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7CASE PRESENTATION

ANTERIOR SPINAL ARTERY INFARCT

Mihaela Simu*, T. Puscasiu**, Elena-Cecilia Rosca*,
Ervin Herman***, Cornelia Duse***

*Department of Neurology, University of Medicine and Pharmacy „Victor Babes“, Timisoara
**Department of Radiology, Clinical Emergency County Hospital, Timisoara

***Department of Neurology, Clinical County Hospital, Arad

ABSTRACT
The infarcts of the spinal cord are a relatively rare disease, being described in small series of cases or case reports. We describe a
case of a 51 year old female with a partial form of anterior spinal artery infarct presenting only brachial diplegia, with MRI scan showing
a medullar infarct in the anterior spinal cord, from C3 to T1.
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BACKGROUND

The anterior spinal artery syndrome due to spinal
cord infarction is a relatively rare disease. The anterior
two thirds of the cord are more frequently affected by
ischemia than the posterior one third due to the existence
of more efficient functional anastomoses at the posterior
spinal arteries region (1). The partial forms are most
common; the infarction can be limited to the gray matter
of the anterior horn because of its grater susceptibility
to ischemia, patients presenting acute flaccid motor pa-
ralysis and normal sensory and sphincter functions (2).

The magnetic resonance imaging (MRI) of the
spinal cord provides important data for the diagnostic
workup. In 93% of the cases, T2-weighted images
can detect the ischemic lesion at the time of the onset
of the symptoms, but the T1-weighted images are less
reliable because in 70% of the cases the infarcts appear
isointense at the onset and 18% are hypointense (3).

CLINICAL HISTORY

We present the case of a 51-year-old woman who
came to the emergency unit for an intense lancinating
precordial and thoracic pain, with a sudden onset in
the morning, soon after she woke up. The pain irradia-
ted in both upper limbs. In a few minutes, the symp-
toms aggravated with brachial diplegia and paresthe-
sias in forearms and palms. In the emergency room,
there was excluded a cardiac disease, performing EKG
and Doppler echocardiography (including transesopha-
gian ultrasonography).

NEUROLOGICAL ASSESSMENT

The neurological examination revealed the follow-
ing pathological signs: flaccid brachial diplegia with
tendency to flexion of the upper limbs, tendon
reflexes were absent in the upper limbs, the Babinski
sign was present bilaterally. There was no sensory
impairment.

After 6 weeks, the motor deficit improved, with
more difficult extension of the forearm than flexion,
but impossibility of finger movements. The jerk
reflexes appeared, but were diminished in the upper
limbs. During this time the patient presented two
syncope attacks due to severe orthostatic hypoten-
sion.

NEUROIMAGING

The magnetic resonance imaging (MRI) performed
soon after the onset of the symptoms revealed an
increased spinal caliber from C3 to T1 with T1 hypoin-
tensity and T2 hyperintensity of anterior horns. There
were no changes at the ependymar level or at the
vertebras or discs. The image is suggestive for an an-
terior spinal infarct.

The MRI performed 6 weeks later revealed a T1
hypointense and T2 hyperintense lesion in the segment
C4-T1 involving exclusively the anterior horns, with
discrete increase of the volume of the affected seg-
ment, the image corresponding to the territory of the
anterior spinal artery.
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Figure 1
Comparing the two examinations, there is a decrease in
the volume of the lesion, suggesting the natural course
of an ischemic lesion



INSTRUCTIONS FOR AUTHORS

1. General reviews, clinical studies, case presentations, images in neurology, basic science studies can
be submitted to Romanian Journal of Neurology. The authors are responsible for not submitting the
same work to other journals and for not submitting already published material, entirely or in part
(previous abstract communication in meetings is possible).

2. Electronic submission is recommended. You should send your manuscript as a word document and
any figures as gif, cdr or tiff files with a good resolution. The corresponding author will mention the
full mail address, telephone no, fax, e-mail.

3. The abstract will have a maximum of 200 words. Please mention separately 3-6 key words for indexing
reasons.

4. The total length of general reviews and clinical studies articles will be a maximum of 15 A4 pages,
with maximum 100 references. The length of case presentations and images in neurology will be a
maximum of 5 A4 pages, with maximum 20 references.

5. Alternatively you can submit your manuscript by mail, to the address of Romanian Society of
Neurology, Prof. O. Bajenaru, University Hospital Bucharest, Spl. Independentei 169, sector 5,
Bucharest, Romania, 050098. However, besides the printed manuscript in 3 copies please include a
CD-ROM with the electronic files.

6. Formatting your manuscript. Please use Times New Roman fonts of 12 pt. Title should be written in
capital letters. References should be edited in the following format:
a. Standard journal article Begost SA, Unter PD, Regost FL. Increased risk for Parkinson’s disease

in rural communities. N Engl J Med. 2003; 413: 564-9.
b. Books and Monographs Kent FD, Kurosawa GH. Medical Statistics. 6th ed. New York: Willey; 2005.
c. Chapter in a book Miroslav B, Rengot N, Aster-Fernandez A. Pathological alteration in

Alzheimer’s disease brains. In: Cracats P, Reston GS, editors. Alzheimer’s disease: a holistic
view. Washington: McGraw-Hill; 1999. p. 175-198.


