subdivided into three types depending on the size
of the feeding vessel, the volume of the shunt, and the drainage pattern [21]. Type I fistulas
are small AV malformations; neither the feeding artery nor the draining vein is dilated, and
the shunt volume is low. Type II fistulas are medium-sized AV malformations fed by one or
two dilated arteries, whereas type III fistulas harbor multiple massively dilated arterial feeders
and have a large shunt volume.
Glomus AV malformations have a nidus closely resembling that of a brain AV malformation
and usually having an intramedullary location. The superficial nidus compartments may also
reach the subarachnoid space. Because of the many anastomoses between the anterior and
posterior arterial feeding systems of the spine, this type is typically fed by multiple arteries
derived from both the anterior and the posterior systems. Drainage is into dilated vessels of
the spinal cord.
Juvenile AV malformations are typically large with both fistulous and glomus compartments
not only involving the spinal cord but also neighboring tissues such as the dura, vertebral
body, and paravertebral muscle.
Venous congestion, hemorrhage, space-occupying effects and vascular steal have been
attributed to the pathogenesis of spinal cord AV malformations. If the AV malformation does
not present initially with an acute hemorrhage, symptoms are unspecific. The glomus type
tends to become symptomatic in younger children and adolescents, whereas the fistulous type
becomes symptomatic in young adults [16, 31].
The first attempt at treatment of spinal cord pial AV malformations tends to be an endovascular
procedure, with the exception of most of type I fistulous AV malformations. Direct microsur‐
gery should be conducted in type I fistulous malformations because the small caliber of the
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feeding artery prohibits placement of a catheter close to the fistula. Type II and III fistulous
malformations have dilated feeding vessels enabling superselective catheterization close to
the fistula and subsequent obliteration. In the glomus type, glue or particles can be employed
to obliterate the nidus. In the juvenile type, only those parts of the malformation should be
treated that are most likely to account for the symptoms [22-24].

4. Diagnostic imaging
When spinal lesions are suspected, MRI should constitute the first diagnostic modality.
In spinal dural AV fistulas, MRI demonstrates the combination of intramedullary signal
alterations and perimedullary dilated vessels [25]. On T2-weighted images, the cord shows
centromedullary hyperintensity over multiple segments. On T1-weighted images, the swollen
cord is slightly hypointense and enlarged. Following contrast administration, diffuse intra‐
medullary enhancement may be seen as a sign of chronic venous congestion with a breakdown
of the blood–spinal cord barrier. In the further course of the disease, the spinal cord will be
atrophic. The dilated and tortuous perimedullary vessels are mainly on the dorsal part of the
cord and can be seen on the T2- weighted images as flow void signals. If they are small,
however, they might be seen only after contrast enhancement. The coiled or serpentine
vascular structures may be well delineated on heavily T2-weighted sequences. Shunts may
occur anywhere from the level of the foramen magnum to the sacrum, and localization of these
lesions may be difficult and challenging, especially in cases in which the edematous change of
the cord occurs at a considerable distant from the shunt.
The typical appearance of spinal cord pial AV malformations is a conglomerate of dilated
vessels with peri- and intramedullary locations that appear on T2-weighted images as flow
void signals [32, 33]. Depending on their flow velocity and direction, these abnormal vessels
are delineated as mixed hyper/hypointense tubular structures on T1-weighted images.
Contrast enhancement may vary. Venous congestive edema may be present as an intrame‐
dullary hyperintensity on T2-weighted images with concomitant swelling of the cord. The
image might become even more complicated if hematomyelia and subarachnoid hemorrhage
are present; that might demonstrate varying signal intensities depending on the time course.
MRI can identify the location of the nidus in relation to the spinal cord and dura. Especially
in the small perimedullary fistulous type (type I), contrast media must be given to detect subtle
venous dilatations.
Spinal contrast-enhanced dynamic MRA has contributed to shunt localization in some cases
[34-37]. The technique of first-pass gadolinium-enhanced MRA can demonstrate early venous
filling, which indicates the level of the shunt. Multidetector-row helical CT angiography with
intravenous contrast injection (IV-CTA) can provide spinal vessel images showing the
surrounding bony structure [38, 39]. These images allow a wide survey of possible shunts, but
the spatial and temporal resolution is inadequate for planning the treatment strategy. Fur‐
thermore, cine review of the entire spine is not possible because of the limitations of acquisition
time and the limited field of view (FOV).
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Figure 2. Sagittal sections of T2-weight MRI. Left: spinal dural AV fistula. Right: spinal cord AV malformation.

