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ÖZET 

Bu yaz ıda ş iddetli suboksipital ve servikal a ğrı  yak ınmaları  olan ve sağ  kolunda duyu bozuklu ğ u bulunan, Chiari 
malformasyonu ile birlikte olmayan, bir siringohidromyeli olgusu sunulmu ş tur. Kistin sönmesi için hastaya si-
ringo-subaraknoido-plevral şant uyg ılanm ış tır. Ameliyat öncesi ve sonras ı  dönemdeki objektif ve subjektif klinik 
bulgular ile serviko-dorsal MRI bulguları  tartışı lm ış tır. Hasta ameliyattan sonra hem nörolojik, hem de rad-
yolojik olarak iyileşmiş tir. Bu sonuç Chiari malformasyonu bulunmayan siringohidromyeli olgularındaki nö-
rolojik bozukluklar ın siringo-subaraknoido-plevral şant uygulaması  ile düzeltilebilece ğ ini göstermektedir. 

Anahtar kelimeler: Siringohidromyeli, sirinks, şant, tedavi 

Düşünen Adam; 1999, 12 (1): 69-61 

SUMMARY 

The authors reported a case of syringohydrornyella without Chiari malformation whose symptoms were severe 
suboccipital and cervical pain and sensorial impairment in his right arm. Syringo-subarachnoido-peritoneal 
shunting was performed to collapse cystic cavity. Preoperative and postoperative clinical findings (both ob-
jective and subjective) and cervicodorsal MRI findings are discussed. The patient improved both neurologically 
and radiologically after surgery. This result indicated that syringo-subarachrıoido-peritoneal shunting is ef-
fective in reversing neurological deterioration in patients with syringohydromyelia without Chiari mal-
formations. 
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INTRODUCTION 

Cystic dilatation of the spinal cord was first desc-
ribed by the anatomist Estienne in the 16th century 
(4) . Olivier d'Angers coined the term syringomyelia 
and reported a case of syringomyelic patient whose 
spinal cord cavity was in continuity with the fourth 
ventricle (17) . 

In 1859, Stilling (17)  showed that the central canal 
could persist into adult life and suggested the term 
hydromyelia. Barnett et al (3)  classified syringo-
myelia according to its etiology: 

1) Communicating syringomyelia (syringohydro-
myelia), which is associated with developmental 
anomalies at the foramen magnum and in the poste-
rior fossa (e.g. Chiari type I and II malformations, 
Dandy Walker malformations, basiller anomalies); 
2) Posttraumatic syringomyelia that develops as a 
late consequence of spinal cord injury; 
3) Syringomyelia that results from spinal arachnoi-
ditis; 
4) Syringomyelia that is associated with spinal cord 
tumors; and 
5) Idiopathic syringomyelia. 
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of Syringohydromyelia 

CASE REPORT 

This 30-year-old right-handed male patient pre-
sented with a 4-year history of severe suboccipital 
and cervical pain and sensorial impairment at his 
right arm. This pain was increased by coughing. 
Physical examination revealed decrease in tempera-
ture and pain sensation at the level of C3 C7 der-
matomes and L'hermitte's sign was positive. 

Non contrast enhanced thin sectioned CT scans of 
the cervical spine demonstrated hypodense cystic ca-
vitation of the spinal cord at the level of C4-C6 ver-
tebras. His cervicodorsal MRI investigation revealed 
syringohydromyelic cavities between level of C2- 
Dll vertebral spaces. The widest diameter of 'syrin-
gohydromyelic cavity was 1.5 cm at the level of D6 
vertebrae (Figure 1). 

Operation: Prone position was used for the exposure 
of the thoracic spine. After D6 total and D5 and D7 
subtotal laminectomies were made, ligamentum fla-
vum was removed and the dura was opened. High 
pressure cerebrospinal fluid streamed out when the 
cyst cavity was entered throuhg the posterior median 
sulcus. An infant size, distal slit valved, medium 
pressure shunt catheter was placed into the cavity. 
The shunt catheter's open and was inserted into the 
cyst cavity and multiple perforations were made on 
the proximal 2 cm length of the shunt catheter to 
connect the cyst cavity also to the subarachnoidal 
space. The shunt tube was secured to the dura and its 
distal slit valved and was put into the peritoneal ca-
vity to complete the cyst-subarachnoid-peritoneal 
path. 

