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The Role of Runx2 in the Development of OPLL

Figure 3. Quantitative analysis of ossification by micro-computed tomography (CT). A, Micro-computed tomography of the cervical spine
of Enpp1™”™ mice at 12 weeks of age with or without Runx2 haploinsufficiency. 3D reconstructed images.Ectopically calcified region is shown in
yellow. B, Quantitative analysis of the ossification of the cruciform ligament at the atlanto-occipital area using micro-CT in Enpp1™7% mice at 8
weeks of age with or without Runx2 haploinsufficiency. Note a significant decrease in calcified region in ENPPT™™/Runx2*~ mice. C,D Micro-CT
analysis of the ossification of the cruciform ligament at the atlanto-occipital area in Enpp7™/™ mice at 12 weeks of age with or without Runx2

haploinsufficiency. Bone mineral content (C) Bone mineral density (D).
doi:10.1371/journal.pone.0043372.g003

fact, several studies have reported a decrease in MSX2 expression
[20] or an increase in BMP2 expression [21] in the affected areas
of OPLL patients.

To date, no specific treatment for OPLL has been developed.
Inhibiting ectopic calcification by substances modulating miner-
alization such as pyrophosphate is expected to affect systemic bone
mineralization [22]. In this paper, we showed that removing one
allele of Runx2 does not affect the degree of mineralization per unit
volume, but only affects the areasize of ectopic bone formation.
Thus, it is plausible that decreasing ectopic bone formation by
inhibition of Runx2 expression may provide novel therapeutic
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SUMMARY

A 72-year-old man with a history of fall was admitted to our institute. Neurological testing
demonstrated motor weakness of left upper limbs, showing grade 3/5 muscle strength for wrist and
fingers. He had no sensory loss in his trunk or bilateral upper and lower extremities. Deep tendon
reflexes were normal in both upper and lower extremities. Babinski signs were positive bilaterally.
Radiologic examination showed fractures of cervical spine at the C3 and C6 levels which we classified
as stage 3 compressive flexion fractures under the Allen classification system. Magnetic resonance
imaging (MRI) showed a space-occupying lesion in the vertebral canal at the C3/4 level. We
initially diagnosed the mass as a traumatic spinal subdural or subarachnoid hematoma. Diachronic
MRI evaluation and enhanced-MRI and CT myelogram established the diagnosis of an intradural
extramedullary tumor. To the best of our knowledge, no report has previously described finding an
intradural extramedullary tumor incidentally during imaging studies of a traumatic injury at the same
spinal level. Our experience suggests that the presence of atypical findings, such as oval shape, in a
posttraumatic space-occupying spinal lesion should lead clinicians to consider the possibility that the

lesion may be a tumor rather than a hematoma.

Key words: intradural extramedullary tumor, schwannoma, neurilemmoma, trauma, diagnosis, spinal

hematoma
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1. Introduction

Intradural extramedullary tumors are generally slow
growing and usually diagnosed only after they begin
to cause symptoms such as local pain or neurological
disturbances. However, such spinal cord tumors are
sometimes discovered incidentally in association with
trauma, screening magnetic resonance imaging (MRI).
We now report a case of an intradural extramedullary
tumor discovered incidentally during imaging studies of

a traumatic injury at the same spinal level.

Il. Case Report

A 72-year-old man with a history of fall from stairs
was admitted with incomplete left hemiplegia. He had
a past medical history of intracerebral hemorrhage. He
had no history of anticoagulant therapy. Routine blood
tests, including coagulative parameters, were normal.
Neurological testing demonstrated motor weakness of
left upper limbs, showing grade 3/5 muscle strength,
and left lower extremities showing grade 4/5 muscle
strength. He had no sensory loss in his trunk or bilateral
upper and lower extremities. Deep tendon reflexes were
normal in both upper and lower extremities. Babinski
signs were positive bilaterally. Radiologic examination
detected swelling of the retropharyngeal space, along
with a fracture line (called ‘fracture of the beak’)
running from the anterior of the C3 vertebral body to
the C3/4 intervertebral disk, plus a C4 spinous process
fracture (Fig. 1). A sagittal computed tomography (CT)
image revealed the same type of fracture at C6 as seen at
C3, along with spinous process fractures at C4, C7, Thl,
and Th2 (Fig. 1). We thus classified these fractures as
stage 3 compressive flexion fractures under the Allen
classification system. Midsagittal and axial MRI views
showed a space-occupying lesion in the vertebral canal
located on the middle to left side at the C3/4 level that
showed isointensity with the spinal cord on T1-weighted
images and high intensity on T2-weighted images
(Fig. 2). The mass had an oval shape and appeared to
be located in the subdural or subarachnoid space. At a

glance the mass looked ‘classic” for an intradural tumor,

we made an initial clinical diagnosis of either traumatic
spinal subdural hematoma (SDH) or subarachnoid
hematoma (SAH) because of the present history and the
location of the mass. Because our patient had relatively

minimal neurological symptoms, we initially chose a

conservative approach in which we treated him by a

Fig.1 (a) X-p and (b) computed tomographic images
of the cervical spine following spinal trauma in
a 72-year-old man show injury to the C3 & C6
vertebral bodies which we classified as stage 3
compressive flexion fractures under the Allen
classification system. Arrows denote the vertebral

body and spinous process fractures.

(a) Tl-weighted midsagittal and (b) T2-weighted
midsagittal of magnetic resonance imaging at
the time of admission demonstrated a space-
occupying lesion in the vertebral canal at the C3/4
level that showed an isointensity with the spinal
cord on T1-weighted images and a high intensity
on T2-weighted images. (c¢) T1-weighted axial
and (d) T2-weighted axial views showed a round
mass located on the left side of the spinal cord.

Fig. 2
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Fig. 3

(a) T1l-weighted midsagittal and (b) axial
views of magnetic resonance imaging at the C3/4
level after injection of Gd-DTPA show definite
enhancement of the mass.

halo-vest and Philadelphia color with the expectation
that the mass would spontaneously regress over time.
However, MRI one week after the injury and one
month after the injury still showed no reduction in size
and no signal change. MRI one month after the injury
showed enhancement of the mass after intravenous
administration of gadopentetate dimeglumine (Gd-
DTPA) (Fig. 3). A CT myelogram at this time revealed
the presence of an intradural extramedullary tumor.
Having diagnosed this mass as an intradural
extramedullary tumor, we proceeded to surgery because
the tumor was causing extensive spinal cord compression.
We performed a left hemilaminectomy of C2-6 with
excising the tumor en-bloc under microscopy. The
pathological diagnosis was schwannoma. No postsurgical
neurological deficits resulted from the tumor excision.
MRI after surgery showed no tumor recurrence and
adequate decompression of the spinal cord. Follow-up
examination six months after the surgery found that the
patient had returned to his pre-injury activities of daily

living level.

