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Acute left vertebral artery dissection and right vertebral
artery occlusion in a middle-aged man: A case report
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I Abstract

Spontaneous left Vertebral Artery Dissection (VAD) is an uncommon
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but very important etiology of acute posterior circulation stroke. We
reported a case of a 43 years old man, who came with the complaint of
chest pain with sudden onset, severe sweating, and dizziness. After 12
hours of the patient’s admission, he had tonic-colonic generalized sei-
zure, generalized ataxia and new onset headache. His neurologic sta-
tus deteriorated while on admission since at the consequent patients’
examination, a new onset left hemiparesis was stated by the patient,
which on neuroimaging revealed a left VAD which led to cerebellar in-
farction. Imaging modality such as CTA and MRI can reliably and safely
demonstrate the direct and indirect features of spontaneous VAD. The
routine use of CTA and MRI in stroke increases the detection of VAD,
therefore, promotes early diagnosis of VAD, facilitating prompt initia-
tion of appropriate management. Concomitant connective tissue dis-
ease should be evaluated in these patients.

Keywords: Vertebral artery dissection; Stroke; Acute coronary syn-
drome.

Introduction

Spontaneous Vertebral Artery Dissection (VAD) is a very im-
portant etiology of acute posterior circulation infarction and
more common in middle-aged patients [1]. Generally, patients
with VAD have a poor clinical outcome as the risk of stroke onset
is relatively high among these patients in the next few days after
VAD [2,3]. It is commonly stated that patients with unruptured
VAD might have a better prognosis than those with a ruptured
and hemorrhagic VAD [4]. Therefore, early diagnosis of VAD
and treatment is very crucial since it can reduce major stroke
or transient ischemic attack complications [5]. Whereas some
studies suggested that in some patients, a history of trauma
or connective tissue disease might be helpful in the diagnosis
of VAD, due to the non-specific presentations of VAD, an early
diagnosis of VAD seems to be difficult [6]. Digital Subtraction
Angiography (DSA) has been the gold standard for the evalua-
tion of intracranial artery disease [7]. We report a young man,
who came to our emergency department complaining of chest
pain with sudden onset, severe sweating, and dizziness whose
neurologic status deteriorate during examination.

Case presentation

A 43-year-old healthy man developed acute onset chest pain
that radiates to back and shoulders after 30 minutes of walking,
sweating along with nausea and vomiting. Chest pain altered
with the positional changes. General examination was normal.
Cranial nerve examination was normal. Our first impression was
acute coronary syndrome. Patient’s serial electrocardiograms
and consequent cardiac enzymes were normal. After 12 hours
of the patient’s admission, he had tonic-colonic generalized sei-
zure. Then, generalized ataxia was also observed. Patient was
also complained from the new onset headache. His neurologic
status deteriorated while on admission since at the consequent
patients’ examination, a new onset left hemiparesis was stated
by the patient. He denied a history of hypertension, seizures,
epilepsy, tobacco, alcohol, and recreational drug use or head
trauma. The family history was unremarkable. On physical ex-
amination, vital signs were normal. There was no evidence of
skin lesions, musculoskeletal abnormalities, lymphadenopathy,
splenomegaly, or hepatomegaly. On neurologic examination,
cognition was normal. Complete Blood Count (CBC), blood
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sugar, serum electrolytes, lipid profile, kidney and liver func-
tion tests, Erythrocyte Sedimentation Rate (ESR), and Antinu-
clear Antibody (ANA), Perinuclear Anti-Neutrophil Cytoplasmic
Antibody (P-ANCA) and C-ANCA were all normal. The serum
C-Reactive Protein (CRP) was above normal limits (56.8 mg/L).
Anti-double stranded DNA (anti-dsDNA) antibodies were posi-
tive (136.8 IU/mL). There were no renal abnormalities such as
proteinuria or cellular casts in the urine analysis.

A Magnetic Resonance Imaging (MRI) of the brain showed
acute ischemic lesions within the cerebellum and the right hip-
pocampus (Figure 1).

ADC at the skull base level revealed acute infarction of cer-
ebellum.

A CT angiography showed increased thickness along with
partially mural thrombosed left vertebral artery at v2 segment
without completed stenosis, which was suggestive for a dissec-
tion and right vertebral artery thrombosis (Figure 2).
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Figure 1: Magnetic Resonance of cholangio pancreatography; in-
| trahepatic bile. )
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Figure 2: A CT angiography showed increased thickness along with
partially mural thrombosed left vertebral artery at v2 segment
(white star) without completed stenosis and right vertebral artery
| thrombosis (black arrow). y

Based on his clinical presentation and radiological findings,
he was diagnosed with a left vertebral artery dissection and
right vertebral artery thrombosis and received intravenous
heparin. He was discharged home with Enoxaparin and referred
to rheumatologic specialist.

Discussion

VAD is a rare, life-treating pathology with a range of symp-
toms, including, severe back pain, headache, dizziness, Fo-

cal Neurologic Deficit (FND), Acute Coronary Syndrome (ACS),
nausea and vomiting [7]. A high clinical suspicion of a clinician
in patients with nonspecific symptoms may help the diagnosis
[8]. Some studies have suggested that cardiac symptoms, in-
cluding ECG changes and ischemic heart disease, are second-
ary to excessive stimulation of the sympathetic system in the
hypothalamus, leading to cardiac catecholamine’s release [9].
Herein, the patient admitted with ACS and neurological symp-
toms developed subsequently. VAD neurological presentation
include hemorrhage, ischemia or mass effect and according to
this clinical presentation, there were variable imaging findings
[8]. Imaging modality such as CTA and MRI are useful to dem-
onstrate the direct and indirect features of spontaneous VAD.
Increasing use of these modalities in the evaluation of patients
with acute stroke increases the detection of VAD [9,10). In this
report, we could diagnose based on the clinical presentations
and MRI/CT angiography findings.

Management of spontaneous VAD can be conservative or
surgical treatment [1]. Our patient was treated conservatively
with heparin followed by warfarin, and after 6 months follow
up, his general condition was quite good. Concomitant connec-
tive tissue disease should be evaluated in these patients [11].
Our patients ANA was positive and he was referred to rheuma-
tologist after discharge.

Conclusion

The emergency medicine specialist must have strong clini-
cal suspicion in dealing with patients. Patient’s symptoms may
be misleading, therefore good suspicion and appropriate use of
diagnostic modality helps proper decision making.

Ethical review: Written informed consent was obtained from
the patient.
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