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			Case Description

			A 69-year-old gentleman presented with a twelve-month history of progressive bilateral lower limb weakness and numbness. For the past two weeks, he developed constipation and urinary retention. He denied fever, backache, trauma, weight loss, or cough. For these symptoms, he had visited multiple doctors and had three magnetic resonance imaging (MRI) of the spine, which were reported as cervical spondylosis, transverse myelitis, and syrinx, respectively. Still, his diagnosis was uncertain, and the weakness was gradually worsening. Medical history was significant for type 2 diabetes mellitus and hypertension. On examination, muscle strength was normal in 
upper limbs while it was reduced in the lower limbs bilaterally 
(MRC grade 3/5) with reduced deep tendon reflexes and up-going plantar responses. All sensations were reduced below the level of T7. We repeated MRI of the spine. The T2-weighted images showed patchy edema in the spinal cord extending from C4 vertebral body up to the conus along with vessel flow voids dorsally (figure 1A), which were suggestive of spinal dural arteriovenous fistula (SDAVF). The diagnosis was subsequently confirmed on digital subtraction angiography and the fistula was embolized. He was stable post procedure and his weakness improved (MRC grade 4/5) within the next 48 hours.

			[image: ]

			SDAVF is the most common vascular malformation of the spinal cord, albeit still rare, with an annual incidence of only 5-10 cases per million [1]. It is estimated that a neurologist sees a single case of SDAVF every 5 years. Diagnosis is often missed leading to diagnostic delay, as in our case. To our surprise, the literature reveals a delay of around 15-24 months from symptom-

onset to the confirmation of the diagnosis of SDAVF [2,3]. Spinal MRI is often the first choice of investigation. It not only excludes the common causes of paraplegia but also reveals characteristic appearances suggestive of SDAVF.

			 These include (1) T2 hyperintense signals within the cord, (2) spinal cord expansion, and (3) vessel flow voids on the 
dorsal and/or ventral aspect of the cord (figure 1B). When these characteristic findings were missed on initial MRI spine and radiologist does not suspect vascular etiology, a mean diagnostic delay of 281 days is seen in the diagnosis of SDAVF from initial MRI as compared to only 22 days when a vascular etiology is suspected in the initial MRI reporting [4].
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			SDAVF has a variable prognosis but almost 90% of patients experience either stabilization or improvement in their symptoms following treatment [1]. The treatment involves either microsurgery or endovascular embolization to close the abnormal vascular connection. Since SDAVF is largely a reversible condition if diagnosed early, the neurologists and radiologists should be aware of the MRI findings to avoid misdiagnosis and unnecessary delays in the diagnosis [5].
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Figure 1A: MRI spine sagittal T2-weighted images of the
cervical spine (left) and lower thoracic spine (right).
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Figure 1B: MRI spine sagittal T2-weighted images showing
vessel flow voids dorsally (white arrows) and T2-hyperintense
signals throughout the cord in the lower thoracic region (white
arrowhead), suggestive of spinal dural arteriovenous fistula.