Il. Discussion

Reviewing the imaging studies for our patient, we
can identify several findings that helped with refuting
the assumption that the mass lesion was a hematoma
at an earlier period. First, the oval shape of the mass
in the initial MR images was atypical for traumatic

hematoma, as spinal SDH and spinal SAH usually spread

longitudinally. Furthermore, the ongoing minimal degree
of observed neurological impairment was discordant with
the high level of spinal cord compression by the mass seen
on MRI. That is, if the cord compression had occurred
rapidly, as from a hematoma, more serious neurological
symptoms should have soon developed in response. These
two findings, then, should at least raise a suspicion that the
mass was something other than a hematoma.

However, the strongest evidence against the mass
being a hematoma developed over time, as subsequent
MRI studies continued to show no change in the
size or intensity the mass. Prior reports observed that
traumatic hematomas do spontaneously resolve[1,2].
The lack of intensity change is particularly important
in ruling out hematoma, as hemoglobin degrades to
deoxyhemoglobin, methemoglobin, and hemosiderin
over time, and each of these compounds have differing
MRI absorption spectra. Thus the failure to observe
intensity changes would imply that the mass was not a
hematoma.

Spinal cord tumors are sometimes discovered after
traumal[3-5]. In this case, we definitively ruled out
hematoma by performing enhanced-MRI. Although we
possibly might have diagnosed the tumor a bit earlier
had we initially considered the possibility of a tumor and
performed enhanced-MRI sooner, the clinical history of
trauma implicated hematoma as the most likely cause at
the outset. The diagnosis of tumor resuited largely from
ongoing observation of neurological symptoms and
repeated MRI evaluations over time.

To the best of our knowledge, this is the first report
that describes the incidental discovery of an intradural
extramedullary tumor during imaging studies of a
traumatic injury at the same spinal level. In this case, we
arrived at the correct diagnosis through diachronic MRI
evaluation and enhanced-MRI, following which we
successfully excised the tumor. Our experience with this
patient leads us to conclude that enhanced-MRI can be a
useful tool for diagnosing spinal tumors even in trauma
cases. Furthermore, the differential diagnosis of space-
occupying posttraumatic spinal lesions should include at

least the possibility of a tumor as well as hematoma.
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Introduction

Acute spinal cord injury (SCI) is divided into two pathological
phases termed primary and secondary injury [1]. The primary
injury consists of focal tissue destruction caused by direct
mechanical trauma. This physical insult then initiates the second
phase of injury which is a pathophysiological reaction of spinal
cord. Apoptosis of neurons and glial cells left intact by the initial
trauma occurs during the secondary phase. In addition, oligoden-
drocytes distant from the immediate site of injury undergo
apoptosis. Maximal cell death occurs one week after injury and
leads directly to demyelination [2]. Several in vivo studies have
demonstrated that the amount of spared white matter correlates to
residual locomotor function [3,4]. Thus, protection of oligoden-
drocytes from apoptotic cell death might reduce demyelination
and improve functional recovery. Many factors could exacerbate

PLOS ONE | www.plosone.org

the secondary phase of injury, including vascular changes,
increased concentrations of free radicals and free fatty acids, ionic
mechanisms of axonal injury, glutamate excitotoxicity, and
immune and inflammatory reactions [5]. Currently, high-dose
methylprednisolone (MP) in acute SCI is an accepted treatment
for attenuation of secondary injury [6]. However, it has become
controversial in recent years due to the risk of serious adverse
effects and its modest neurological benefits (7]. Therefore,
development of new drug therapies which can substitute for
high-dose MP is an area of intense study.

Granulocyte colony-stimulating factor (G-CSF) is a 19.6 kDa
glycoprotein that was initially identified as a serum factor that
induced differentiation of a murine myelomonocytic leukemic cell
line [8]. It is widely known as a hematopoietic cytokine that
promotes survival, proliferation and differentiation of cells of the

November 2012 | Volume 7 | Issue 11 | 50391
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neutrophil lineage [8,9]. It is used clinically for patients with
leukocytopenia and for donors of peripheral blood-derived
hematopoietic progenitor cells prior to collection for transplanta-
tion [10].

Within the central nervous system (CNS), G-CSF has pleiotro-
pic actions. In recent years, the beneficial effects of G-CSF have
been demonstrated in rodent stroke models {11-15]. Moreover,
clinical trials of G-CSF for stroke reported its safety and feasibility
[16]. In the case of SCI, several research groups including us
previously reported that G-CSF treatment promoted functional
recovery in the mouse and rat SCI models [17-22].

Although the beneficial effects of G-CSF on neurons are
partially understood, little is known about G-CSF-mediated
reduction of apoptosis of oligodendrocytes after SCI. Therefore
we hypothesized that G-GSF could attenuate apoptosis of
oligodendrocytes and, as a result, improve white matter preser-
vation and functional recovery. This may represent another
mechanism by which G-CSF provides neuroprotection following
SCIL. In the present study, our aim was to assess the anti-apoptotic
effects of G-CSF on oligodendrocytes and to elucidate the
mechanism using the rat contusive SCI model.

Results

G-CSF Receptor (G-CSFR) Expression

To assess the expression of G-CSFR, we performed immuno-
fluorescence analysis on histological sections of spinal cords. The
data revealed that G-CSFR was expressed on neurons, astrocytes
and oligodendrocytes in normal spinal cord (Fig. SIA-C). One
week after injury, G-CSFR was expressed on glial fibrillary acidic
protein (GFAP) -positive astrocytes and myelin oligodendrocyte-
specific protein (MOSP) -positive oligodendrocytes (Fig. 1).
Quantification of G-CSFR/MOSP double-positive cells showed
significant increase of the number of MOSP-positive oligpoden-
drocytes in the G-CSF-treated group 2 mm rostral and caudal to
the epicentre (Fig. SI1D). Almost all of MOSP-positive oligoden-
drocytes expressed G-CSFR in both the vehicle and G-CSF
groups (Fig. S1D).

Expression of Inflammatory Cytokines after SCI

To detect the anti-inflammatory effects of G-CSF in the SCI
model, we performed Real-Time PCR for interleukin 1-beta (IL-
1B), tumor necrosis factor-alpha (TINF-a), FAS, FAS ligand
(FASL), interferon-gamma (IFN-y), matrix metalloproteinase-2
(MMP2) and matrix metalloproteinase-9 (MMP9) (Fig. 2). The
study revealed that 12 h after surgery, expression of IL-1f and
TNF-00 mRNAs was significantly suppressed in the G-CS¥ group
(Fig. 2 A, B, closed columns) compared to the vehicle control
group (Fig. 2 A, B, open columns). Specifically, expression of IL-1f
mRNA in the G-CSF group was 3.36-fold lower than in the
vehicle group (Fig. 2 A, p<<0.05). For TNF-o0 mRNA in the G-
CSF group, expression was 1.98-fold lower than in the vehicle
group (Fig. 2 B, p<0.05). Twenty-four h and 72 h following
surgery, expression of IL-18 and TNF-oo mRNAs tended to be
lower than controls; however, the differences were not statistically
significant. The results of Real-Time PCR for the other factors
showed no significant difference between the vehicle and G-CSF-
treated groups.

