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S BEREIUE © B 165cm, fAHE 51.4kg, I 135/86 mmHg,
fIR$A 70 111/ 53 - 4%, 1A 36.8°C, SpO, 96%. A HESELSAE,
B, MO TVORIDHY.

REEIT L - BRSO A O Y, EHAE
B2t G ORFEIEE E A 0T8OS 0 BAEEEA
TRGFEHPEREE IR L Db o7z, MG S 7S
T -Cyuite L CH 1), Babinski 5C8F & Chaddock SC5H I C
extensor Cd > 7-.

ABEREHAAT HL © M C TG 66 mg/dl, T-Chol 200 mg/di,
HDL 48 mg/d/, LDL 134 mg/dl & IR %##EITA &7 HbAlc
(NGSP) 5.8% & HEIRFFG D A & Do 7z LEXTIXH S »
BREFIIA LD SN o 7. BHHE MRI LA Tk A (AT
FEHE A AL D7 (Fig. 1A). B MR angiography TIXHHE A
DO VA 23 i AR BT - 72 (Fig. 1B) . M4 &M T,
72 VA IZHRAEED & O RTERCT, BEZNRATIBC i L T w7z,
i VA ¥E52C, SHHE C6 L XV C pearl and strings sign & & b
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AL &0 Beze s g L, A Mt O EE % & & 72 (Fig. 1D)
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B AR o 5 0 T 15 C LB B AR 25 T MU BT /NI B AR (anterior
inferior cerebellar artery; AICA) 43I 5k £ THATHEICHEE S
T 7z (Fig. 1E). CT angiography (CTA) Ti%, 4 VA #°C6
WZ2fLOIEEITLTB Y, CoREZERN S DEMZ 2T T\»
7z (Fig. 1F).
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Fig. 1 Preoperative MRI (A), MR angiography (B), cerebral angiography (C-E), CT angiography (F), and postoperative CT angiography (G).
A: Diffusion-weighted MRI (Axial, TR 4100, TE 98, b value = 1,000 sec/mm®) shows a slight high-intensity lesion in the right medial medulla.
B: The vertebral arteries are not visualized bilaterally. C: Right vertebral artery, lateral view. In neutral head position with normal flow, there is
a pearl and strings sign (arrow) of the right vertebral artery at the C6 vertebral level. D: Right vertebral artery, lateral view. In right rotation,
there appears to be disappearance of blood flow. E: Left carotid artery, lateral view. In neutral head position, there is the blood supply form the
anterior circulation through the posterior communicating artery to the origin of the anterior inferior cerebellar artery (AICA). F: Preoperative
CT angiography on neutral position of the head shows anterior displacement and compression of the vertebral artery due to transverse process

of C6. G: Postoperative CT angiography shows no compression of right vertebral artery at C6.
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Table 1  Summary of the cases ischemic attack caused by compression of VA at the C5-6 vertebral level due to head turning.
Age, gender Symptoms Etiology References
47, M dizziness, fainting spells rt VA compression by vertebral spur at C4-5, C5-6 1)
42, M dizziness rt VA displacement by vertebral spur at C3-4, C5-6 1)
51, F headaches, loss of balance, brief episodes of syncope bilat VA displacement by osteophytes at C5-6 2)
53, F intermittent neck and left arm pain bilat VA displacement by osteophyte at C4-5 and 2)
C5-6
37, M a left visual field defect 1t VA obstruction by osteophytes at C5-6, rt PCA 3)
embolic occlusion
54, F TIA’s with vertigo, syncope, It hemiparesis, hemi- rt VA occlusion by a cervical fibrous band 4)
hypalgesia
64, F TIA’s with head turning, both legs “giving out” & 1t VA compression by osteophytes at C4-5, C5-6 4)
diplopia
69, M TIA’s with diplopia, staggering gait, syncope 1t VA compression by osteophytes at C5-6, C6-7 4)
72, M TIA’s with It hemihypalgesia, hemiparesis, It ataxia rt VA stenosis due to osteophytes at C5-6 4)
29, F CVA with rt facial numbness, rt arm weakness, diplo-  embolization from rt VA dissection due to sustaining 4)
pia, TIA’s with rt hemiparesis, nausea, dysarthria compression at C6 transverse process
41, M syncope, dizziness It VA displacement by osteophyte and disc at C5-6 5)
36, M Wallenberg syndrome embolization from rt VA stenosis due to osteophyte 6)
and disc at C5-6
55, M syncopal episodes rt VA obstruction by osteophyte at C5-6 7
58, M dizziness, vertigo, near-syncopal episodes 1t VA compression by osteophytes and transverse 8)
process at C4-6
59, M near-syncopal episodes rt VA occlusion and It VA stenosis by osseous struc- 9)
tures in the right foramen transversarium at C5 and
ligamentous tissue (mainly PLL) at C5-7
68, M sudden onset of left hemiparesis, diplopia, numbness  rt VA occlusion by osteophyte at C5-6 10)
of the left side of the body
74, M near loss of consciousness 1t VA occlusion without any definite cause 11)
52, F sudden onset of a left temporal headache, left neck rt VA dissection and compression by transverse Present case

stiffness and dizziness

process at C6, thyroid cartilage

[Abbreviations] rt: right, 1t: left, bilat: bilateral, VA: vertebral artery, PLL: posterior longitudinal ligament
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Abstract

The vertebral artery dissection due to the C6 transverse process
and laryngeal cartilage associated with vertebral artery anomaly

Fumiko Kusunoki Nakamoto, M.D."””, Meiko Hashimoto Maeda, M.D., Ph.D.",
Kentaro Mori, M.D.”, Takayuki Hara, M.D., Ph.D.” and Yoshikazu Uesaka, M.D., Ph.D."”

YDepartment of Neurology, Toranomon Hospital
“Department of Neuroendovascular Surgery, Toranomon Hospital
¥Department of Neurosurgery, Toranomon Hospital
“Department of Neurology, Graduate School of Medicine, The University of Tokyo

A 52-year-old woman complained of the sudden onset of a left temporal headache, left neck stiffness and dizziness.
Brain magnetic resonance imaging showed a high-intensity lesion in the right medial medulla. Dynamic cerebral angio-
graphy revealed vertebral artery dissection and compression at the C6 level due to a transverse process at the C6 level
associated with rightward head rotation. Removal of bone and decompression of the vertebral artery were performed
from the C5 to C6 levels. Intraoperasively, obstruction of blood flow due to a laryngeal cartilage that rotated with the
passive rotation of the patient’s head to the right was found. To the best of our knowledge this is the first reported
case of vertebral artery occlusion due to a laryngeal cartilage associated with head rotation.

(Clin Neurol 2014;54:589-592)
Key words: vertebral artery dissection, medial medullary infarction, laryngeal cartilage