Figure 3. Less-invasive spinal vascular imagings. Left: Spinal contrast-enhanced dynamic MRA of fistulous-type spinal
cord AV malformation (type III). Right: Multidetector-row helical CT angiography with intravenous contrast injection
(IV-CTA) of fistulous-type spinal cord AV malformation (type II).
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Although MRI, MRA and IV-CTA have the distinct advantage of less-invasive examination of
the spinal cord and surrounding structures, their findings do not provide any hemodynamic
information. Until date, selective spinal digital subtraction angiography (DSA) is the standard
(and indispensable) for diagnosis, treatment, and follow-up examination of spinal vascular
lesions [24, 37]. However, spinal DSA is an invasive procedure. Complete spinal DSA includes
all vessels that may feed the spinal cord, i.e., all intercostal and lumbar arteries, the cervical
feeders including both vertebral arteries, the thyrocervical trunk, the deep cervical artery, and
the internal iliac arteries. Selective angiography of all segmental arteries can often be timeconsuming, require multiple catheterizations, involve long radiation exposure times, and use
large volumes of contrast agents. Furthermore, multiple catheterizations of small segmental
arteries can lead to vessel injury and thromboembolism [40, 41].

5. Intra-arterial (intra-aortic) contrast injection CT angiography
Anatomical localization of the shunts is not only imperative for definitive therapy but can also
complement spinal DSA, possibly leading to reduction in the number of selective catheteri‐
zations and fewer procedural complications. The radicular and spinal arteries are small vessels
with a diameter of 0.5–1.5 mm and are surrounded by osseous structures. This anatomic feature
decrease the contrast-to-noise ratio (CNR) in IV-CTA [42]. Although robust contrast enhance‐
ment is necessary for detection of small vessels, IV-CTA has limitations with respect to
elevating vessel enhancement, because the contrast material is diluted in pulmonary circula‐
tion [43]. To delineate such minute vessels, a method that increases the bolus characteristic of
contrast medium is preferable. To enhance the spatial resolution of spinal CTA, we tried
multiphase intra-arterial (intra-aortic) contrast injection CT angiography (IA-CTA) in advance
of spinal DSA. We found that IA-CTA could track the normal/abnormal spinal arteries to the
aorta in detail. Multiphase dynamic imaging can discriminate the arterial component from the
draining veins, which improves the precision of diagnosis.
A 4 (or 5) Fr Pigtail Catheter was advanced to the proximal portion of the descending aorta
for thoracolumbar lesions or the proximal portion of the ascending aorta for cervicothoracic
lesions. Patients were then transferred to the CT room, and 80 mL of iodinated contrast material
(Iopamiron 300 mg I/ml; Nihon Schering K.K., Osaka, Japan) was injected via the catheter at
a rate of 4 mL/s. The CT scan started 5 seconds after starting the injection and was consecutively
repeated to obtain early- and late-phase images. Two datasets were reconstructed from the
two consecutive scans. Image datasets were transferred to a workstation. An oblique coronal
multiplanar reconstruction fitting the curvature of the spine was obtained. Exactly the same
MPR sections were obtained from the second phase to distinguish the feeding arteries from
the draining veins, which were in close proximity. Curved planar reformation (CPR) and threedimensional volume rendering were applied to display an overview of the lesions. Detection
of the arterial feeders confirmed the presence of a connecting vessel ascending from the
intervertebral foramen to the lesions, and the absence of further enhancement in the second
phase compared with the first phase. Continuity was confirmed by paging oblique coronal
MPR or axial images. Spinal DSA with selective catheterization was subsequently performed
with reference to the findings of IA-CTA.
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Figure 4. IA-CTA (arterial phase) demonstrating the radicular arteries and the artery of Adamkiewicz clearly.

Figure 5. Spinal dural AV fistula with a feeder originated from the left T11 intercostal artery. A: serial axial sections of
IA-CTA. B: serial coronal sections of IA-CTA.
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Figure 6. Serial coronal sections of IA-CTA demonstrating fistulous-type spinal cord AV malformation (type II), fed by
rt. T9 and lt. T8 intercostal arteries.

