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[Abstract] Characterized by "postural headche", spontaneous intracranial hypotension (SIH) is one
of the few diseases of central nervous system (CNS) that can be completely cured with definitive diagnosis.
However, if the headache attacks are not typically postural, it brings doctors much difficulties to diagnose
and make more misdiagnosis or diagnostic errors. In recent years, rapidly developed imaging technologies
contribute to early diagnosis in clinic and a lot of new treatment methods were emerged. Here we

summarize the literatures about imaging and treatment methods in the past few years to help doctors

increase the understanding of SITH.

[Key words) Intracranial hypotension;

imaging; Myelography; Cerebral angiography; Review

I e 25 5 iR (THS ) 8 B AME 25 30 ik 45 W s ) <
60 3% 70 mm H.0 (1 mm H,0 =9.81 x 10 * kPa, 80 ~
180 mm H.O) B} 7= A= ) — 41 25 A AiE , A $5 {4 A 7 3k
GEZRYAL LN IR e ) NN I VA T R £ S L0 NN
WX i 5 A0 b B A Bl T o B A A . R IO &R 2%, 1]
Yk Ko 1 EHE ) A RE I A 1 Y Mg BT R S
A8 P AR R AT UL A 45 (TBT) %995 5T L IR

FRAE 2 B YL 5 N B EEE B o Schaltenbrand T
1938 4F 1 Yk e 45 1 91 J B I 75 TR 3 30k IR RO IG i

B I E O R BUR 2GR, b i A ] 2
A RAMEARBUE (SIH) o A SCHLHE bk A &
R P s B9 52 A8 S 6 A TR T 7 15

doi:10.3969/j.issn.1672-6731.2018.11.014
PR B2 110022 P B r I B2k D2 B i e e % I o 222 P ok
AR & B8 [ 28 (Email : bigr@sj—hospital.org)

Tomography, X - ray computed;

Magnetic resonance

— R E R A

S AR R A SRR S R A S ) i 2
()42 15 PRAE 52, T AS REAE hy BH A 12 W8T 19 6 2 45 1 2

1Lk eri s ZH0A R B H L3
cnﬁ%mﬁTmWM§ﬁ3%wWM§\Efm
BeAE, 0] G e i K B BT B0, N R R R IE R S T
%oﬁﬁﬁﬁﬁgﬁkﬁﬁmﬁ%%%%CWﬂm@
1R A N A W DI L E S
SRS . R T2 A I R 6 E B TR
U 19 7 75 o 2015 4F , Seo 55 I WA 1 1 & = 4
CT(3D-CT) 34 5 1 il B T v 6 2 057 i A V8 U 149 95
5], & W] 3D-CT 34 58 471 15 7 A7 i 5 9 Ths 1) o 1 238 1
T A% 2 M it B8 R 3 R

2.k MRIKE AR (1) Mg B8 3 1k iF 52« Mokri ™
T 2004 4 15 UL A AR T R A A N R i
FRAE 52 2= 4, I s AL iE 52 (I 2Dk B RN A &



. 838 - P E B 2P 24 A 2018 4F 11 A5 18555 111 Chin J Contemp Neurol Neurosurg, November 2018, Vol. 18, No. 11

- = » \

1 AT I CT 7 , A0 (040 00 I T8 5SS IR i 56 4 48 5%, 2 SRR IS T M b (R Sk s ) L O T DL e 2R RS ™ B2 Sk MRS 5
DN 2a R WETAT TLWL R R, BUNAE B R BUR (FF 3k BT ) 2b SR T WL AT L e i R 58 SO B A IR R AE 5 (i Sk TR
2¢  GEEARSLTWT /R, B0 i 58 7k 18 24 340 2 AL 00 1y 5 £ (3 3k s )

Figure 1 Axial CT showed left fronto-parietal subdural iso-equidensity shadow (arrows indicate), suggesting subdural hematoma, and
midline shift could be seen”. Figure 2 Head MRI findings ®  Axial T.WI showed bilateral subdural effusion (arrows indicate, Panel
2a). Sagittal T\WI showed shifting down of midbrain and optic chiasma, suggesting intracranial hypotension (arrows indicate, Panel 2b).

