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Spontaneous dissection of intracranial
artery: clinical recovery
vative treatment

bral

with

verteconser-

i

t

.J

.

Sir: Spontaneous dissection of cerebral arteries is an uncommon, though increasingly
recognised cause of cerebrovascular disease.
The dissection of the intracranial vertebrobasilar system usually causes death, except
in a few recent surgically treated cases.
We describe a case of non-traumatic dissection of the intracranial vertebral artery
with a double lumen arteriographic sign.
Cervical immobilisation, anti-platelet therapy and absolute rest led to complete recov-
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rial dissection to reduce the chance of deterioration and embolic complications.3
However, the successful evolution in our
case should also be attributed to bed rest
and cervical immobilisation, which help to
prevent continuous minor trauma that
might impede the healing of the dissection
plane.
We conclude that conservative treatment
with the use of anti-platelet drugs, rest and
cervical immobilisation may be effective in
cases of spontaneous dissection of the intracranial vertebral artery. Nevertheless, further experience of surgical and conservative
treatment is necessary for future guidance
on the treatment of choice in cases of dissection of the intracranial vertebro-basilar
system.
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A 34-year-old man with no past history of
illness except mild hypertension and gastric
dyspepsia, had suffered a sudden severe neck
pain, headache and dizziness of two hours'
duration which began during coitus interruptus, and was admitted to our hospital.
Neurological examination revealed a conscious, alert patient with dysarthric speech,
dysphagia, diplopia, hiccups and numbness
and weakness in the left limbs. Meningeal
signs were absent. Pupils were reactive.
Fundi oculi were normal. Right sixth nerve
cranial palsy and nystagmus on bilateral
horizontal gaze were observed. There was
left hemiparesis, left hemi-cerebellar dysfunction and sensory loss in the right limbs.
Deep tendon reflexes were normal. Plantar
response was flexor on the right and equivocal on the left. CT scan and CSF sttudies
were normal. Two days later, the patient
was improving but weakness of the left
limbs and sensory loss in the right limbs persisted. Left vertebral arteriogram on the
fourth day demonstrated a double lumen
from C-I to the beginning of the basilar
artery (fig IA and B).
Absolute rest, cervical immobilisation
with a collar and therapy with dipyridamol
(400 mg/day) were initiated. Aspirin was
avoided owing to the patient's past history
of gastric dyspepsia. Two days later, owing
severe
headaches attributed to
to
dipyridamol intolerance, the patient was
given ticlopidine (500 mg/day) instead. Biological studies, luetic serology, EKG and a
nrew CT scan were normal. The patient was
asymptomatic by the seventh day. A new
arteriographic study in the fourth week
demonstrated complete disappearance of
the left vertebral artery lesions (fig 2). Treatment wvas continued for ten days more and
progressive mobilisation was initiated. Anti-

Fig 1 Left vertebral angiogram: the arrow

indicates the double lumen pattern inside the
vessel. Antero-posterior (A) and lateral (B)
views.

platelet therapy was maintained for six
months. No further complications have
occurred in the first year of follow-up.
Intracranial artery dissection has been
associated with fibromuscular dysplaisa,

cystic medial necrosis, syphilis, athero-
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sclerosis, Marfan's syndrome, hypertension,

migraine and head injury. Other factors
such as chiropractic manipulation, sneezing,

violent coughing and sporting activities can
trigger the dissection.w1 3However, no association with sexual intercourse has yet been

reported.

Of the 39 cases of dissection of the intracranial vertebro-basilar system described in
the literature, only five, who were treated

surgically, have survived.hAccurate diagnosis is almost never made preoperatively or
before death. To our knowledge, our case is
the first of its kind to be reported with clinical recovery and subsequent angiography

showing re-establishment of a normal lumen
with conservative treatment. Arteriographic
normalisation has previously been described
in carotid artery dissections.' Unfortunately, the demonstration of a double
lumen that has been considered the only
angiographically diagnostic sign of artery
dissection is uncommon. This diagnostic
angiographic feature has only been found in
two1ef of 39 described cases.4 7 w lin3

Anticoagulation and anti-platelet therapies have been employed in cerebral arte599
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Fig 2 Cervico-cerebral angiograms:
complete recanalisation after conservative
management.

