
On-line Table 1: Summary of the anatomic relationships for key spinal cord pathways relative to the lateral STT and symptoms if these
structures are inadvertently stimulated or ablated

Spinal Cord Structure Location Relative to STT Symptoms if Ablated
Corticospinal tract Dorsal (also posterior to dentate ligament) Ipsilateral motor weakness
Ventral spinocerebellar tract Superficial, lateral Transient ipsilateral ataxia of upper extremity
Autonomic fibers in lateral horn Deep and medial Bowel and bladder incontinence
Vasomotor fibers Deep and dorsomedial to autonomic fibers and STT Hypotension
Ventral reticulospinal tract Medial Small decrease in respiratory functiona

Note:—STT indicates spinothalamic tract.
a Bilateral cordotomy is generally avoided or performed at least 1 week apart because injury to the bilateral ventral reticulospinal tract can suppress unconscious respiratory
motion (Ondine’s curse)—the most common historical cause of procedural mortality.

On-line Table 2: Diffusion tensor scalar parameters 2 days after
left C1–2 ventrolateral spinal cordotomy with radiofrequency
ablation in a single subject

C1–2 Cord Location
Contralateral

Region
Cordotomy

Lesion
Mean diffusivity 0.90 �m2/ms 0.79 �m2/ms
Fractional anisotropy 0.67 (no units) 0.47 (no units)
Radial diffusivity 0.47 �m2/ms 0.53 �m2/ms
Axial diffusivity 1.72 �m2/ms 1.16 �m2/ms
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ON-LINE FIG 1. Axial (A) and coronal (B) reformats of pretreatment cervical spine 3D volumetric T2-weighted MR imaging used to assess
anatomic landmarks and plan the needle trajectory (red arrow). We identified the most posterior and/or inferior course of the ipsilateral left
vertebral (arrowheads) and posteroinferior cerebellar artery relative to the expected trajectory of the lateral C1–2 puncture. The head was
placed in the same neutral position with the patient supine for both the MR imaging and subsequent cordotomy. The ideal needle trajectory is
parallel to the floor and directed to pass in the axial plane midway between the C1 and C2 arches so that it approaches the cervical spinal cord
pial surface 1–3 mm ventral to its midpoint (delineated by the dentate ligament during subsequent CT myelography).

ON-LINE FIG 2. Axial and coronal T2-weighted (A and B) and post-
contrast T1-weighted MR images (C and D) of the cervical cord 48
hours after CT-guided left C1–2 cordotomy. There is T2 hyperinten-
sity in the ventral left quadrant of the cord at the level of the radio-
frequency ablation that extends craniocaudally between the C1 and
C3 levels, consistent with postprocedure edema. There is a more
focal 3-mm diameter focus of contrast enhancement (arrows) corre-
sponding to the zone of radiofrequency ablation from the electrode
tip in the ventromedial left spinothalamic tract (ascending fibers for
right upper extremity pain and temperature).
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