Coronal T\WI showed diffuse and regular enhancement of dura mater (arrows indicate, Panel 2c¢).
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Figure 3 Sagittal enhanced T:WI showed caudal displacement of the cerebellar tonsils (short arrow indicates), slight flattening of the

anterior pons (thick arrow indicates) and the ventral brain stem was close to clivus (thin arrow indicates) '*'.
7. Axial T;WI (Panel 4a). Coronal T.WI (Panel 4b). Figure 5 Sagittal

showed bilateral subdural hematoma (arrows indicate) -

Figure 4 Head MRI

26]

enhanced T/WI showed expanding of superior sagittal sinus (thick arrows indicate) and transverse sinus (thin arrow indicates) .
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Figure 6 Radionuclide cisternography findings '
Two hours after injecting contrast agent, contrast
exudation could be seen, suggesting dural leakage at
upper cervical vertebral level (thin arrow indicates) and
middle thoracic vertebral level (thick arrow indicates,
Panel 6a). Four hours after injecting contrast agent,
contrast exudation could be seen, especially in the
thoracic cord (thin arrow indicates cervical cord, thick
arrow indicates thoracic cord; Panel 6b).
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WEFNS Congress Beijing 2019

Time: September 9-12, 2019

Venue: Beijing, China

Website: http://www.wins2019.org/

The WFNS Congress Beijing 2019 will be held on September 9-12, 2019 in Beijing, China under the auspices of the World
Federation of Neurosurgical Societies (WFNS), which is hosted by the Chinese Medical Doctor Association and Chinese Medical
Association.

Founded in 1955, The WFNS is a professional and scientific non - governmental organization comprised of 130 members
including 5 continental associations, 119 national or regional neurosurgical societies and 6 affiliate societies. WFNS is the highest
academic organization of neurosurgery and the family of all neurosurgeons around the world. The WFNS Congress plays an
important role in enhancing medical technology, strengthening academic exchanges and promoting collaborative research and
exploration in neurosurgery and related disciplines.

"Glorious Neurosurgery" is the theme of WEFNS Congress Beijing 2019. We will hold the opening ceremony on the Great
Wall in the golden season. The conference hall is adjacent to the "Bird’s Nest", the main venue of the 2008 Summer Olympics
and the 2022 Winter Olympics. Apart from a perfect scientific program, we will work hard to organize a wealth of cultural
activities and very interesting tours for you and your companions. We will also invite 150 young neurosurgeons from the
developing countries especially along the "Belt and Road" regions to attend the congress free of registration fee, food and
accommodation. Furthermore, we will provide international return fares and a month-long clinical training afterwards in Beijing to

50 of them free of charge in food and accommodation.

Fifth European Stroke Organization Conference

Time: May 22-24, 2019

Venue: Milan, Italy

Website: http://eso—conference.org/2019/

The 5th European Stroke Organization Conference (ESOC) will take place in Milan, Italy, on May 22-24, 2019. ESOC 2019
will build on the enormous success of the last four European Stroke Organization (ESO) Conferences. ESOC is Europe’s leading
forum for discussing and disseminating the latest advances in stroke care.

Over 1800 abstracts were submitted to ESOC 2018 in Gothenburg. In the large clinical trials sessions, results from 10 major
randomized controlled trials (RCTs) were presented, many of which with accompanying high impact publications. Our delegate
numbers continue to grow year on year and we are confident ESOC 2019 will be the largest yet.

One of the highlights of ESOC 2018 was the presentation of the "European Action Plan 2018-2030" which builds on the
experience and the format of the previous Helsingborg Declarations. This document was written by ESO in cooperation with the
patient organization Stroke Alliance for Europe (SAFE), with the involvement of the World Health Organization (WHO).

ESOC 2019 will see presentations of major clinical trials, state-of-the-art talks by renowned clinicians and researchers and

receive updates on the latest guidelines. We will be joined by the Italian Stroke Organization.