To further confirm G-CSF-mediated attenuation of SCI-
induced up-regulation of IL-1B and TNF-o, we performed
western blot analysis for IL-1p and TNF-a on protein samples
extracted from spinal cord with or without G-CSF treatment 24
and 72 h following spinal cord injury. Western blot analysis

PLOS ONE | www.plosone.org
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revealed that G-CSF suppressed protein expression of IL-1p and
TNF-a 72 hours after the injury (Fig. 2C, D, p<<0.05).

Enumeration of Early Inflammatory Leukocytes and
Microglia/macrophages

Immunohistochemistry for IL-1f and myeloperoxidase (MPO,
a marker for leukocyte) revealed that the frequencies of cells
positive for MPO were not statistically different in the two groups
12 and 24 h after surgery (data not shown). In contrast, the
frequencies of cells positive for both IL-1f and MPO was
significantly smaller in the G-CSF group than in the vehicle
group 12 and 24 h after surgery (Fig. 3D). Twelve hours after
surgery, the mean numbers of double positive cells per section in
the G-CSF group were 52%3.8 in 2 mm rostral to the epicenter
and 56%£2.5 in 2 mm caudal to the epicenter, respectively
(Fig. 3D). In contrast, the frequencies of double positive cells in
the vehicle group were considerably higher 12 hours after surgery
(103+4.0 per section in 2 mm rostral to the epicenter and
118%5.3 per section in 2 mm caudal to the epicenter, respectively;
Fig. 3D). Twenty-four hours after the injury, the G-CSF group
showed decrease of the number of IL-18 and MPO double-
positive cells as same as 12 hours after injury (Fig. 3D). Double
immunofluorescence study for ionized calcium-binding adaptor
molecule 1 (Iba-1, as a marker for activated microglia and
macrophages) and inducible nitric oxide synthase (INOS, as a
marker for Thl-driven activation of microglia/macrophages) or
arginase-1 (a marker for Th2-driven activation of microglia/
macrophages) was performed to elucidate G-CSF-mediated
reaction and phenotypic alteration of macrophage/microglia.
The number of Iba-1-positive cells in the G-CSF group was
significantly smaller than that in the vehicle group in the rostral
and caudal segments (Fig. S3), whereas the ratios between iNOS
and arginase-1 did not change in both the vehicle and G-CSF
groups in lesioned spinal cord at any segments observed (Fig. S3).

Suppressed Apoptosis of Oligodendrocytes

Near the epicenter of the injury, apoptotic oligodendrocytes
(adenomatous polyposis coli; APC™ and caspase 3% cells) were
observed (Fig. 4 A-C, arrowheads). The percentages of apoptotic
oligodendrocytes were significantly smaller in the G-CSF group
than that in the vehicle group both 72 h and lweek after surgery.
Specifically, 72 hours after surgery, the mean percentages of
apoptotic oligodendrocytes among the sections were 32.0% in the
G-CSF group and 47.8% in the vehicle group (Fig. 4 D). The
percentages of apoptotic oligodendrocytes were significantly
suppressed in most sections: 4 mm and 6 mm rostral to the
epicenter (p<<0.05) and 6 mm caudal to the epicenter (p<<0.01).
Significance was not reached for the section 4 mm caudal to the
epicenter. One week after surgery, the mean percentages of
apoptotic oligodendrocytes among sections were 13.9% in the G-
CSF group and 35.2% in the vehicle group (Fig. 4 E). The
percentages of apoptotic oligodendrocytes were  significantly
suppressed in all of the sections: 6 mm rostral to the epicenter
(p<<0.05), and 4 mm rostral and 4 mm and 6 mm caudal to the
epicenter (p<<0.01). To further confirm the results of immunohis-
tochemistry for apoptotic oligodendriocytes, we performed double
immunofluorescence study for MOSP as another marker for
oligodendrocytes and activated caspase-3 as a marker for apoptotic
cells (Fig. S4). The staining pattern was similar to that of the
double fluorescence study for APC and activated caspase-3,
suggesting that the data of apoptotic oligodendrocytes were
convincing.

There was no APC- and Bcl-Xl-double positive cells in vehicle
control rats 1 week after injury (Fig. 4 I-K), whereas a part of

November 2012 | Volume 7 | Issue 11 | e50391
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Figure 1. Granulocyte colony-stimulating factor receptor (G-CSFR) expression. Immunofluorescent double labeling for G-CSFR and cell-
specific markers 1 week after surgery in vehicle-treated rats. Double-positive cells for G-CSFR and glial fibrillary acidic protein (GFAP, marker for
astrocytes; A-C) and G-CSFR and myelin oligodendrocyte specific protein (MOSP, marker for oligodendrocytes; D-G) were detected. To show co-
localization precisely, positive signal for G-CSFR/GFAP and G-CSFR/MOSP were detected using confocal laser microscopy (A-F) and 3-dimensional

image was reconstructed (G). Bars=50 pum.
doi:10.1371/journal.pone.0050391.g001

APC-positive cells simultaneously expressed Bcl-X1 in G-CSF-
treated rat 1 week after injury (average 31.8% of APC-positive
cells expressed Bcl-X1, Fig. 4F-H).

The number of MAP-2-positive neurons was significantly larger
in the G-CSF group than that in the vehicle group in the rostral
and caudal segments to the lesion epicenter (Fig. S2).

White Matter Sparing after SCI

Luxol fast blue (LFB) staining 6 weeks after injury revealed
better myelin integrity and preservation in G-CSF-administered
rats in increased magnification of the section (Fig. 5C, D, 4 mm
caudal to epicenter). The percentage of normal-appearing myelin
in the G-CSF group (Fig. 5E, closed columns) was significantly

PLOS ONE | www.plosone.org

higher than that in the vehicle group (Fig. 5E, open columns) in all
the segments analyzed except for the lesion epicenter.

Immunohistochemistry for myelin basic protein (MBP) 6 weeks
after injury showed preservation of myelin sheath in G-CSF-
treated animals. The number of MBP-positive myelin sheath in
the G-CSF group (Fig. 5H, K and Fig. 5L, closed columns) was
significantly larger than that in the vehicle group (Fig. 5G, J and
Fig. 5L, open columns).

