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anterior two thirds of the spinal cord (mainly by the artery of
Adamkiewicz) is more susceptible to ischemia than is the poste-
rior segment, which has several levels of vascular supply(6). A high
degree of clinical suspicion of neurological involvement of the
spinal cord is indicative of the diagnosis. Symptoms vary depend-
ing on the extent of the affected area and the level of spinal injury.
Cerebral ischemic lesion is also a possible complication of aortic
dissection and can result from reduced blood flow to the brain
caused by the surgical procedure or even from carotid involvement
caused by dissection or embolism from the thrombus in the aorta.
In addition, data in the literature indicate that there is a right-side
dominance of lesions, which is explained by different mechanical
dynamics in the progression of the dissecting hematoma.

MRI is particularly sensitive in the detection of aortic dissec-
tion and can reveal signal abnormality in the anterior horns of the
spinal cord, which can be associated with enhancement after
contrast agent injection. The spinal segment most often affected
is the thoracic segment, due to the border arterial supply(6). Diffu-
sion sequences can show restriction in the ischemic area. In fact,
diffusion sequences can provide early detection(7), although this
technique is not always applied in routine MRI scans of the spinal
cord. Therefore, we have presented a case of aortic dissection with
a rare combination of neurological complications of brain and spi-
nal cord ischemia.
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Figure 1. A: Maximum intensity projection reconstruction of computed tomogra-

phy angiography in the sagittal plane showing an extensive mural thrombus in the

thoracic aorta, extending to the infrarenal aorta. B: Sagittal T2-weighted MRI

sequence showing areas of hyperintensity within the anterior spinal cord. C: Axial

T2-weighted MRI at the level of the T10 spinal segment demonstrating anterior

areas of hyperintensity, with the “owl eye” sign.
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diffusion of water at the levels studied. Cranial MRI revealed acute
lesions (also with restricted diffusion) in the right middle cerebral
artery. The patient underwent surgery to treat the aortic dissec-
tion, and her neurological function was monitored.

The evaluation of the aorta by imaging methods has been the
subject of a series of recent publications in the Brazilian radiology
literature(2–4). In the case presented here, neurological findings
were associated with aortic dissection, and the MRI findings were
consistent with the diagnosis of spinal cord infarction with ischemic
stroke in the right middle cerebral artery. Although spinal cord
infarction is not a rare event(5), the subtlety of the findings and
the wide range of differential diagnoses can make its diagnosis
difficult. Spinal cord ischemia can be attributed to several causes,
including aortic dissection (as in the case presented) and thora-
columbar sympathectomy, or can even occur as a postpartum
complication. The single anastomotic segment that irrigates the
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Use of multislice computed tomography in the diagnosis

of annular constrictive pericarditis

Dear Editor,

A 65-year-old man with a history of pleural tuberculosis was
referred to our outpatient clinic due to respiratory difficulty. He
presented with worsening dyspnea on minimal exertion. Exami-
nation confirmed that the patient was experiencing mild respira-
tory difficulty; his respiration rate was 25 breaths per minute, and
his heart rate was 98 beats per minute. Cyanosis, jaundice, and

signs of heart failure were absent, and other systems appeared
normal. Multislice computed tomography showed a calcified peri-
cardial band encircling the left ventricular cavity at the level of
the atrioventricular groove (Figure 1).

Complete pericardiectomy was performed successfully and
the postoperative course was uneventful. Histopathologic exami-
nation of the excised pericardium showed fibrocollagenous thick-
ening with areas of hemorrhage and heavy calcific deposits. No
areas of granuloma or vasculitis were identified. The final diagno-
sis was annular constrictive pericarditis.
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Constrictive pericarditis is characterized by thick pericardial
fibrosis and frequent calcification that progressively impairs dias-
tolic filling of the heart, with associated symptoms of heart fail-
ure(1). Annular constrictive pericarditis is extremely rare, and few
similar cases have been reported(1). Previous pericardiectomy,
congenital heart disease, and complications of tuberculosis may
be the leading causes of this condition. Depending on the loca-
tion of the pericardial constriction, the clinical presentation of lo-
calized constriction may differ, including obstruction of the right

ventricular outflow tract, coronary obstruction, and pulmonary
stenosis(1–3). The imaging evaluation of cardiovascular calcifica-
tions has been the subject of a series of recent publications in the
Brazilian radiology literature(4–7). Multislice computed tomogra-
phy may be an important tool for the precise identification of an-
nular constrictive pericarditis(8).
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Post-Oberlin procedure cortical neuroplasticity in traumatic injury

of the upper brachial plexus

Dear Editor,

A 27-year-old left-handed male injured his left arm in a mo-
torcycle accident. The clinical examination showed a lack of
movement in the left forearm and shoulder, with normal move-
ment of the left hand. Magnetic resonance imaging (MRI)
showed avulsion of left upper nerve roots (C5 and C6) of the bra-
chial plexus, caused by traumatic lesion. He underwent neuro-
tization by the Oberlin procedure and transfer of the accessory
nerve to the suprascapular nerve three months after the acci-
dent(1). The first signs of re-innervation of the biceps muscle ap-
peared two months after the surgical procedure. The patient later
showed significant signs of recovery.

We selected this patient to undergo functional MRI (fMRI).
For the fMRI acquisition, we also selected one healthy control vol-
unteer who was matched to the patient for age, gender, and hand-
edness. Both subjects underwent MRI in order to compose a struc-
tural sequence with anatomical images. In the functional se-
quence, we employed the following acquisition parameters: rep-
etition time = 2000 ms; echo time = 30 ms; flip angle = 90°;
matrix = 64 × 64; field of view = 240 mm; voxel resolution = 3.75
× 3.75 × 5 mm; slice thickness = 5 mm; sagittal plane, 22 planes.

The motor tasks consisted of elbow flexion and hand grasp-
ing, in a “block” design: hand grasping of the dominant injured
limb (left upper limb) and elbow flexion of the injured and healthy
limbs. All motor tasks were alternated with a rest period (there
were 100 dynamics per block, and there were 10 rest dynamics for
each set of 10 task dynamics). Ten blocks of each state (resting
and limb movement) were used. The patient and the healthy vol-
unteer performed the same tasks. The MRI of the patient showed
no anatomical alterations. After family-wise error correction at a
value of p < 0.05, all fMRI scans acquired during the motor tasks
showed main activation of the contralateral hemisphere in the
areas that correspond to the primary motor cortex (Figure 1), as
follows: forearm and hand for hand grasping of the left upper limb;
arm, forearm, hand, and face for left elbow flexion; arm and fore-
arm for flexion of the right upper limb. The MRI of the healthy
volunteer also showed no anatomical alterations.

In the case reported here, fMRI was effective in identifying
the cortical activations. The comparison between the patient and
the healthy volunteer showed that the areas of cortical activation
were quite similar, as were the activation peaks. The detectable
reactivation of the cortical area in the patient during flexion of the
injured elbow corresponded to the arm area in the motor homun-
culus of the volunteer(2–8). The cortical activations in this case
were similar to those reported in previous studies that applied

Figure 1. Axial computed tomography image (A) and volume-rendered recon-

structions (B–D) showing a calcified pericardial band encircling the left ventricular

cavity at the level of the atrioventricular groove.


