i Bl 3R &

Official Journal of The Japan Society of Neurotraumatology

BTN R A4 » HZ B UTIEREL 12
455k P 25 B R g i DR el 982 D 1 4

PRESH 55 45 (2022) 61— 65

A case of traumatic carotid-cavernous fistula 4-month after head injury
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SN ZAB) IR S IRIFEE (traumatic carotid
cavernous fistula: tCCF) i3, SAIEMMEIZL D, A
FHBYIR & MR IRIE O I BH L2 B KT 5
PEHRTH B U, tCCF REHNMEREB A TR S &
HigMmETor b, 20202 » HURN O

Background: Traumatic carotid-cavernous fistula (tCCF) is rare
arteriovenous shunt between carotid artery and cavernous sinus,
resulting from head injury. The symptoms in tCCF typically
present within several weeks after injury.

We report the rare case of delayed tCCF 4-month after head
injury.

Case presentation: A 86-year-old man suffered right-sided head
injury due to a fall while walking. He was diagnosed with left—
sided subdural hematoma and contusion, but no cranial fractures.
He had a symptom of headache and nausea, but no cranial nerve
palsy. There were no evidence of cerebrovascular disease including
tCCF on initial and 15-day follow—up MRI. Four-month after the
injury, he suffered from sudden onset of diplopia. MRI revealed
the right-sided tCCF draining to the ipsilateral superior ophthalmic
vein, inferior petrosal sinus, and intercavernous sinus. Two-stage
transvenous coil embolization was performed, and the tCCF was
eliminated via selective occlusion. His diplopia was completely
resolved at 1-month follow-up.

Conclusion: tCCF should be considered even in the chronic stage
of head injury. We recommend a longer follow-up period of 6
months after a head injury.
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Fig.1
A: Initial CT showed left subdural hematoma (white
arrowhead) and contusion of the left temporal lobe
(white arrow).
B: MRI at the same level on the CT.
C and D: A-P and lateral view of MRA. A-P view
revealed a small bump on the cavernous portion of the
internal carotid artery (white arrowhead). There was
no evidence of tCCF.
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FHEEMER &2 D, itk 3 O HICkEER K HE
BPEE T 7o, itk 1 » A THEHBLZER2ITHRL,
QD7 v —7 v 7 TtCCF OHRERIRED T
[AYAYAN

FPFESME Vol.45 2022



Fig.2
A and B: MRA at the onset of diplopia showed high intensity area in right cavernous
sinus, superior ophthalmic vein (SOV), and inferior petrosal sinus.
C: Time-of-flight revealed the high intensity on bilateral cavernous sinus (white arrows)
and dilatated right SOV (white arrowhead).
D and E: Right internal carotid angiograms showed the direct carotid—cavernous fistula.
F: Left oblique angiogram demonstrated the shunt point on cavernous portion (white
arrowhead).
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A and B: Right internal carotid angiograms after the first 2 A AZ% <, % »x ‘< bi%{%{iﬁ@ S
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