Recovery of Hindlimb Motor Function

All rats had a full score (21 points) prior to surgery, and the
score dropped to zero immediately after SCI. Hindlimb function
showed a significant recovery in rats in the G-CSF group six weeks
after surgery compared with that of the vehicle group (Fig. 6A).
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Figure 2. G-CSF suppressed pro-inflammatory cytokine expression. Real time quantitative PCR and western blot analysis were performed to
quantify mRNA and protein expression of pro-inflammatory cytokines in the acute phase of spinal cord injury. Values obtained were normalized to
value of 185 ribosomal RNA expression and were expressed as the fold-increase over values of the G-CSF group 12 hours after surgery. The expression
of interleukin-1 beta (IL-1 B, A) and tumor necrosis factor-alpha (TNF-o, B) mRNA was significantly suppressed in the G-CSF group (closed column)
compared with the vehicle group (open column) 12 hours after surgery. Western blot analysis revealed that G-CSF suppressed the expression level of
IL-1 B (C, upper row right, D, closed column, p<<0.05) and TNF-a (C, middle row right, D, closed column, p<<0.05). There was no significant difference
between the vehicle and G-CSF groups in mRNA expression of FAS, FASL, IFN-y, MMP-2 and MMP-9. Values are mean+SEM. *p<0.05.
doi:10.1371/journal.pone.0050391.g002
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doi:10.1371/journal.pone.0050391.g003

The average recovery score six weeks post-surgery was signifi-
cantly higher in the G-CSF group (Fig. 6B, closed circle, p<<0.01)
than the vehicle group (Fig. 6B, open circle). The average final
score in the G-CSF group was 12.5%£0.9 (9 to 16), indicating
frequent (51-94%) to consistent weight-supported plantar steps and
occasional (<50%) forelimb-hindlimb coordination. In contrast,
the score was 9.5%0.3 (7 to 13) in the control group, indicating
plantar placement of the paw with weight support in stance only
(i.e., when stationary) or occasional, frequent, or consistent (95—
100%) weight-supported dorsal stepping and no plantar stepping.
The mean value of the inclined plane test was significantly higher
in the G-CSF group than in the vehicle group (50.0 to 31.7,
Fig. 6C, p<<0.01). Finally, there was good correlation between the
percentage of normal myelin and the final motor function score
(r=10.676, p<0.01, not shown). Those results showed that five
days treatment with G-CSF had an impact on the animal status six
weeks later.

Discussion

The present results showed the beneficial effects of G-CSF in
the setting of SCI. G-CSF significantly reduced injury-induced up-
regulation of IL1B and TINF-o expression in mRNA and protein
levels and the number of infiltrating leukocytes and activated
microglia/macrophages which potentially involve in SCI-induced
inflammatory reactions. Furthermore, early treatment with G-CSF
significantly attenuated subsequent apoptosis of oligodendrocytes
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and white matter degeneration, and promoted better long-term
functional recovery of the hindlimbs.

It is believed that the injury-induced up-regulation of inflam-
matory cytokines substantially contributes to secondary injury
following SCI. Exogenous administration of IL1f has been shown
to exacerbate ischemic damage, whercas administration of an
endogenous IL-1B receptor antagonist [23] or a neutralizing
antibody [24] reduced brain damage and edema when adminis-
tered before a stroke in rats. Previous reports showed that G-CSF
mediates anti-inflammatory effects after a variety of infections
[25]. G-CSF decreases monocytic production of pro-inflammatory
cytokines such as IL-1B and TNF-a in vitro [25,26]. And, in vivo
studies showed that G-CSF also suppresses the expression of IL-1f
in a cerebral infarct model [11] and TNF-o in experimental
encephalomyelitis (24]. In the current study, G-CSF significantly
reduced the expression of IL-1 and TNF-o. mRNA in the acute
phase after SCI. Moreover, results of immunofluorescence double
staining for IL-1f and MPO suggest that G-CSF reduced
inflammatory cytokine expression by neutrophils, whereas G-
CSF had no influence on the extent of neutrophil infiltration. The
discrepancy between the results of real-time PCR and immuno-
fluorescence may be caused by the time lag between transcription
and translation. The results obtained here conflict with a report
that G-CSF reduced neutrophil infiltration in a model of
splanchnic ischemia and reperfusion [27]. This discrepancy might
be caused by general differences between the experimental models
and/or unique microenvironments within the organs. Further-
more, the present results showed that GCSF decreased the
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Figure 4. G-CSF suppressed apoptosis of oligodendrocytes and promoted anti-apoptotic protein Bcl-XI on oligodendrocytes.
Immunohistochemistry for adenomatous polyposis coli (APC; a marker for oligodendrocytes) and activated caspase 3 (a marker for apoptotic
cells) in the acute phase of spinal cord injury. Representative figure of cells double-positive for APC and activated caspase 3 in the vehicle group
4 mm rostral to the lesion epicenter 1 week after injury is shown (A-C, arrowheads). The percentage of apoptotic oligoendrocytes was significantly
smaller in the G-CSF group (closed column) than that in the vehicle group (open column) 72 hours (D) and one week (E) after surgery. In vehice-
treated control rats, Bcl-XI/APC doubler-positive cells were not detected (I-K). In contrast, Bcl-XI/APC doubler-positive Bcl-XI expressing oligodendrocytes
were observed in the spinal cord of G-CSF-treated rats (F-H). Bars =50 um (A-C) and 100 pm (F-K). Values are mean*=SEM. #*p<0.05, **p<0.01.

doi:10.1371/journal.pone.0050391.g004

number of activated microglia/macrophages. Microglia/macro-
phages can involve inflammatory reaction in injured spinal cord.
Therefore this data might suggest the other possible anti-
inflammatory action of G-CSF.

G-CSF has direct neuroprotective effects against glutamate-
induced neuronal death and stroke [11-15,28]. G-CSF elicits its
anti-apoptotic effects on neurons via activation of proteins of the
STAT family or the PI3-K/Akt pathway, similar to anti-apoptotic
effects on neutrophils [13]. In this study of spinal cord injury in the
rat, G-CSFR was expressed in neurons, astrocytes and oligoden-
drocytes, but not in microglia. SCI promoted up-regulation of G-
CSFR expression in astrocytes and oligodendrocytes. Morcover,
G-CSF treatment did not alter the expression pattern of G-CSFR.
Thus, the reduction of oligodendrocyte apoptosis by G-CSF was
possibly achieved by several mechanisms as followings. Firstly, G-
CSF-mediated suppression of inflammatory cytokine expression
might attenuate apoptosis of oligodendrocytes because these
inflammatory cytokines are potentially toxic for oligodendrocytes
[29,30]. Secondly, G-CSF-mediated up-regulation of anti-apo-
ptotic proteins in oligodendrocytes might suppress apoptosis. The
present results of immunofluorescence double labelling for APC
and Bcl-X1 revealed G-CSF-mediated up-regulation of Bcl-X1 in
oligodendrocytes. This data is in line with the G-CSF-mediated
up-regulation of Bcl-XI gene expression in spinal cord partial
transection model [21]. Finally, G-CSF-mediated attenuation of
neuronal death, which action we previously reported [19], and/or
promotion of neurite outgrowth [21] could enhance survival of
oligodendrocytes because the survival of oligodendrocytes depends
on stimuli from axons [31]. The present data of G-CSF-mediated
attenuation of loss of MAP-2- positive neurons might support that
hypothesis.

The present results showed that G-CSF suppresses apoptosis of
oligodendrocytes and white matter degeneration after SCI. There
was a direct correlation between the area of spared myelin and
final motor function score. This result is in line with previous
reports [32,33] and explains how G-CSF promotes functional
recovery. In the murine SCI model, we previously reported that
G-CSF attenuates apoptosis of neurons via the activation of
signaling pathways downstream from the G-CSFR [19]. Taken
together, G-CSF exerts neuroprotective effects for neurons and
oligodendrocytes via anti-inflammatory and anti-apoptotic actions,
resulting in reduced white matter degeneration and promotion of
functional recovery. Other than the anti-inflammatory or ant-
apoptotic effects on the CNS, G-CSF can promote mobilization of
bone marrow-derived stem cells and their migration into injured
spinal cord tissues and promote functional recovery [18,20].
Furthermore, G-CSF has several actions on the vascular system.
For example, G-CSF suppresses brain edema formation after
stroke [11] and promotes angiogenesis in stroke [28] and SCI [17]
models. Finally, G-CSF stimulates neurogenesis both directly [13]
or via the up-regulation of vascular endothelial growth factor [34]
All of those mechanisms could potentially contribute to the
neuroprotective effects of G-CSF following SCI.

