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Abstract:

We reported a case of the cavernous dural AV fistula treated by selective transvenous coil embolization of the fistula
point.

Case; Thirty-seven year old female who presented unilateral exophthalmus and chemosis was diagnosed left ca-
vernous dural AV fistula, Barrow type D. Detailed angiographical analysis diagnosed a single AV fistula of the
medial-superior-anterior‘ part of the cavernous sinus. She was treated by selective transvenous coil embolization of
the fistula point with minimal coil deposit. Cavernous dural AV shunt was completely disappeared and clinical
signs were soon fully recovered.

Conclusion; Selective transvenous coil embolization of the cavernous dural AV shunt is an ideal endovascular treat-
ment with minimal coil deposit. Several required conditions to perform this treatment are discussed. Qutlet occlu-
sion and sinus packing should be always prepared as a second choice of the treatment unless the selective coil

embolization is possible to treat the AV shunt completely.
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Fig. 1A, 1B: Left external carotid angiography P-A view.
Early arterial phase (1A) and late arterial
phase (1B). Cavernous dural AV shunt was
demonstrated.

Fig. 1C, 1D: Left external carotid angiography lateral
view. Early arterial phase (1C) and late arteri-
al phase (1D). Note the retrograde flow of the
left sylvian vein was flowed into the vein of
Labbe and the left lateral sinus.

|

Fig. 1E, 1F: Left external carotid angiography LAO
oblique view (1E) and lateral a oblique view
(F).
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Fig. 2A, 2B: Left internal carotid angiography P-A view
(2A) and lateral view (2B). Cavernous dural
AV shunt fed by ICA C5 meningohypophysial
trunk was demonstrated.
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Fig. 4
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Fig. 3: Right external carotid angiography P-A view. Note
the ascending pharyngeal artery run to the left
cavernous sinus fistula point.

Fig. 4: Right ascending pharyngeal artery selective
angiography P-A view.
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Fig. 5A, 5B: Skull plain film P-A view (5A) and lateral
view (5B). 0.035 Terumo guide wire was
introduced into the left cavernous sinus.
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Fig. 6A-E: Skull plain film P-A view. Seria coil deposition
shadows were demonstrated.
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Fig. 7A, 7B: Skull plain film P-A view (7A) and lateral view
(7B) demonstrated final coil deposition image.
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Fig. 8A, 8B: Left external carotid angiography P-A view (8A)
and late arteriaral view (8B) demonstrated dis-
appearance of the cavernous dural AV shunt.
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