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Fig. 1

Right common carotid angiograms (A: anteroposterior
view, B: lateral view) revealing a right cavernous sinus
dural arteriovenous fistula (CSdAVF) fed by
meningohypophyseal trunks (MHTs), artery of foramen
rotundum and right middle meningeal artery (MMA), and
draining into bilateral superior ophthalmic vein (SOV).
(C) (D) Pre-operative time-of-flight magnetic resonance

angiography.

Fig. 2
(A) The venous phase of right common carotid
angiography. (B) Catheter venography for the

assessment of internal jugular veins.



Fig. 3
Facial vein was occluded at the distal portion (arrow

heads).

Fig. 4

(A) The image showing the over-swelling right SOV. (B)
Doppler ultrasonography showed reversed
flow. (C) A 20-gauge puncture needle was inserted into
the SOV. (D) Plain X-ray lateral view films. (E) The
peripheral part of the SOV could not be visualized
(arrow heads), but the shunting point remained(arrow).
(F) Doppler ultrasonography showed
thrombosed SOV. (G) Plain X-ray films showing
placed coils to the shunting point. (H) Right fundus
photograph revealed normal results. (I)
Diffusion-weighted image (DWI) shows a high signal
intensity area and apparent diffusion coefficient (ADC)
image shows a decreased signal intensity area on the

right optic nerve.



Fig. 5

Cerebral angiogram after embolization (A: AP view, B:
lateral view) showing complete obliteration of the
CSdAVF. (C)(D) Post-operative time-of-flight magnetic

resonance angiography.

Fig. 6

The classification of venous drainage patterns. In
Type 1, both anterior and posterior
drainage routes are open; in Type 2, the
posterior drainage route is closed, whereas
the anterior drainage route is open (Type
2A: the venous drainage converges on SOV,
Type 2B: the venous drainage does not
converge on SOV); and in Type 3, both the
posterior and anterior drainage routes are
closed. 1OV, inferior ophthalmic vein, 1P S;

inferior petrosal sinus, PP; pterygoid plexus,



SOV, superior ophthalmic vein, SPS; superior

petrosal sinus.
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