In terms of safety and efficacy, G-CSF has an excellent record in
clinical use. In the case of stroke, STAIR presents criteria for drug
development [35] and G-CSF fulfills those criteria well. Briefly,
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those criteria include the following: i) blood-brain barrier
penetration, ii) neuroprotective activity in different stroke models
including permanent ischemia demonstrated by independent
groups, ili) activity shown in different species, iv) well-known
pharmacokinetics, and v) functional outcome data. In this context,
G-CSF may be a candidate for clinical application in the setting of
acute SCI. In that regard, the therapeutic time window is
important. In the rat photothrombotic stroke model, G-CSF
administrated 72 h after induction of ischemia for ten days
improved recovery [36]. G-CSF administration might be effective
if delayed even further. Additional studies are needed to define the
therapeutic time window of G-CSF treatment for SCI. G-CSF is
an attractive candidate for treatment of acute SCI. While greater
understanding of the optimal dosage, therapeutic time window
and precise mechanism of action is needed, the present results are
encouraging. The feasibility of conducting clinical trials of G-CSF
treatment for acute SCI patients should be considered.

Conclusions

G-CSF protects oligodendrocyte from SCl-induced cell death
via the suppression of inflammatory cytokines and up-regulation of
anti-apoptotic protein. As a result, G-CSF attenuates white matter
loss and promotes hindlimb functional recovery.

Materials and Methods

Animals

All animals were treated and cared for in accordance with the
Chiba University School of Medicine guidelines pertaining to the
treatment of experimental animals. The present study was
approved by Animal Care and Use committee of Chiba University
Graduate School of Medicine (the approval number was
20060017). Ninety adult female Sprague-Dawley rats (10-12
weeks old; weight 200-240 g; Japan SLC, Inc. Hamamatsu,
Japan) were housed in individual cages and given food and water
ad lib. Rats were anesthetized with 1.5% halothane in 0.5 L/min
oxygen and contused on T9 spinal cord exposed by a T8/9
laminectomy. Contusive SCI was introduced using the Infinite
Horizon Impactor (Precision Systems and Instrumentation,
Lexington, KY, magnitude: 200 kilo dyne). Upon awakening, rats
were evaluated neurologically and were monitored for food and
water uptake and urine output. As prophylactic, Bactramin
(Chugai, Japan) was added to drinking water.

Rats were randomly assigned to two groups. G-CSF group
received recombinant human G-CSF (15.0 pg/kg; kindly provided
by Kirin Pharma Co. Ltd., Tokyo, Japan), which was dissolved in
normal saline. Vehicle group rats received equal volumes of
normal saline at the same time points. All compounds were
administered by tail vein injection at 1 h after surgery and daily
the next four days. We followed the regimen of drug administra-
tion previously reported in the rat brain infarction model [13]. In
addition, we performed preliminary experiments in other dose
regimen (5, 15, 50 pg/kg/d for 5 days after injury). Those
preliminary data suggested that 15 pg/kg/d G-CSF exerts most
strong effects. Thus we employed 15 pg/kg/d dose regimen. We
collected peripheral blood 1 day after injury and counted
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Figure 5. G-CSF attenuated degeneration of white matter myelin. Luxol Fast Blue (LFB) staining and immunofluoresent staining for myelin
basic protein (MBP) were performed to quantify spared myelin in the chronic phase of SCl. Figures show LFB staining of the spinal cord 4 mm caudal
to the epicenter. Higher magnification revealed better myelin integrity in rats from the G-CSF group (D) than the vehicle group (C). The extent of loss
of myelin in the chronic phase of injury (six weeks after surgery) was analyzed (Fig. 4-E). Gray matter of each sample was subtracted from the whole
area of the slice to reveal the area of white matter. The actual area of normal-appearing myelin was divided by the white matter to determine the
percentage of normal-appearing myelin. The percentage of normal appearing myelin was significantly larger in the G-CSF group (E; closed column)
than the vehicle group (E; open column). immunofluorescence showed that the number of MBP-positive myelin sheath was larger in the G-CSF group
than that in the vehicle group (L). Bars=1 mm (F-H), 500 um (A, B) and 100 um (C, D, I-K), values are mean=SEM. *p<0.05, **p<<0.01. Values are
mean*+SEM. ¥*p<0.05.

doi:10.1371/journal.pone.0050391.g005
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Figure 6. Locomotor recovery. Assessment of hind limb function with the Basso, Beattie and Bresnahan (BBB) locomotor scale (A, B). Time course
of recovery of hindlimb function (A) and comparison of final motor function scores (B). Rats from the G-CSF group (closed circle) showed significant
recovery compared to rats from the vehicle group (open circle) (A; Repeated measures ANOVA, p<<0.05). The final motor function score six weeks
after surgery in the G-CSF group (average 12.8; B, closed circle) was significantly higher than that in the vehicle group (average 9.7; B, open circle,
p<<0.01). The average score in the inclined plane test ten weeks after surgery in the G-CSF group (average 50 degrees; C, closed column) was
significantly higher than that in the vehicle group (average 31.7 degrees; C, open column, p<<0.01). Values are mean=*S.E.M. *p<<0.05, **p<<0.01.
doi:10.1371/journal.pone.0050391.g006
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leukocyte number, the average of which was 3800 in the vehicle
control group and 9700 in the G-CSF group.

Real-Time Polymerase Chain Reaction (PCR) (Relative
Quantitation)

We performed quantitative real-time PCR to determine
expression of inflammatory cytokines. First-strand cDNA synthesis
and Real-Time PCR were performed as previously described [11].
Briely, for gene analysis, animals of each group were euthanized
under pentobarbital anesthesia 12, 24 h and 72h after surgery
(n=>5/group) and 10 mm of spinal cord segment including lesion
were removed, snap-frozen in liquid nitrogen, and stored at
—80°C until use. Total RNA was isolated from spinal cord
samples using the RNeasy RINA isolation system (Qiagen Inc.)
according to the manufacturer’s instructions. Tagman technology
(Model 7500 sequence detector, Applied Biosystems, Warrington,
UK) was used for quantitative real-time PCR. All samples were
run in duplicate. TagMan probes (labeled with the fluorescent
reporter FAM) for interleukin-1 beta (IL-1B), tumor necrosis
factor-alpha (TINF-or), FAS, FAS ligand, interleukin-6, interferon-
gamma (IFN-v), matrix metalloproteinase-2 (MMP-2) and matrix
metalloproteinase-9 (MMP-9) were designed by Applied Biosys-
tems. Samples were tested in duplicate, and the average values of
the threshold cycle (Ct) were used for quantification. To quantify
the relative expression of cach specific gene, the Ct values were
normalized for endogenous 18S ribosomal RNA, and compared
with a calibrator using the AACt method (Ct = Ctgample=Cteal
brator) anid converted to a logarithmic value. As calibrator, we used
expression in the G-CSF group 12 h after surgery because the
expression level of those cytokines in the normal spinal cord was
very low. The mean result was further subjected to statistical
analysis and expressed as fold-increase.