Postoperative course: Immediate postoperative ab-
dominal and thoracic X-ray films revealed correct 
placement of the catheter. His postoperative cervico-
dorsal MRI investigation showed collapsing of the 
cystic cavity after the successful syringo-subarach-
noido-peritoneal shunting procedure (Figure 2). 

DISSCUSSION 

Defining the indications for operative intervention 
and deciding which surgical technique to perform 
are topics of considerably controversy. Numerous 
surgical interventions have been advocated for the 

Figure 1. Preoperative MRI showing the syringo-hydromyelic ca-
vity in the cervico-thoracic region. 

Figure 2. Postoperative MRI scan showing the effective shrin-
kage of the cavity and subsequent successful decompression of 
the spinal cord tissue. 

treatment of hydromyelia since 1892 when Abbe 
and Coley (17)  described improvement after laminec-
tomy and aspiration of a syrinx. The various proce-
dures can be grouped into four categories: 

1) Decompression of the hindbrain malformation by 
suboccipatl craniectomy and upper cervical laminec- 
tomy (5,6,13,19,20). 
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2) Laminectomy and syringostom (myelotomy) (8,12, 
15,16,17). 

3) Terminal ventriculostomy (19,21); 

4) Percutaneous aspiration of the syrinx. 

The improvement of shunt materials has revieved an 
interest in laminectomy, myelotomy and direct dra-
inage of syrinx (15) . Love and Olafson (9) , noted that 
the success of syringostomy depended upon ma-
intaining a permanent fistula between the cyst cavity 
and the subaracnoidal space. 

Syringo-subarachnoid shunting was advocated by 
Barnett et al (3) , Shannon et al (14) , and Tator et al 
(16) . Other authors suggested that shunting to a low 
pressure cavity such as the pleura or peritoneum is 
more efficacious (2,8,12,15).  

Syringostomy along with shunting is the prefered 
modality for treating posttraumatic and idiopathic 
syringomyelia. 

In our case we used syringo-subarachnoido-perito-
neal shunting. We performed laminectomy at the re-
gion of maximal cystic dilatation and connected the 
cyst cavity both the subarachnoidal space and pe-
ritoneal cavity. In the early postoperative period, his 
suboccipital and cervical pain disappeared. The MRI 
investigation made in the early postoperative period 
showed the successful shrinkage of syringohydro-
mylic cavity. 

Anderson et al. (1)  analyzed the time courses of 44 
patients with syringomyelia: 7 (35 %) of 20 patients 
who did not undergo surgery had no progression of 
symptoms and were clinically stable for a median of 
10 years after diagnosis. These investigators stated 
that although improvement was achieved after sur-
gery, long term results were uncertaion. 

Menezes (10)  and Paul et al (I I)  reported excellent 
pain relief and improvement of motor function in 
80-90 % of their patients with hydromyelia. Lesion 
et al. (8)  reviewed 648 patients, of which 46 % imp-
roved, 32 % remained stable, 20 % had disease prog-
ression postoperatively. 

CONCLUSION 

This case report indicates that syringo-subarachnoi-
do-peritoneal shunting reversed the signs and symp-
toms of neurological deterioration of our patient 
with syringohydromyelia in the early postoperative 
period. Longer follow up is needed before the suc-
cess of this operation can be fully understood. 