(Abstract).
Senter HJ, Sarwar M. Nontraumatic dissecting
aneurysm of the vertebral artery. J Neurosurg

1982;56:128-30.
'

Miyazaki S, Yamaura A, Kamata K, Furushima
H. A dissecting aneurysm of the vertebral
artery. Surg Neurol 1984;21:1 71-4.
'
McNeill DH, Dreisbach J, Marsden RJ. Spontaneous dissection of the internal carotid artery.
Its conservative management with heparin
sodium. Archi Neurol 1980;37:54-55.
Berkovic SF, Spokes RL, Anderson RMcD,
Bladin PF. Basilar Artery dissection. J Neurol
Neurosurg Psychiatry 1983;46:126-9.
°Takita K, Shirato H, Akasaka T, Hukazawa H.
Dissecting aneurysm of the vertebro-basilar
artery. A case report and review of previous
cases. Brain Nerve (Tokyo) 1979;31:1211-9.
(Abstract).
Scholefield BG. A case of aneurysm of the
basilar artery. Gusvs Hosp Rep 1924;7:485-7.
(cited by Manz).
12 Stern K. Oer Kreislaufstorungen im Gehirn bei
Wandeinrissen in extracerebralen arterien.
Zugleich ein Beitrag zur Pathologie des
Hitzschlags. Z Gesamte Neurol PsY'chiatr
1933;148:55-82. (cited by Manz).
13 Hyland HH. Thrombosis of intracranial
arteries. Report of three cases involving,
respectively, the anterior cerebral, basilar, and
internal carotid arteries. Arch Neurol
P.sychiatr 1933;30:342-56.
"Hassin GB. Changes in the brain in accidental
electrocution. J Nerv Ment Dis 1937;86:
668-73.
1 Szabo J. Dissecting aneurysm of right vertebral
artery (intracranial portion). Budapest Orsosi
Ujsag 1939;37:201-3. (cited by Manz).
16Watson AJ. Dissecting aneurysm of arteries
other than the aorta. J Pathol Bacteriol
1956;72:439-49.
7 Wolman L. Cerebral dissecting aneurysms.
Brain 1959;82:276-91.
' de Busscher J. Aneurysme de l'artere vertebrale
gauche chez un homme de 45 ans. Acta Neurol

BeIg 1952;52:1-123.
'9Crosato F, Terzian H. Gli aneurismi dissecanti
intracranici. Studio di un cas con interessamento dell'arteria basilare. Ris' Patol Nerv
Ment 1961;82:450-62.
20 Perier 0, Cauchie Ch, Demanet JC. Hematome
intramural
par
parietale
dissection
("aneurysme dissequant") du tronc basilaire.
Acta Neurol Psychiatr Belg 1964;64:1064-74.
21 Crompton MR. Subtentorial changes following

J Neurol Neurosurg Psychiatry: first published as 10.1136/jnnp.49.5.599 on 1 May 1986. Downloaded from http://jnnp.bmj.com/ on October 6, 2022 by guest.
Protected by copyright.

600
2 Gautier JC, Pertuiset BF. Les aneurysmes
dissequants spontanes des arteres cerebrales.
Ann Med Int 1983;133:458-64.
3 Hart RG, Easton JD. Dissections of cervical and
cerebral arteries. In: Barnett HJM, ed.
Neurologic Clinics, Symposium on Cerebral
Vascular disease. Philadelphia: WB Saunders,
1983;1: 155-82.
4Waga S, Fujimoto K, Morooka Y. Dissecting
aneurysm of the vertebral artery. Surg Neural
1978; 10:237-9.
'Sekino H, Nakamura N, Katoh Y, Basugi N.
Dissecting aneurysms of the vertebro-basilar
system: clinical and angiographic observations. Neurol Surg 1981;9/2:125-33.

Letters
the rupture of cerebral aneurysms. Brain

1965;88:75-84.
22 Perier 0, Brihaye J, Dhaene R. Hemodissection
parietale obliterante ("aneurisme dissequant") de la arterie basilaire. Acta Neurol
Psychiatr Belg 1966;66:123-41.
23 Hayman JA, Anderson RMcD. Dissecting
aneurysm of the basilar artery. Med J Aust
1966;2:360-61. (cited by Manz).
24Redondo-Marco JA, Walb D. Zur Frage des
Aneurysma dissecans am intrakraniellen
GefaBsystem. Acta Neurochir (Wien)