6. Direct surgery under the guidance of intra-arterial injection indocyanine
green (ICG) videoangiography
The goal of treatment for spinal AV shunts is the extirpation of shunt vessels without com‐
promising the spinal cord circulation. In spinal cord pial AV malformations in particular,
however, this is not feasible because of the complexity of the vasculature. For direct surgery
of spinal cord AV shunts, various intraoperative diagnostic modalities have been used to assess
the hemodynamics and to identify the shunting vessels, such as intraoperative spinal DSA,
Doppler ultrasonography and videoangiography using indigo carmine and indocyanine green
[44-50]. Intraoperative spinal DSA is a standard tool for demonstrating shunting flow and
confirming extirpation [49]. However, its resolution is not adequate to assess the precise
anatomy of the vasculature. Intra-arterial injection of indigo carmine via a catheter introduced
for the spinal DSA has the advantage of visibility with conventional light optics; however,
when compared with ICG fluorescence, the development and washout of the blue dye is less
clear, and the time resolution and utility in discerning arterial or venous components is
significantly limited [45]. Recent advances in microscope-integrated videoangiography using
ICG have made it possible to visualize blood flow and hemodynamic changes in real time. A
technique using intravenous injection of ICG has been used for cerebrovascular surgery,
however, it is limited to detect the flow direction and velocity and to repeat the examination
frequently [46-48]. To enhance the temporal and spatial resolution of this technique in spinal
vascular surgery, we introduced intraarterial injection ICG videoangiography with selective
catheterization [50].
After induction of general anesthesia, a 5-Fr long metallic introducer vessel sheath was inserted
into the femoral artery in the operating room. After surgical exposure of the lesions, an
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Figure 7. Glomus-type spinal cord AV pial malformation. Serial axial sections of IA-CTA showing the location of the
intramedullary nidus and perimedullary varix. Coronal sections indicating 2 arterial feeders originated from the left T8
and T12 intercostal arteries, which was confirmed by spinal DSA.

angiographic catheter was placed into the proximal portion of the feeding artery for intrao‐
perative DSA and ICG injection. When ICG solution (0.06 mg in 5 ml saline) was injected
through the catheter, the feeders and then the drainers were illuminated with fluorescence and
became clearly distinguishable using a fluorescence surgical microscope. Temporary occlusion
applied close to the shunts led to immediate disappearance of the shunt flow. In addition to
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Figure 8. Intraoperative views of spinal cord AV malformation at the conus medullaris. Left: Indigo carmine videoan‐
giography and serial photographs of IA-ICG videoangiography illuminating the feeders, shunts, and drainers in order.
Right: IA-ICG videoangiography demonstrating the intraoperative flow alteration clearly.

fluorescence angiography, Doppler ultrasonography and intraoperative DSA were used to
confirm extirpation of the AV shunts. Selective IA-ICG videoangiography also showed the
patency of the normal anterior/posterior spinal artery, which could not be visualized by
intraoperative DSA.
ICG videoangiography by intravenous bolus injection is performed with 10–25 mg ICG
dissolved in saline. Once ICG is injected intravenously, the dye is diluted in the systemic
circulation and carried to the tributary of observation via arterial flow. The background
fluorescence remains for several minutes until the systemic concentration of ICG was de‐
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creased through hepatic excretion, which disturbed the detection of alterations in vessel flow.
By using intra-arterial selective catheterization to the vicinity of the pathology, a much smaller
dose of ICG can visualize the vessels without any background. Flow dynamics such as
direction, velocity and alteration after temporary occlusion were well visualized. The resulting
quick washout allows differentiation of the phase of the filling, thus identifying the feeder, the
drainer, and the shunts in between. The small dose allows repetition of the examinations. The
temporal resolution is far superior to that obtained by the intravenous injection technique.
With test occlusion applied to one surface vessel to the other, and by observing alterations in
the filling pattern in a real time, it becomes possible to identify the feeders and the drainers
and thereby localize the embedded shunts. These are the great advantages of the intra-arterial
injection over intravenous administration. The feasibility of multiple repeated injections helps
in obtaining precise flow-dynamic information. When faced with complex spinal cord AV
malformations, such repeated real-time information is indispensable for the localization and
obliteration of the hidden shunts.

7. Conclusion
Despite the considerable advances that have been made in imaging and endovascular
technology, spinal AV shunts continue to pose significant therapeutic challenges. Endovas‐
cular therapy and direct surgery with effective intraoperative diagnostic aids have a comple‐
mentary role in the management, and understanding of the pathophysiology of these shunts
and information about the detailed vasculature of the lesions is indispensable for achieving
optimal results.