REFERENCES 

1.Anderson NE, Willoughby EW, Wrightson P: The natural his-
tory and the influences of surgical treatment in syringomyelia. 
Acta Neurol Scand 71:472-79, 1985, 
2. Barbaro NM, Wilson CB, Gutin PH, Edwards MS: Surgical tre-
atment of syringomyelia. Favorable results with syringoperitoneal 
shunting. J Neurosurg 61:531-38, 1993. 
3. Barnett HJM, Botterell EH, Jousee AT: Progressive myelo-
pathy as a sequel to traumatic paraplegia. Brain 89:159,74, 1966. 
4. Barnett HJM, Foster JB, Hudgson P: Syringomyelia. WB Sa-
unders, London, 1973; p.234-66. 
5. Gardner WJ: Hydrodynamic mechanism of syringomyelia: its 
relationship with myelocele. J Neurol Neurosurg Psychiatry 
28:353-57, 1965. 
6. Gardner WJ, Goodall RJ: The surgical treatment of Arnold-
Chiari malformation in adults. J Neurosurg 7:199-206, 1966. 
7. Gardner WJ, Bell HS, Poolas PN, et al: Terminal vent-
riculostomy for treatment of syringomyelia. J Neurosurg 46:609- 
17, 1977. 
8. Lesion F, Petit H, Thomas CE III, et al: Use of syrin-
goperitoneal shunt in the treatment of syringomyelia. Surg Neurol 
25:131-36, 1986. 
9. Love JG, Olafson RA: Syringomyelia: a look at surgical the-
rapy. J Neurosurg 24:714-18, 1966. 
10. Menezes AH: Chiari 1 malformations and hydromyelia-
complications. Pediatr Neurosurg 12:146-54, 1993. 
11.Paul KS, Lye RH, Strang FA, Dutton J: Arnold Chiari mal-
formation. J Neurosurg 58:183-87, I 983. 
12. Petit H, Leys D, Lesion F, et al: Hydro-syringomyelic ca-
vities. Contributions of X-ray CT and nuclear magnetic re-
sonance. Value of syringoperitoneal shunt. Rev Neurol (Paris) 
141:644-54, 1985. 
13.Rhoton AL Jr: Microsurgery of Arnold-Chiari malformation 
and hydromyelia in adults. In: R ind RW (ed). Mic-
roneurosurgery. 2nd ed. CV Mosby, St, Louis 1978; p.265-77. 
14.Shannon N, Symon L, Logue V, et al: Clinical features, in-
vestigation and treatment of posttraumatic syringomyelia. J Ne-
urology Neurosurg Psychiatry 44:35-42, 1981. 
15. Suzuki M, Davis C, Symon L, Gentili F: Syringoperitoneal 
shunt for treatment of cord cavitation. J Neurol Neurosurg Psychi-
atry 48:620-27, 1985. 
16. Tator CH, Meguro K, Rowed DW: Favorable results with 
syringosubarachnoid shunts for treatment of syringomyelia. .1 Ne-
urosurg 56:517-23, 1982. 
17. Tindall GT, Cooper PR, Barrow DL: The practice of ne-
urosurgery. Vol III, 1995; p.2741-58. 
18.Welch K, Shilito J, Strand R, et al: Chiari 1 malformations- an 
acquired disorder? J Neurosurg 1986; 55:604-9. 
19.Williams B: A critical apraisal of posterior fossa surgery for 
communicating syringomyleia. Brain 1978; 101:223-50. 
20. Wisoff JH, Epstein: Management of hydromyelia. Ne-
urosurgery 25:562-71, 1989. 

61 

pe
cy

a


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15
	Page 16
	Page 17
	Page 18
	Page 19
	Page 20
	Page 21
	Page 22
	Page 23
	Page 24
	Page 25
	Page 26
	Page 27
	Page 28
	Page 29
	Page 30
	Page 31
	Page 32
	Page 33
	Page 34
	Page 35
	Page 36
	Page 37
	Page 38
	Page 39
	Page 40
	Page 41
	Page 42
	Page 43
	Page 44
	Page 45
	Page 46
	Page 47
	Page 48
	Page 49
	Page 50
	Page 51
	Page 52
	Page 53
	Page 54
	Page 55
	Page 56
	Page 57
	Page 58
	Page 59
	Page 60
	Page 61
	Page 62
	Page 63
	Page 64
	Page 65
	Page 66
	Page 67
	Page 68
	Page 69
	Page 70
	Page 71
	Page 72
	Page 73
	Page 74
	Page 75
	Page 76
	Page 77
	Page 78

