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Coexistence of Intracranial and Spinal Cord Cavernous Malformations Predict Aggressive Clinical Presentation
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Background: Patients with spinal cord cavernous malformations (CMs) are at increased risk for multiple neuraxis CMs. Few studies focused on the natural history of patients with coexistence of intracranial and spinal cord CMs.

Methods: Forty patients who underwent both intracranial and spinal MR imaging from a single center were reviewed retrospectively. American Spinal Injury Association (ASIA) impairment scale was used to evaluate neurological and disability status.

Results: The median age of the 40 patients was 40.6 years old (range 9–69), and the male-to-female ratio was 2.1:1. The mean size of the intramedullary lesions was 10.1 ± 5.8 mm (range, 3.0–34.0 mm). Six patients (15%) harbored at least one intracranial lesion. Five of the 6 patients (83.3%) suffered aggressive clinical presentations with severe neurological and disability status; in patients with sporadic spinal CMs, the proportion was 26.5% (9 of 34). Coexistence of intracranial and spinal cord CMs is more likely to follow an aggressive course (P = 0.031, OR = 19.547, 95% CI = 1.322–289.123). In the postoperative long-term follow up, the unfavorable rate of patients with associated intracranial CMs was significantly higher than that of patients with sporadic spinal cord CMs (P = 0.049).

Conclusions: The prevalence of associated intracranial CMs in patients with spinal cord CMs was 15%. Coexistence of intracranial and spinal cord CMs is more likely to follow an aggressive course. This study highlights the necessity of intracranial MR imaging for patients with spinal cord CMs to benefit to the predicting prognosis and selection of treatment strategies.
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INTRODUCTION

Cavernous malformations (CMs) are low-flow vascular malformations that are the second most common type of central nervous system vascular lesion (1). CMs have an incidence of approximately 0.4–0.8% in the general population (1). These lesions mostly occur in an intracranial location. Spinal cord CMs are rare and constitute 5–12% of all spinal vascular lesions (2). CMs in spinal cord are more aggressive because of the narrow spinal cavity, which has a low tolerance for space-occupying lesions (3–5).

CMs tend to fall into two categories: familial (inherited) forms and sporadic forms. It was reported in the literature that of the patients with CMs, 10–15% had a familial (inherited) form (2). Patients with spinal cord CMs are at increased risk for multiple neuraxis CMs (6–8). In contrast to the intracranial CMs, the natural history of spinal cord CMs has been less thoroughly established for the rarity (1, 2, 9–11). Few studies focused on the natural history of patients with coexistence of intracranial and spinal cord CMs. No previous literature found any difference in natural history or treatment outcomes between sporadic spinal cord CMs and coexistence of intracranial and spinal cord CMs, which was mainly due to the rare occurrence of spinal cord CMs (4, 7).

Our initial experiences of spinal cord CMs were reported previously (12–14). In this study, we provide a more detailed analysis of the prevalence, natural history and postoperative long-term outcomes of patients with coexistence of intracranial CMs and spinal cord CMs.

MATERIALS AND METHODS

Patients

Between January 2002 and September 2017, 40 patients with spinal cord CMs who underwent both intracranial and spinal MR imaging were reviewed retrospectively extracted from a consecutive series of 254 patients with spinal cord CMs seen in a single institution. The local ethics board of Xuanwu Hospital, Capital Medical University approved this study, which was performed in accordance with the ethical standards of the 1964 Declaration of Helsinki. The patient consent was informed and written for all patients enrolled in this study. Considering the low tolerance for space-occupying lesions and a lifelong hemorrhage risk, the treatment strategies for ISCCMs are more proactive. In our institution, all symptomatic spinal cord CMs patients even those with transient or minimally symptomatic status, undergo surgical resection as the optimal treatment (14).

Definition of Variables

We used the American Spinal Injury Association (ASIA) impairment scale was to evaluate neurological and disability status. Aggressive clinical presentation which was presented as severe neurological and disability status was defined as a grade on the ASIA scale from A to C. We defined long-term follow-up as a last follow-up time at least 6 months after surgery for surgical group or discharge for conservative group. We defined an unfavorable outcome at follow-up as ASIA grade of A to C.