Author details
Shinji Yamamoto and Phyo Kim
Department of Neurologic Surgery, Dokkyo University, Tochigi, Japan

References
[1] Aminoff MJ, Barnard RO, Logue V. The pathophysiology of spinal vascular malfor‐
mations. J Neurol Sci. 1974 Oct;23(2):255-63.
[2] Aminoff MJ, Logue V. Clinical features of spinal vascular malformations. Brain. 1974
Mar;97(1):197-210.
[3] Aminoff MJ, Logue V. The prognosis of patients with spinal vascular malformations.
Brain. 1974 Mar;97(1):211-8.

Spinal Arteriovenous Fistulas and Arteriovenous Malformations – Complicated Vasculature and Surgical Imaging
http://dx.doi.org/10.5772/56367

[4] Detweiler PW, Porter RW, Spetzler RF. Spinal arteriovenous malformations. Neuro‐
surg Clin N Am. 1999 Jan;10(1):89-100.
[5] Grote EH, Voigt K. Clinical syndromes, natural history, and pathophysiology of vas‐
cular lesions of the spinal cord. Neurosurg Clin N Am. 1999 Jan;10(1):17-45.
[6] Baker HL, Jr., Love JG, Layton DD, Jr. Angiographic and surgical aspects of spinal
cord vascular anomalies. Radiology. 1967 Jun;88(6):1078-85.
[7] Cahan LD, Higashida RT, Halbach VV, Hieshima GB. Variants of radiculomeningeal
vascular malformations of the spine. J Neurosurg. 1987 Mar;66(3):333-7.
[8] Di Chiro G, Doppman J, Ommaya AK. Selective arteriography of arteriovenous
aneurysms of spinal cord. Radiology. 1967 Jun;88(6):1065-77.
[9] Djindjian M, Djindjian R, Rey A, Hurth M, Houdart R. Intradural extramedullary spi‐
nal arterio-venous malformations fed by the anterior spinal artery. Surg Neurol. 1977
Aug;8(2):85-93.
[10] Krayenbuhl H, Yasargil MG, McClintock HG. Treatment of spinal cord vascular mal‐
formations by surgical excision. J Neurosurg. 1969 Apr;30(4):427-35.
[11] Krings T. Vascular Malformations of the Spine and Spinal Cord : Anatomy, Classifi‐
cation, Treatment. Clin Neuroradiol. 2010 Feb 28. [Epub ahead of print]
[12] Lasjaunias PL, Berenstein A, terBrugge K. Surgical neuroangiography, vol 1. Clinical
vascular anatomy and variations. Berlin: Springer, 2001. Apr;30(4):427-35.
[13] Zawilinski J, Litwin JA, Nowogrodzka-Zagorska M, Gorczyca J, Miodonski AJ. Vas‐
cular system of the human spinal cord in the prenatal period: a dye injection and cor‐
rosion casting study. Ann Anat. 2001 Jul;183(4):331-40.
[14] Tadie M, Hemet J, Freger P, Clavier E, Creissard P. Morphological and functional
anatomy of spinal cord veins. J Neuroradiol. 1985;12(1):3-20.
[15] Krings T, Mull M, Bostroem A, Otto J, Hans FJ, Thron A. Spinal epidural arteriove‐
nous fistula with perimedullary drainage. Case report and pathomechanical consid‐
erations. J Neurosurg Spine. 2006 Oct;5(4):353-8.
[16] Rosenblum B, Oldfield EH, Doppman JL, Di Chiro G. Spinal arteriovenous malfor‐
mations: a comparison of dural arteriovenous fistulas and intradural AVM's in 81 pa‐
tients. J Neurosurg. 1987 Dec;67(6):795-802.
[17] Spetzler RF, Detwiler PW, Riina HA, Porter RW. Modified classification of spinal
cord vascular lesions. J Neurosurg. 2002 Mar;96(2 Suppl):145-56.
[18] Kim LJ, Spetzler RF. Classification and surgical management of spinal arteriovenous
lesions: arteriovenous fistulae and arteriovenous malformations. Neurosurgery. 2006
Nov;59(5 Suppl 3):S195-201; discussion S3-13.
[19] Rodesch G, Hurth M, Alvarez H, Tadie M, Lasjaunias P. Classification of spinal cord
arteriovenous shunts: proposal for a reappraisal--the Bicetre experience with 155 con‐