Western Blot Analysis :

Injured spinal cords (10-mm segments) were homogenized in a
homogenization buffer (50 mM Tris-HCl (pH 7.4), 150 mM
NaCl, 1% Triton X-100) containing a protease inhibitor cocktail
(complete, Roche Diagnostics, Basel, Switzerland). Homogenates
were cleared by centrifugation at 14,000 rpm for 10 min at 4°C.
Protein concentration of supernatants was measured with Bio-Rad
Dc Protein Assay Reagents (Bio-Rad Laboratories, Hercules, CA,
USA), and the protein concentration was adjusted to 1 mg/mL by
diluting supernatants with a homogenization buffer. Protein
samples were mixed with an equal volume of a 2 xsample buffer
(250 mM Tris-HCI, 4% sodium dodecyl sulfate (SDS), 20%
glycerol, 0.02% bromophenol blue, and 10% b-mercaptoethanol).
After boiling for 5 min, equal volumes of samples were subjected
to 10% SDS-polyacrylamide gel electrophoresis (SDS-PAGE)
under reducing conditions, and the proteins were transferred to a
polyvinylidene difluoride membrane (Immobilon-P; Millipore
Corporation, Billerica, MA, USA). After blocking of the mem-
brane with PBS containing 5% skim milk and 0.05% Tween 20,
the membrane was reacted with an anti- IL-13 (BD Biosciences,
Franklin lakes, NJ), an anti- TNF-o. (BD Biosciences) and an anti-
B-actin antibody as a loading control (Santa Cruz Biotechnology,
Santa Cruz, CA) antibody. For detection, a horse radish
peroxidase-conjugated secondary antibody (Cell Signaling Tech-
nology, Beverly, MA, USA) and an ECL chemiluminescence
system (GE Healthcare, Piscataway, NJ, USA) were used.
Quantification of protein bands was performed using image J
software.
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Tissue Preparation

For histological evaluation, animals were perfused transcardially
with 4% paraformaldehyde in PBS (pH 7.4) under pentobarbital
anesthesia 12, 24, 72 h and one week after surgery (n =4/group)
and six weeks after surgery (n=10/group). Spinal cord tissue
blocks including the lesion epicenter were removed and postfixed
in the same fixative overnight, stored in 20% sucrose in PBS at
4°C, and embedded in OCT compound (Sakura Finetechnical,
Tokyo, Japan). The cryoprotected samples were frozen and kept at
—80°C untl use. The samples were cut into serial 10 pm
transverse sections with a cryostat and mounted on aminosilane-
coated slides (Matsunami, Tokyo, Japan).

Immunofluorescent Labeling

For immunofluorescent labeling, sections were permeated with
0.3% Triton X and treated for 1 h in blocking solution containing
1% bovine serum albumin and Block Ace (Dainippon Pharma,
Japan). Sections were then incubated with the following primary
antibodies as indicated: mouse monoclonal anti-G-CSF receptor
antibody (G-CSFR, 1:200, Abcam, Cambridge, UK), rabbit
polyclonal anti-microtubule associated protein-2 (MAP-2) anti-
body (MAP-2, 1:400, Chemicon Inc, Temecula, CA) for neurons,
rabbit polyclonal anti-glial fibrillary acidic protein antibody
(GFAP, 1:400, Sigma, St Louis, MO) for astrocytes, mouse
monoclonal anti-adenomatous polyposis coli antibody (APC,
1:800, Calbiochem, San Diego, CA) or mouse monoclonal anti-
myelin oligodendrocyte specific protein IgM antibody (MOSP,
1:200, Chemicon Inc) for oligodendrocytes, goat polyclonal anti-
ionized calcium-binding adaptor molecule 1 (Iba-1,1:500, Abcam)
for microglia, rabbit polyclonal anti-activated caspase 3 antibody
(Caspase 3-a, 1:400, R & D systems, Minneapolis, MN) for
apoptotic cells, rabbit polyclonal anti-Bcl-X1 antibody (1:200, AbD
Serotec, Kidlington, UK), mouse monoclonal anti-IL-1p antibody
(IL-1B, 1:200, AbD Serotec), rabbit polyclonal anti-myeloperox-
idase antibody (MPO, prediluted, Abcam, Cambridge, UK) for
infiltrating inflammatory leukocytes, mouse monoclonal and-
inducible nitric oxide synthase antibody (iNOS, 1:100, Chemicon
Inc.), mouse monoclonal anti-arginase 1 antibody (1:100,
Chemicon Inc.) and mouse anti-myelin basic protein antibody
(MBP, 1:100, Chemicon Inc.) for myelin sheath. The sections were
reacted with primary antibodies overnight at 4°C. After incuba-
tion with the primary antibodies, sections were washed in PBS and
then incubated with secondary antibodies at room temperature for
1 h: Alexa 488- or 594- labeled anti-mouse, anti-rabbit IgG, anti-
goat IgG or anti-mouse IgM antibodies (1:800, Molecular Probes,
Eugene, OR). Finally, sections were washed twice in PBS and
coverslips were added. The positive signals were observed by
fluorescence microscopy (ECLIPSE E600; Nikon, Tokyo, Japan).
In case of double staining for G-CSFR/GFAP and G-CSFR/
MOSP, the positive signals were detected using confocal laser
scanning microscopy (LSM5 PASCAL; Carl Zeiss, Germany). The
specificity of the staining procedures was controlled by omitting
primary or secondary antibodies.

On the sections from normal spinal cord and one week after
surgery, immunofluorescence double labeling for G-CSFR and
cell specific markers (MAP-2, GFAP, MOSP and Iba-1) was
performed to clucidate the expression of G-CSFR. To detect the
influence of G-CSF on G-CSFR expression in oligodendrocytes,
quantification was performed by cell count of G-CSFR and
MOSP-double positive cells one week after SCI.

To observe the effects of G-GSF on inflammatory cells,
immunofluorescence for neutorphils and microglia were per-
formed. Twelve and 24 h after surgery, IL-1B-expressing inflam-
matory leukocytes were counted as IL-1B- and MPO-double
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positive cells. To quantitatively analyze the number of IL-18- and
MPO-double positive cells sections were picked from lesion
epicenter and 2 mm rostral and caudal segments to the epicenter.
Three samples from each segment were observed and a mean
value of results was analyzed. The mean values of number of
double-positive cells per section were compared between the
groups. One week after the injury, phenotype of microglia/
macrophage was determined by immunofluorescent double
staining for Iba-1/iNOS or Iba-1/arginase-1. The number of
total Iba-l-positive cells was counted, then the ratio between
iNOS-positivity and arginase-positivity was caluculated.