Criteria for overt hemorrhage of CMs have been proposed (15). We strictly defined a hemorrhage event as a symptomatic event with radiographic evidence of overt hemorrhage.

Statistics

We used Fisher's exact test or Pearson's χ2-test (with or without Yates continuity correction) for categorical variables and Student's t-test for continuous variables to evaluate differences in clinical variables and outcomes. We calculated the annual stratified retrospective hemorrhage rate based on the frequencies of hemorrhage events and neurological events and patient age in years. The rehemorrhage rate was calculated based on the frequency of rehemorrhage events and follow-up in years. Logistic regression analysis was used to assess the impact of multiple variables on binary clinical presentation (aggressive vs. mild) and factors predicting aggressive clinical presentation. All analyses were performed under the guidance of an epidemiologist using SPSS software (version 25, IBM Corp., Armonk, New York, USA). All P-values were 2-sided, and we considered statistical significance as a value of P < 0.05.

RESULTS

Of the 40 patient with spinal cord CMs who underwent intracranial MR imaging, the median age on admission was 40.6 years old (range 9–69), and the male-to-female ratio was 2.1:1 (27 males and 13 females). The overall mean size of the symptomatic lesions at presentation was 10.1 ± 5.8 mm (range, 3.0–34.0 mm).

All the 40 patients harbored one lesion in the spinal cord. The spinal level was cervical in 17 patients (42.5%) and thoracic in 23 patients (57.5%). Six (15.0%) of the 40 patients were found harboring at least one intracranial lesion. The prevalence of associated intracranial CMs in patients with spinal cord CMs was 15%. All the 6 patients with associated intracranial CMs were performed surgical resection of the spinal cord lesions. All the intracranial CMs were managed conservatively. The demographic or CM- related characteristics of the 6 patients were summarized in Table 1.


Table 1. Characteristics of 6 patients with coexistence of intracranial and spinal cord CMsa.
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Among the 34 patients with sporadic spinal cord CMs, 26 patients underwent microsurgical resections, and 8 patients underwent conservative management.

Presentation

Typically, the onset of multiple neurological signs or symptoms was abrupt or progressive caused by acute overt hemorrhage or repetitive intralesional microhemorrhages. On admission, 36 (90.0%) patients had a history of acute onset of various type of neurological decline, including rapidly declining, progressive worsening, transient or minimally symptomatic status, and once or discretely occurring episodes. Four (10.0%) patients presented with slowly progressive neurological decline with no acute onset of signs or symptoms. The most common presenting signs and symptoms were sensory deficits (92.5%), weakness (85.0%), bowel/bladder dysfunction (42.5%), and pain (40.0%). On admission, disability was grade A in 4 (10.0%) of the patients, grade B in 3 (7.5%), grade C in 7 (17.5%), grade D in 25 (62.5%), and grade E in 1 (2.5%) according to the ASIA scale. Eighty-three (32.7%) of these patients presented with a severe neurological and disability status.

Baseline data of the 6 patients with associated intracranial CMs was compared with 34 patients with sporadic spinal cord CMs. The two groups did not differ on demographic or CM- related characteristic assessed except for the location of the spinal lesions (P = 0.030) and neurological and disability status (P = 0.026). Of the 6 patients with associated intracranial CMs, 5 patients (83.3%) suffered aggressive clinical presentation with severe neurological and disability status (ASIA grade from A to C). While of the 34 patients with sporadic spinal cord CMs, only 9 patients (26.5%) suffered aggressive clinical presentation. Associated intracranial CMs was more likely to follow an aggressive course (P = 0.026).

Hemorrhage Rates

We identified 39 overt hemorrhage events among 1,624 patient-years of life, and we retrospectively calculated the annual overt hemorrhage rate of symptomatic as 2.4%/patient/year. After initial overt hemorrhage events, we identified 4 re-hemorrhage events across 108.2 patient-years of life; thus, the annual overt re-hemorrhage rate was 3.7%/patient/year, which was higher than the initial hemorrhage rate (3.0%/patient/year).