101

102

Arteriovenous Fistulas-Diagnosis and Management

secutive patients treated between 1981 and 1999. Neurosurgery. 2002 Aug;51(2):
374-9; discussion 9-80.
[20] Rodesch G, Hurth M, Alvarez H, Ducot B, Tadie M, Lasjaunias P. Angio-architecture
of spinal cord arteriovenous shunts at presentation. Clinical correlations in adults
and children. The Bicetre experience on 155 consecutive patients seen between
1981-1999. Acta Neurochirur. 2004 Mar;146(3):217-26; discussion 26-7.
[21] Mourier KL, Gobin YP, George B, Lot G, Merland JJ. Intradural perimedullary arte‐
riovenous fistulae: results of surgical and endovascular treatment in a series of 35
cases. Neurosurgery. 1993 Jun;32(6):885-91; discussion 91.
[22] Patsalides A, Knopman J, Santillan A, Tsiouris AJ, Riina H, Gobin YP. Endovascular
treatment of spinal arteriovenous lesions: beyond the dural fistula. Am J Neurora‐
diol. 2011 May;32(5):798-808.
[23] Zozulya YP, Slin'ko EI, Al Q, II. Spinal arteriovenous malformations: new classifica‐
tion and surgical treatment. Neurosurg focus. 2006;20(5):E7.
[24] da Costa L, Dehdashti AR, terBrugge KG. Spinal cord vascular shunts: spinal cord
vascular malformations and dural arteriovenous fistulas. Neurosurg focus. 2009 Jan;
26(1):E6.
[25] Krings T, Geibprasert S. Spinal dural arteriovenous fistulas. Am J Neuroradiol. 2009
Apr;30(4):639-48.
[26] Fugate JE, Lanzino G, Rabinstein AA. Clinical presentation and prognostic factors of
spinal dural arteriovenous fistulas: an overview. Neurosurg focus. 2012 May;
32(5):E17.
[27] Geibprasert S, Pereira V, Krings T, Jiarakongmun P, Toulgoat F, Pongpech S, et al.
Dural arteriovenous shunts: a new classification of craniospinal epidural venous ana‐
tomical bases and clinical correlations. Stroke. 2008 Oct;39(10):2783-94.
[28] Steinmetz MP, Chow MM, Krishnaney AA, Andrews-Hinders D, Benzel EC, Masar‐
yk TJ, et al. Outcome after the treatment of spinal dural arteriovenous fistulae: a con‐
temporary single-institution series and meta-analysis. Neurosurgery. 2004 Jul;55(1):
77-87; discussion -8.
[29] Niimi Y, Berenstein A, Setton A, Neophytides A. Embolization of spinal dural arte‐
riovenous fistulae: results and follow-up. Neurosurgery. 1997 Apr;40(4):675-82; dis‐
cussion 82-3.
[30] Song JK, Vinuela F, Gobin YP, Duckwiler GR, Murayama Y, Kureshi I, et al. Surgical
and endovascular treatment of spinal dural arteriovenous fistulas: long-term disabili‐
ty assessment and prognostic factors. J Neurosurg. 2001 Apr;94(2 Suppl):199-204.

Spinal Arteriovenous Fistulas and Arteriovenous Malformations – Complicated Vasculature and Surgical Imaging
http://dx.doi.org/10.5772/56367

