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N OEFEEENRB SN, UL, SHEIESEZEDE
LEeEXFOREEENEC, B MR ThHEKMEARMERIC
IMEEFRZ RSO, 15 HEIC b ABKINEIIREL ICNEES
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BT C2 LRIV OHMEBSERICHEMMEBIIRE Z R (Fig. 2A
~C). BRIMEZRSFARIEHSNABN>H, BEEE ek
DOAMEBBIRM TR & ARIERED C2 LRIVICH T B EHER
BRI R %R H e (Fig. 2D, E). EHRT I—RE T,
EEIEFRAICH T 2EBMREZROAMN > e, BEEBALEITER
DEMBEIRICE T B peak systolic velocity (PSV) ET& &L
end-diastolic velocity (EDV) $HZE & SEERA EINE R D A1 B ED AT
ICHTS PSVIETH &LV EDV BHELERSD T (Fig. 3A~D). =F
fo, SEMEENREBMIIRRIC K DIREETRREAZRER L (Fig. 4).
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Fig. 1 Neuroradiological findings on days 1, 7 and 15.
MRI was conducted on admission in the previous hospital using a 1.5-T MRI scanner. Axial DWI (TR 7,800 ms, TE 80 ms, b-value 1,000 sec/mm?)
shows high-intensity areas in the right cerebellum and the right thalamus (A-D), and MRA (Time of flight, TR 25 ms, TE 7 ms) shows the right
vertebral artery dissecting aneurysm (E) on day 1. Axial DWI shows new high-intensity areas in the right cerebellum and the right occipital lobe

(F-1) on day 7. Axial DWI shows new high-intensity areas in the right thalamus (J-M) on day 15.

Fig. 2 Preoperative angiographic findings.
Right vertebral angiogram with the neck in the neutral position shows the right vertebral artery dissecting aneurysm (yellow arrows) and no
stenosis (A-C). Right vertebral angiogram with the head rotated to the left shows the right vertebral artery occlusion (arrowhead) (D). Left
vertebral angiogram with the head rotated to the right shows stenosis at the C1-C2 level (black arrow) (E).
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Fig. 3 Neck ultrasonographic findings.
The right vertebral artery Doppler waveform with the neck in the neutral position reveals no abnormality (A), but the Doppler waveform with the
head rotated to the left shows flow velocity reduction with no end-diastolic flow velocity (B). The left vertebral artery Doppler waveform with the
neck in the neutral position reveals no abnormality (C), but the Doppler waveform with the head rotated to the right shows flow velocity reduction
with no end-diastolic flow velocity (D).
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Fig. 4 Radiography findings.
Neck flexion X-ray shows the atlantoaxial subluxation. The
atlantodental interval (yellow line) is measured as 6.8 mm.

634 BRIRMRIZES: | 2024 | 64 %95



FEBE B BIAREAR O ML IC K 5 IXZEE Z#E D IR U 7= Bow hunter’s stroke @ 1 5

AEBIERS

Fig. 5 Postoperative angiographic findings.
Right vertebral angiogram 2 years after C1-C2 posterior fusion shows the shrinkage of the dissecting aneurysm (yellow arrows).
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Repeated Bow hunter’s stroke by artery-to-artery embolism from the vertebral artery
dissecting aneurysm formed by head rotation: A case report
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Abstract: A 55-year-old woman suffered from diplopia and occipital pain after shoveling snow. She was diagnosed with
the right vertebral artery dissecting aneurysm at the level of the axial vertebra and repeatedly had cerebral infarctions in
the posterior circulation. She had subluxation of the atlantoaxial vertebra as an underlying disease. Right vertebral
angiogram with the head rotated to the left showed the right vertebral artery occlusion and left vertebral angiogram with
the head rotated to the right showed stenosis at the C1-C2 level, leading to the diagnosis of Bow hunter’s stroke. After
wearing a cervical collar and taking 100 mg of aspirin, she had no recurrence of cerebral infarction and later underwent
C1-C2 posterior fusion to prevent the recurrence of cerebral infarction. She finished taking aspirin 6 months after the
surgery, and there has been no recurrence of cerebral infarction. We report here a case of Bow hunter’s stroke, a rare
disease, with good clinical outcomes after C1-C2 posterior fusion.
Key words: Bow hunter’s stroke, vertebral artery dissection aneurysm, subluxation of the atlantoaxial vertebra,

dynamic cerebral angiography, C1-2 posterior fusion
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