Factors Predicting Aggressive Clinical Presentation

Parameters before treatment were analyzed separately using univariate and multivariate analyses to determine predictors of aggressive clinical presentation. A univariate analysis revealed that coexistence of intracranial and spinal cord CMs was associated with an aggressive clinical presentation, with coexistence of intracranial and spinal cord CMs associated with a statistically significant increase in the likelihood of a severe neurological and disability status (P = 0.024, OR = 13.889, 95% CI = 1.423–135.544). In the multivariate analysis, coexistence of intracranial and spinal cord CMs was also a significant predictor of an aggressive clinical presentation (P = 0.031, OR = 19.547, 95% CI = 1.322–289.123; Table 2).


Table 2. Factors predicting aggressive clinical presentation of 40 patients with spinal cord CMs.
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We found no evidence that age, gender, size or location of lesions had any significant difference in the likelihood of a severe neurological and disability status (Table 2).

Postoperative Long-Term Outcomes

Long-term follow up was obtained in 37 patients (92.5%), including 6 with associated intracranial CMs and 31 with sporadic spinal cord CMs (7 conservatively managed, and 24 surgical treated). The mean follow-up duration of the surgical group (n = 24) was 40.5 ± 38.9 months. The mean follow-up duration of the conservative group (n = 7) was 72.0 ± 25.9 months.

Compared with preoperative neurological status, the postoperative follow-up outcomes in 6 patients with associated intracranial CMs demonstrated that 5 patients (60.0%) were stable, 1 (33.3%) improved and 0 (0.0%) worsened; in 24 patients with sporadic spinal cord CMs, the proportions were 70.8, 25.0, and 4.2%, respectively. Four (66.7%) in 6 patients with associated intracranial CMs and 5 (20.8%) in 24 patients with sporadic spinal cord CMs had unfavorable outcomes. The unfavorable rate of patients with associated intracranial CMs was significantly higher than that of patients with sporadic spinal cord CMs (P = 0.049, Fisher exact test).

Of the 7 conservatively managed patients, 4 patients (57.1%) were stable, 1 (14.3%) improved, and 2 (28.5%) worsened. The surgical group and conservative group did not differ in prognosis of long-term follow-up outcomes (P = 0.156) and favorable outcomes (P = 0.711).

DISCUSSION

Spinal cord CMs are more aggressive for the narrow spinal cavity contributing to a low tolerance for space-occupying lesions (4). Patients with spinal cord CMs are a heterogeneous group, exhibiting a wide range of clinical presentation and totally different outcomes, and making it difficult to predict further hemorrhagic and neurological risk after the initial onset in CMs (9).

Previous studies have found that patients with spinal cord CMs are at increased risk for multiple neuraxis CMs (6–8). In the literature, approximately 16.5 to 42% of patients with spinal cord CMs also have intracranial lesions, and these rates are slightly higher than the rate found in our cohort (2, 4, 7).

To the best of our knowledge, no previous literatures found any difference in natural history or treatment outcomes between sporadic spinal cord CMs and coexistence of intracranial and spinal cord CMs, which was mainly due to the rare occurrence of spinal cord CMs (4, 7). In the present study, we first showed that coexistence of intracranial CMs and spinal cord CMs predict a statistically significant increase in the likelihood of aggressive clinical presentation and unfavorable outcomes than sporadic spinal cord CMs. The coexistence of spinal cord CMs and intracranial CMs was typically occur in patients with the familial form of CMs (7). Up to 80–90% of familial CMs are multiple lesions. Multiplicity of intracranial CMs were found increasing the risk of hemorrhage and the familial form of CMs is more aggressive (16–19). We speculate that the aggressive characteristic of coexistence of intracranial and spinal cord CMs is related to its familial form of CMs, which was found more aggressive than sporadic CM in previous literature (18, 19).

These findings help draw a clearer distinction between the wide range of clinical presentation and totally different outcomes in the patients with spinal cord CMs and highlight the necessity of intracranial MR imaging for patients with spinal cord CMs to benefit to the predicting prognosis and selection of treatment strategies.

There are limitations to this study that should be mentioned to allow an accurate interpretation of our findings. A selection bias that patients with aggressive spinal cord CMs were more likely to receive intracranial MR imaging may have resulted in patients with spinal cord CMs with a serious clinical presentation being overrepresented in the present study. In our study, the findings that coexistence of intracranial and spinal cord CMs were more aggressive was based on a comparison with the other 34 patients with sporadic CMs who also received intracranial MR imaging and the bias between the groups was minimized. Another limitation of the study is its relative small sample size and lack of a prospective design because of the rare occurrence of spinal cord CMs. To avoid these limitations, the investigation with prospective design and more patients is necessary in the future.