[31] Van Dijk JM, terBrugge KG, Willinsky RA, Farb RI, Wallace MC. Multidisciplinary
management of spinal dural arteriovenous fistulas: clinical presentation and longterm follow-up in 49 patients. Stroke. 2002 Jun;33(6):1578-83.
[32] Krings T, Mull M, Gilsbach JM, Thron A. Spinal vascular malformations. Eur Radiol.
2005 Feb;15(2):267-78.
[33] Doppman JL, Di Chiro G, Dwyer AJ, Frank JL, Oldfield EH. Magnetic resonance
imaging of spinal arteriovenous malformations. J Neurosurg. 1987 Jun;66(6):830-4.
[34] Ali S, Cashen TA, Carroll TJ, McComb E, Muzaffar M, Shaibani A, et al. Time-re‐
solved spinal MR angiography: initial clinical experience in the evaluation of spinal
arteriovenous shunts. Am J Neuroradiol. 2007 Oct;28(9):1806-10.
[35] Farb RI, Kim JK, Willinsky RA, Montanera WJ, terBrugge K, Derbyshire JA, et al. Spi‐
nal dural arteriovenous fistula localization with a technique of first-pass gadoliniumenhanced MR angiography: initial experience. Radiology. 2002 Mar;222(3):843-50.
[36] Mull M, Nijenhuis RJ, Backes WH, Krings T, Wilmink JT, Thron A. Value and limita‐
tions of contrast-enhanced MR angiography in spinal arteriovenous malformations
and dural arteriovenous fistulas. Am J Neuroradiol. 2007 Aug;28(7):1249-58.
[37] Zampakis P, Santosh C, Taylor W, Teasdale E. The role of non-invasive computed to‐
mography in patients with suspected dural fistulas with spinal drainage. Neurosur‐
gery. 2006 Apr;58(4):686-94; discussion -94.
[38] Lai PH, Pan HB, Yang CF, Yeh LR, Hsu SS, Lee KW, et al. Multi-detector row com‐
puted tomography angiography in diagnosing spinal dural arteriovenous fistula: ini‐
tial experience. Stroke. 2005 Jul;36(7):1562-4.
[39] Si-jia G, Meng-wei Z, Xi-ping L, Yu-shen Z, Jing-hong L, Zhong-hui W, et al. The
clinical application studies of CT spinal angiography with 64-detector row spiral CT
in diagnosing spinal vascular malformations. Eur J Radiol. 2009 Jul;71(1):22-8.
[40] Forbes G, Nichols DA, Jack CR, Jr., Ilstrup DM, Kispert DB, Piepgras DG, et al. Com‐
plications of spinal cord arteriography: prospective assessment of risk for diagnostic
procedures. Radiology. 1988 Nov;169(2):479-84.
[41] Kieffer E, Fukui S, Chiras J, Koskas F, Bahnini A, Cormier E. Spinal cord arteriogra‐
phy: a safe adjunct before descending thoracic or thoracoabdominal aortic aneurys‐
mectomy. J Vasc Surg. 2002 Feb;35(2):262-8.
[42] Yoshioka K, Niinuma H, Ehara S, Nakajima T, Nakamura M, Kawazoe K. MR an‐
giography and CT angiography of the artery of Adamkiewicz: state of the art. Radio‐
graphics. 2006 Oct;26 Suppl 1:S63-73.
[43] Nakayama Y, Awai K, Yanaga Y, Nakaura T, Funama Y, Hirai T, et al. Optimal con‐
trast medium injection protocols for the depiction of the Adamkiewicz artery using
64-detector CT angiography. Clinical radiology. 2008 Aug;63(8):880-7.

103

104

Arteriovenous Fistulas-Diagnosis and Management

[44] Iacopino DG, Giusa M, Conti A, Cardali S, Tomasello F. Intraoperative microvascular
Doppler monitoring of blood flow within a spinal dural arteriovenous fistula: a pre‐
cious surgical tool. Case report. Neurosurg focus. 2001;10(2):ECP1.
[45] Tani S, Ikeuchi S, Hata Y, Abe T. Vascular orientation by intra-arterial dye injection
during spinal arteriovenous malformation surgery. Neurosurgery. 2001 Jan;48(1):
240-2.
[46] Colby GP, Coon AL, Sciubba DM, Bydon A, Gailloud P, Tamargo RJ. Intraoperative
indocyanine green angiography for obliteration of a spinal dural arteriovenous fistu‐
la. J Neurosurg Spine. 2009 Dec;11(6):705-9.
[47] Hanel RA, Nakaji P, Spetzler RF. Use of microscope-integrated near-infrared indoc‐
yanine green videoangiography in the surgical treatment of spinal dural arteriove‐
nous fistulae. Neurosurgery. May;66(5):978-84; discussion 84-5.
[48] Murakami T, Koyanagi I, Kaneko T, Iihoshi S, Houkin K. Intraoperative indocyanine
green videoangiography for spinal vascular lesions: case report. Neurosurgery. 2011
Mar;68(1 Suppl Operative):241-5; discussion 5.
[49] Schievink WI, Vishteh AG, McDougall CG, Spetzler RF. Intraoperative spinal angiog‐
raphy. J Neurosurg. 1999 Jan;90(1 Suppl):48-51.
[50] Yamamoto S, Kim P, Kurokawa R, Itoki K, Kawamoto S. Selective intraarterial injec‐
tion of ICG for fluorescence angiography as a guide to extirpate perimedullary arte‐
riovenous fistulas. Acta Neurochir. 2012 Mar;154(3):457-63.