Apoptotic oligodendrocytes were counted as activated caspase 3
and APC-double positive cells in samples collected 72 h and one
week after surgery. For the quantitative analysis of the number of
apoptotic oligodendrocytes, sections were picked from epicenter,
segments 2 mm, 4 mm and 6 mm rostral and caudal to the
epicenter. The percentage of apoptotic oligodendrocyte was
calculated by dividing the number of activated caspase 3 and
APC-double positive cells by total APC-positive cell number. We
also preformed immunefluorescence double labelling for APC and
one of the anti-apoptotic protein Bcl-X1 on spinal cord histological
sections one week after injury.

To determine the influence of neuronal death on oligodendro-
cyte survival or death, we performed immunofluorescence for
MAP-2 one week after the injury and counted the number of
MAP-2-positive neurons in both the vehicle and G-CSF-treated
rats.

For quantfication of immunofluorescence data, every fifth ten-
um transverse section (50 um apart) was picked from epicenter,
2 mm, 4 mm and 6 mm rostral or caudal to the lesion epicenter.
At least ten sections per each animal were counted, resulting in
coverage for 500 um area of spinal cord in each segment. To
count positive cells, we used Scion Image computer analysis
software (version beta 4.0.3, Scion Corporation, Frederick, MA).

Myelin Sparing and Oligodendrocyte Cell Count

We performed luxol fast blue (LFB) staining and immunoflu-
orescence for MBP to measure an area of spared white matter
myelin six weeks after surgery. The LFB-positive area and total
area of white matter of the same section was calculated using Scion
Image computer analysis software. Gray matter was subtracted
from the whole area of the slice to reveal the area of white matter.
To determine the percentage of normal-appearing myelin, the
area of the LFB stain was divided by the area of the white matter
(Fig. 5 E). Immunofluorescent labeling for MBP was performed to
quantify the number of MBP-positive myelin sheath six weeks after
surgery as described above. The number of MBP-positive myelin
sheath in white matter was counted (Fig. 5 F). Quantification was
done as described above.

Assessment of Locomotor Activity

The recovery of rat hindlimb function in both groups (n= 10 in
the G-CSF group and n =8 in the vehicle group) was determined
by measuring the hindlimb motor function score with Basso,
Beattie and Bresnahan locomotor scale (BBB scale [37]). Rats were
allowed to move freely on the open ficld with a rough surface for
five min at cach time tested. The hindlimb movement of rats was
scored by two independent observers who were unaware of the
treatment. Measurement of motor function was performed weekly
following the sixth week after surgery.

In another subset of rats treated the same as above, the inclined
plane test was performed ten weeks after surgery as previously
described [38] (n=35 in each group). The highest degree of
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inclination was defined as that at which the animal could maintain
its position for five seconds on two separate trials.

Statistical Analysis

Results of immunohistochemical studies, percentages of normal-
appearing myelin, final motor function scores and inclined plane
tests were subjected to Student’s t-test. Recovery of motor function
scores was subjected to Repeated Measures ANOVA followed by
post hoc test using Fisher’s Protected Least Signicicant Difference
test. Percentage of normal myelin (average values of sections) and
final motor function scores were analyzed for the Pearson product-
moment correlation coefficient. Results are presented as mean
values*S.E. Values of p<0.05 were considered statistically
significant.

Supporting Information

Figure S1 G-CSFR expression in naive spinal cord.
GFAP-positive astrocytes (A}, MOSP-positive oligoden-
drocytes (B) and MAP-2-positive neurons (C) expressed
G-CSFR. Although the number of MOSP-positive oligodendro-
cytes was significantly different between the vehicle (D, open
columns) and G-CSF groups (D, closed columns), all of the
MOSP-positive oligodendrocytes expressed G-CSFR after SCL
Bar=100 pm. Values are mean®=S.E.M. *p<0.05.

(T1F)

Figure $2 The number of MAP-2-positive neurons after
SCI. The number of MAP-2-positive neurons was significantly
larger in the G-CSF group in the rostral and caudal segments
(closed columns). Values are mean*S.E.M. *p<<0.03.

(TTF)

Figure 83 The influence of G-CSF on microglia\macro-
phages. Double immunofluorescence study for ionized calcium-
binding adaptor molecule 1 (Iba-1, as a marker for activated
microglia and macrophages) and inducible nitric oxide synthase
(INOS, as a marker for Thl-driven activation of microglia/
macrophages) or arginase-1 (a marker for Th2-driven activation of
microglia/macrophages) was performed to eclucidate G-CSF-
mediated reaction and phenotypic alteration of macrophage/
microglia. The number of Iba-1-positive cells in the G-CSF group
was significantly smaller than that in the vehicle group in the
rostral and caudal segments, whereas the ratios between iINOS
(open columns) and arginase-1 (hatched or dotted columnns) did not
change in both the vehicle and G-CSF groups in lesioned spinal
cord at any segments observed. Values are mean®S.E.M.
*p<<0.01.

(T1E)

Figure $4 Apoptotic oligodendrocytes. To further confirm
the results of immunohistochemistry for apoptotic oligodendrio-
cytes, we performed double immunofluorescence study for MOSP
as another marker for oligodendrocytes and activated caspase-3 as
a marker for apoptotic cells (A-C). The staining pattern was similar
to that of the double fluorescence study for APC and activated
caspase-3. Co-localization of MOSP and activated caspase-3 was
further confirmed with orthogonal imaging obtained by laser
confocal microscopy (D).

(TIF)
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Anomalous Vertebral Arteries in the Extra- and
Intraosseous Regions of the Craniovertebral
Junction Visualized by 3-Dimensional Computed
Tomographic Angiography

Analysis of 100 Consecutive Surgical Cases and Review of the Literature

Masashi Yamazaki, MD, PhD, Akihiko Okawa, MD, PhD, Takeo Furuya, MD, PhD, Tsuyoshi Sakuma, MD,
Hiroshi Takahashi, MD, Kei Kato, MD, Takayuki Fujiyoshi, MD, PhD, Chikato Mannoji, MD, PhD,
Kazuhisa Takahashi, MD, PhD, and Masao Koda, MD, PhD

Study Design. Consecutive case series and literature review.
Objective. To describe the utility of 3-dimensional computed
tomographic angiography (3D CTA) for evaluating vertebral artery
(VA) anomalies before surgery.

Summary of Background Data. Recent advances in
instrumentation surgery at the craniovertebral junction (CV]) enable
us to perform rigid internal fixation. However, the risk of VA injury
as a complication of the surgery has become a major problem. Thus,
the importance of preoperative evaluation of the VA course has been
emphasized.