CONCLUSIONS

The prevalence of associated intracranial CMs in patients with spinal cord CMs was 15%. Coexistence of intracranial and spinal cord CMs is more likely to follow an aggressive course. This study highlights the necessity of intracranial MR imaging for patients with spinal cord CMs to benefit to the predicting prognosis and selection of treatment strategies.

ETHICS STATEMENT

The local ethics board of Xuanwu Hospital, Capital Medical University approved this study, which was performed in accordance with the ethical standards of the 1964 Declaration of Helsinki. The patient consent was informed and written for all patients enrolled in this study.

AUTHOR CONTRIBUTIONS

JR, TH, CH, LS, XL, YM, JY, FL, and HZ have substantially contributed to the conception, design, analysis, and interpretation of the data as well as to drafting the article and revising it critically. All authors have read and approved the final version of the manuscript.

FUNDING

This work was supported by the National Natural Science Foundation of China (81171165, 81671202), the Beijing Municipal Administration of Hospital Clinical Medicine Development Project (ZY201309), and the Beijing Municipal Science and Technology Commission (D161100003816001).

REFERENCES

 1. Stapleton CJ, Barker FG 2nd. Cranial cavernous malformations: natural history and treatment. Stroke. (2018) 49:1029–35. doi: 10.1161/STROKEAHA.117.017074

 2. Otten M, McCormick P. Natural history of spinal cavernous malformations. Handb Clin Neurol. (2017) 143:233–9. doi: 10.1016/B978-0-444-63640-9.00022-9

 3. Kivelev J, Laakso A, Niemela M, Hernesniemi J. A proposed grading system of brain and spinal cavernomas. Neurosurgery. (2011) 69:807–13; discussion: 13–4. doi: 10.1227/NEU.0b013e31821ffbb5

 4. Badhiwala JH, Farrokhyar F, Alhazzani W, Yarascavitch B, Aref M, Algird A, et al. Surgical outcomes and natural history of intramedullary spinal cord cavernous malformations: a single-center series and meta-analysis of individual patient data: Clinic article. J Neurosurg Spine. (2014) 21:662–76. doi: 10.3171/2014.6.SPINE13949

 5. Cantu C, Murillo-Bonilla L, Arauz A, Higuera J, Padilla J, Barinagarrementeria F. Predictive factors for intracerebral hemorrhage in patients with cavernous angiomas. Neurol Res. (2005) 27:314–8. doi: 10.1179/016164105X39914

 6. Vishteh AG, Zabramski JM, Spetzler RF. Patients with spinal cord cavernous malformations are at an increased risk for multiple neuraxis cavernous malformations. Neurosurgery. (1999) 45:30–2; discussion: 3. doi: 10.1227/00006123-199907000-00008

 7. Cohen-Gadol AA, Jacob JT, Edwards DA, Krauss WE. Coexistence of intracranial and spinal cavernous malformations: a study of prevalence and natural history. J Neurosurg. (2006) 104:376–81. doi: 10.3171/jns.2006.104.3.376

 8. Balaban H, Sener HO, Erden I, Caglar S, Sahin A, Yucemen N. Multiple spinal intramedullary cavernous angioma: case report. Clin Neurol Neurosurg. (2001) 103:120–2. doi: 10.1016/S0303-8467(01)00123-8

 9. Kharkar S, Shuck J, Conway J, Rigamonti D. The natural history of conservatively managed symptomatic intramedullary spinal cord cavernomas. Neurosurgery. (2007) 60:865–72; discussion: 72. doi: 10.1227/01.NEU.0000255437.36742.15

 10. Taslimi S, Modabbernia A, Amin-Hanjani S, Barker FG 2nd, Macdonald RL. Natural history of cavernous malformation: systematic review and meta-analysis of 25 studies. Neurology. (2016) 86:1984–91. doi: 10.1212/WNL.0000000000002701

