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frontal vein (AMFV) IC varix Z 8% L, superior
sagittal sinus (SSS) ~& i3 %5 ACF dAVFE T
& o 7z (Fig. 1A, B). 75 infraorbital artery 7° 5 It
B K\ feeder 28 shunt HE £ THOTHB D,
TAE IZ X %D W REE £ 2, MENHERZ 1T
-7z, 4 femoral artery (FA) 2 6 Fr sheath %
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81 L, 6 Fr FUBUKI 90 cm % SSS (28,
Z % 5 Guidepost 130 cm # AMFV 12 % & L,
DeFrictor Bull (SB %7 2 3) % CHIKAI X10 =
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A :Right internal carotid artery (ICA) angiography shows shunt (arrow) from the right anterior ethmoidal artery (AEA) and varix

draining into the left AMFV (arrowhead) .

B : Right external carotid artery (ECA) angiography reveals shunt from the right infraorbital artery (arrow) and varix draining into

the left AMFV (arrowhead) .

C : Superselective image shows the Defrictor nano is navigated to just proximal portion of the shunt of the right sphenopalatine

artery (arrow) .

D, E:Postoperative angiography shows the shunt is completely occluded.
F : X-ray : ONYX mass which penetrated through the shunt into the drainer (arrow) is demonstrated.
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TAVE) : 72 i%, Bk

SR OMAD /2 MRl 247> 72 & 25 ACF
dAVF 2338 S N7z, Feeder Ml AEA TH
CP {Z shunt #JEH L, AMFV IZ varix Z B L,
SSS N & it LT/ (Fig. 3A, B). AEA 25D
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HEAAERICHH & L, DeFrictor nano & CHIKAI X10
\2T4 AEA X 1) shunt % #& 2 C drainer |2 nano
ZHiATE 7z (Fig. 3C). fIfLE FIZ ONYX34 % iff
PMRAIZIEA L, BIlRY A FIZ ONYX 253k L 72
KT, MEHGEEITY, TRMELHRE ~
A7ah7—T V& L7 (Fig. 3H).
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: Left ICA angiography reveals shunt is fed from the left AEA to the left cribriform dura mater (arrow) and a varix has formed
in the left AMFV (arrowhead) .

, C:Right ECA angiography and 3 demensional rotated angiography showing the shunt point (arrow) and varix (arrowhead) .
: X-ray showing the route of the microcatheter (arrow) .
, F:Postoperative angiography reveals the shunt is completely occluded.
: X-ray shows ONYX plug formation (arrow) .
1 X-ray reveals ONY X mass and entrapped microcatheter navigated from internal jugular vein.
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Fig. 3

A :Right ICA angiography shows the shunt is formed from the right ICA to the right cribriform dura mater (arrow) and flows into

the AMFV (arrowhead) .

B : Superselective angiography shows the shunt has formed from the right AEA to the right cribriform dura mater (arrow) and is

flowing into the AMFV (arrowhead) .

C : Superselective angiography demonstrates Defrictor Nano is navigated through the shunt to the venous component (arrow)

and a varix is formed in the right AMFV (arrowhead) .
D : Angiography shows the shunt is completely occluded.

E : Superselective angiography shows a plug is formed using ONY X34 (arrow) .
F : Superselective angiography reveals the shunt is occluded with ONY X (arrow) .
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Schema of TVE treatment by puncturing the right internal jugular vein, a 6F sheath is inserted into
the right internal jugular vein (A) . Next, the sheath is removed and the microcatheter is cut and

buried subcutaneously (B) .
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Endovascular treatment of anterior cranial fossa dural
arteriovenous fistula: 3 cases treated through various access
routes.

Yu KINOSHITA ", Junya OKABE ", Ikuya NATORI ", Kazuya HIGASHIZONO *,
Hirotake FUJISHIMA ", Hiroo YAMAGA ", Tomoaki TERADA "

1) Department of Neurosurgery, Showa University Northern Yokohama Hospital

Introduction: The endovascular treatment of anterior cranial fossa dural arteriovenous fistula (ACF dAVF)
has dramatically developed due to new endovascular devices. Transarterial embolization (TAE) through the
ophthalmic artery is the main access route for ACF dAVF. However, TAE through the ophthalmic artery
sometimes causes ophthalmic complication due to the occlusion of the central retinal artery. We demonstrate 3
cases of ACF dAVF accessed from different route. Case 1: TAE from the infraorbital artery using ONYX18
plug and push method resulted in complete occlusion. Case 2: Transvenous embolization was chosed due to the
lack of appropriate feeding artery. Microcatheter was navigated through the internal jugular vein, superior
sagittal sinus to the proximal part of the anterior medial frontal vein(just distal of the shunt)was closed using
ONYX 34. Case 3: Microcatheter was navigated through the ophthalmic artery and finally it entered the
draining vein through the shunt (transarterial intravenous embolization, TAVE). Draining vein including shunt
was occluded using ONY X 34.

Conclusion: The outcome of endovascular treatment for ACF dAVF will be improved by using these types

of access route except for transarterial access though the ophthalmic artery.
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