Methods. Cases of 100 consecutive patients who underwent
CVJ instrumentation surgery since July 1998 were analyzed.
Occipitocervical/thoracic or C1-C2 posterior fusion was performed
for atlantoaxial subjuxation (AAS) in 59 patients and cervical fixation
including C2 was required for middle-to-lower cervical lesions
in 41 patients. Twenty-seven patients with AAS had a congenital
skeletal anomaly (CSA) at the CV] including os odontoideum and
occipitalization of C1 (AAS-CSA[+] group). Anomalous VAs at the
extra- and intraosseous regions were evaluated by 3D CTA.
Results. No neurovascular injury occurred during surgery. Abnormal
courses of the VA at the extraosseous region were detected in 10
cases: 2 had fenestration and 8 had a persistent first intersegmental
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artery. All 10 cases were in the AAS-CSA(+) group. A high-riding VA
was detected in 31 cases. Fourteen out of the 31 cases were in the
AAS-CSA(+) group, indicating 51.9% of the AAS-CSA(+) group had
high-riding VA. In the AAS-CSA(+) group, a C1-C2 transarticular
screw and C2 pedicle screw were actually inserted in 58% and 31%
of the planned insertions, respectively.

Conclusion. The present findings suggest that the frequency of
an abnormal VA at the extra- and intraosseous regions is increased
when patients have AAS and CSA at the CV]. Using preoperative 3D
CTA, we can precisely identify anomalous VAs and thereby reduce
the risk of their intraoperative injury.

Key words: vertebral artery, 3-dimensional computed tomogra-
phy angiography, anomaly, craniovertebral junction. Spine 2012;
37:E1389-E1397

% ecent advances in instrumentation surgery at the cra-
niovertebral junction (CV]) enable us to perform rigid

I uinternal fixation.! However, the risk of injury to the
Vertebral artery (VA) as a complication of surgery has become
a major problem. A large-scale investigation of 1318 patients
who underwent surgery for C1-C2 transarticular screw (TAS)
fixation showed that VA injury occurred in 4.1% of patients
and some of them developed cerebellar infarction or brain
stem infarction.” Thus, the importance of preoperative evalu-
ation of the VA course has been emphasized.

Previous studies have shown anomalies of the VA at the
extra- and intraosseous regions of the CV].>® There are 2
representative anomalies of the extraosseous course of the
VA: fenestration and persistent first intersegmental artery
(Figure 1A, B). In the former, the VA is duplicated after emerg-
ing from the C2 transverse foramen; one branch enters the
spinal canal between C1 and C2 and the other courses nor-
mally, passing through the C1 transverse foramen and enter-
ing the spinal canal at the cranial side of the C1 posterior arch
(Figure 1A).3* In the latter, the VA enters the spinal canal at
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(A) (B)

Figure 1. Two representative VA anomalies at the CV]J. (A) Fenestration.
(B) Persistent first intersegmental artery. VA indicates vertebral artery;
CV]J, craniovertebral junction

the caudal portion of the C1 posterior arch after emerging
from the C2 transverse foramen, without passing through the
C1 transverse foramen (Figure 1B).>¢ Studies have also dem-
onstrated a side-to-side asymmetry of bilateral VAs. In some
patients, the lumen diameter of the VA on one side was more
than twice that of the other side.” When an intraosseous VA is
anomalously located too medially, too posteriorly, and/or too
high, it is described as “high-riding.”’

We have performed 3-dimensional computed tomographic
angiography (3D CTA) to analyze the extra- and intraosse-
ous course of the VA before instrumentation surgery at the
CV]J to avoid intraoperative VA injury.> In the present study,
we investigated the presence of congenital skeletal anomaly
(CSA) at the CVJ in 100 consecutive patients who underwent
instrumentation surgery at the CV] and analyzed the associa-
tion of CSA with extra- and intraosseous anomalies of the VA.

MATERIALS AND METHODS

We analyzed 100 consecutive patients who underwent instru-
mentation surgery at the occiput, C1, and C2 at our institute
between July 1998 and January 2009 (Table 1). Fifty-nine
patients had atlantoaxial subluxation (AAS; AAS group), and
cervical fixation including C2 was required for a middle-to-
lower cervical spine lesion (MLCSL) in 41 patients (MLCSL
group). The AAS group included 22 patients with cervical
myelopathy because of CSA, such as os odontoideum, bifid
C1 posterior arch, and occipitalization of C1. This group
also included 12 patients with rheumatoid arthritis, 8 with
dens fracture, 6 with AAS of unknown origin, 5 with Down
syndrome, 3 with cerebral palsy, and 3 with trauma. All of
the 5 patients with Down syndrome also had CSA includ-
ing os odontoideum and bifid C1 posterior arch. Among the
59 patients in the AAS group, 27 patients had CSA at the
CV]J (AAS-CSA[+] group) and the other 32 had no osse-
ous anomaly (AAS-CSA[-] group) (Table 1). Details of the
type of anomaly are shown in Table 2. The MLCSL group
included 11 patients with a spine tumor, 10 with cervical
spondylosis, 8 with cerebral palsy, 7 with ossification of the
posterior longitudinal ligament (OPLL), 2 with a spinal cord
tumor, 1 with CSA, 1 with neurofibromatosis, and 1 with
trauma. Among the 41 patients in the MLCSL group, only 1
patient had CSA at the CV] (MLCSL-CSA[+] group) and the
other 40 had no osseous anomaly (MLCSL-CSA[-] group)
(Tables 1 and 2).

E1390
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Total cases 59 41

Sex
Male 25 29
Female 34 12

Congenital skeletal anomaly

CSARF) 32 40

CSA(+) 27 1
Method of surgery

Occ-C/T 36 2

c1-C2 23 0

c2-Cr 0 39

*P < 0.07 vs. MLCSL group.

AAS indicates atlantoaxial subluxation; MLCSL, middle-to-lower cervical
spine lesion; CSA, congenital skeletal anomaly; Occ-C/T, occipitocervical or
occipitothoracic posterior fusion; C1-C2, atlantoaxial posterior fusion; C2—-
C/T, midcervical or cervicothoracic posterior fusion including axis.

The surgical methods in the AAS group were occipito-
cervical or occipitothoracic (Occ-C/T) posterior fusion (36
patients) and atlantoaxial (C1-C2) posterior fusion (23
patients). Patients in the MLCSL group underwent Occ-C/T
posterior fusion surgery (2 patients) and midcervical or cervi-
cothoracic posterior fusion including C2 (39 patients).

In patients who underwent Occ-C/T or C1-C2 posterior
fusion, we used C1-C2 TAS as anchors to C2 from July 1998
through October 2005, and a C2 pedicle screw (PS) from
November 2005. In patients who underwent midcervical or
cervicothoracic posterior fusion including C2, we used C2 PS
as anchors to C2 throughout the entire period.

Os odontoideum 18
Os odontoideum, Bifid C1 posterior arch 2
Os odontoideum, C1 occpitalization 1
Os odontoideum, Klippel-Feil 1
C1 occpitalization, Klippel-Feil 1 1
Hypoplastic odontoid/C1 posterior 1
arch, SED
Hypoplastic odontoid, SED 1
Hypoplastic C1 posterior arch, SED 1
Hypoplastic C1 posterior arch, DD 1
AAS indicates atlantoaxial subluxation; MLCSL, middle-to-lower cervical
spine lesion; SED, spondyloepiphyseal dysplasia; DD, diastrophic dysplasia.
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