 11. Sun I, Pamir MN. Spinal cavernomas: outcome of surgically treated 10 patients. Front Neurol. (2017) 8:672. doi: 10.3389/fneur.2017.00672

 12. Liang JT, Bao YH, Zhang HQ, Huo LR, Wang ZY, Ling F. Management and prognosis of symptomatic patients with intramedullary spinal cord cavernoma: clinical article. J Neurosurg Spine. (2011) 15:447–56. doi: 10.3171/2011.5.SPINE10735

 13. Ren J, He C, Hong T, Li X, Ma Y, Yu J, et al. Anterior to dorsal root entry zone myelotomy (ADREZotomy): a new surgical approach for the treatment of ventrolateral deep intramedullary spinal cord cavernous malformations. Spine. (2018) 43:1024–32. doi: 10.1097/BRS.0000000000002607

 14. Ren J, Hong T, He C, Li X, Ma Y, Yu J, et al. Surgical approaches and long-term outcomes of intramedullary spinal cord cavernous malformations: a single-center consecutive series of 219 patients. J Neurosurg Spine. (2019) 5:1–10. doi: 10.3171/2018.12.SPINE181263

 15. Robinson JR, Awad IA, Little JR. Natural history of the cavernous angioma. J Neurosurg. (1991) 75:709–14. doi: 10.3171/jns.1991.75.5.0709

 16. Goldstein HE, Solomon RA. Epidemiology of cavernous malformations. Handbook Clin Neurol. (2017) 143:241–7. doi: 10.1016/B978-0-444-63640-9.00023-0

 17. Flemming KD, Link MJ, Christianson TJ, Brown RD Jr. Prospective hemorrhage risk of intracerebral cavernous malformations. Neurology. (2012) 78:632–6. doi: 10.1212/WNL.0b013e318248de9b

 18. Pozzati E, Acciarri N, Tognetti F, Marliani F, Giangaspero F. Growth, subsequent bleeding, and de novo appearance of cerebral cavernous angiomas. Neurosurgery. (1996) 38:662–9; discussion: 9–70. doi: 10.1227/00006123-199604000-00006

 19. Zafar A, Quadri SA, Farooqui M, Ikram A, Robinson M, Hart BL, et al. Familial cerebral cavernous malformations. Stroke. (2019) 50:1294–301. doi: 10.1161/STROKEAHA.118.022314

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2019 Ren, Hong, He, Sun, Li, Ma, Yu, Ling and Zhang. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fneur-10-00618-t001.jpg
Case No. Location of spinal cord CM

T6-T6
T2
T11-T12
T6

T
T11-T12

Lo ]

Location of intracranial CM

Multiple in cerebrum and cerebellum
Lt temporal, Lt corona radiata
Multiple in cerebrum and cerebellum
Lt caput nuclei caudati

Cerebellum and brain stem

Rt parietal

aNo, number; Bi, bilateral; Lt, left; Rt, right; LE, lower extremity; Bd, Bowel/bladder dysfunction.

Symptoms

Complete paralysis

Complete paralysis

Complete paralysis

Bi LE weakness and hypesthesia, Bd
8i LE weakness and hypesthesia

Bi LE weakness and hypesthesia, Bd

ASIA grade

0o w>» > >





OPS/images/fneur-10-00618-t002.jpg
Variable

UNIVARIATE ANALYSIS
Female

Age, per each additional year
Thoracic and lumber located
Size, per 0.1 cm increase

Coexistence of intracranial and
spinal CMs

MULTIVARIATE ANALYSIS
Female

Age, per each addtional year
Thoracic and lumber located
Size, per 0.1cm increase

Coexistence of intracranial and
spinal CMs

OR

33
1.0
25
16
139

47
1.0
14
16
195

95% Cl

0.8-13.4
09-1.0
0.6-10.0
0.5-4.9

1.4-135.5

0.9-253
09-1.0
0.3-83
0.4-65

1.3-289.1

P-value

0.089
0.356
0.197
0.453
0.024

0.074
0.196
0.680
0.490
0.031





OPS/images/cover.jpg
, frontiers
in Neurology

Coexistence of Intracranial and
Spinal Cord Cavernous
Malformations Predict Aggressive
Clinical Presentation









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Neurology