1967;16:278-90.
25Campiche R, Anzil AP, Zander E. Aneurysme
dissequant du tronc basilaire. Arch Suisses
Neurol Neurochir Psychiatr 1969;104:209-23.
(cited by Manz)
26 Brihaye J, Retif J, Jeanmart L. L'obstruction de
l'artere basilaire chez le sujet jeune. Aspectes
cliniques et angiographiques. Reflexions etiopathogeniques. A propos de trois cas. Acta
Neurochir (Wien) 1971;24:143-56.
27 Nozicka A, Zerebrovaskulare Erkrankungen
bei jungen Leuten, bedingt durch dissezierendes Aneurysma der basalen Hirnarterien. Sb Ved Pr Lek Fa Univ Karlovs,
Hrad(ci Kralove 1972;15:467-71. (cited by
Manz).
28 Escoroulle R, Gautier JC, Rosa A, der Agopian
P, Lhermitte F. Aneurysme dissequant. Rev
Neurol (Paris) 1972;128:95-104.
29 Pesendorfer F, Platthy G. GefaBwanschadigung
GefaBwandund
thromboembolische
verschliisse nanch Einnahme von Ovulationshemmern. Med Klin 1973;68:74-77.
30Pasquier B, Couderc P, Pasquier D, Panh MH,
N'Golet A, Pellat J. Hemodissection parietale
obliterante ou aneurisme dissequant
vertebro-basilaire. Sem Hop Paris 1976:
52:2519-27.
31Yonas H, Agamanolis D, Takaoka Y, White
RJ. Dissecting in intracranial aneurysms.
Surg Neurol 1977;8:407-15.
32 Alexander CB, Burger PC, Goree JA. Dissecting
aneurysms of the basilar artery in two
patients. Stroke 1979;10:294-9.
3 Martini E. Intracranial dissecting aneurysm.
Report a case. Pssychiatr Nervenkr 1979;
227:17-21. (Abstract).
3 Pasquier B, N'Golet A, Pasquier D, Panh MH,
Couderc P, Crouzet G. Hemodissection
vertebro-basilaire: une observation anatomoclinique avec fibrodysplasie de l'artere vertebrale gauche. Sem Hop Paris 1979;55:487-8.
3 Kulla L, Deymeer F, Thomas WS, Weiner M,
Mullins TF. Intracranial dissecting and saccular aneurysms in polycystic kidney disease.
Arch Neurol 1982;39:776-8.
36 Contamin F, Hauw JJ, Singer B, et al. Sindrome
par
hemodissection
de
Wallenberg
(aneurysme dissequant) de l'artere vertebrale.
Rev Neurol (Paris) 1982;138, 4:337-43.
3 Bugiani 0, Piola P, Tabaton M. Nontraumatic
dissecting aneurysm of the basilar artery. Eur
Neurol 1983;22:256-60.
3 Farrell MA, Gilbert JJ, Kaufmann JC. Fatal
intracranial arterial dissection: clinical pathological correlation. J Neurol Neurosurg
PsYchiatrY 1985;48:111-21.

Postinfectious meningoencephalitis complicating Mycoplasma pneumoniae in a child

Sir: M ycoplasma pneumoniae is the primary
non-bacterial pathogen causing lower respiratory tract infections among school-age
children.1 2 Of the non-respiratory manifestations, neurological disorders are the
most common. They include GuillainBarre's syndrome, meningitis, transverse
myelitis and encephalitis.3 The prognosis is
generally favourable which may be illustrated by the following case report.
A 12-year-old, right-handed boy was
admitted to hospital because of right-sided
hemiparesis. Nine days prior to admission
he had stayed home from school with a
headache. During the next few days he had
suffered mild upper respiratory symptoms
with fever, his temperature rising to 38 5°C
and he seemed confused at night. The boy
was already starting to recover when he
noticed a weakness in his right leg which, by
the next day, had evolved into a right-sided
hemiparesis, resulting in admission. His
temperature was 38"C, pulse rate 104/min,
blood pressure 110/70mm Hg. On neurological examination, the boy was bradyphrenic but alert. He had a mild expressive
aphasia, and right-sided hemiparesis. Complete blood count, ESR, chemistry profile
and urine analysis were normal. CSF contained 102 WBCs/mm3, protein 86 mg/dl
and glucose 3 8 mmol/l. The CSF cytogram
showed polymorphonuclear leucocytes,
monocytes, many lymphocytes, plasma
cells, and macrophages. A chest radiograph
demonstrated increased bronchial markings.
A CT scan revealed white matter hypodensity in the left parietal region. An EEG
showed diffuse marked slowing of background activity on the left side and no
abnormalities on the right side.
During the next three days the aphasia
increased, right-sided hemianopia became
apparent and the hemiparesis developed
into a hemiplegia. Four days after admission
the boy started to vomit and became comatose. His left pupil was dilated but still
responded to light. Bilateral decorticate
rigidity developed suddenly, with equally
wide and fixed oval pupils. A repeat CT
(fig a) demonstrated marked finger shaped
white matter hypodensity in the left hernisphere. An Ommaya device was inserted.
Treatment was then continued wiQ
dexamethasone, hyperventilation under etomidate, repeated mannitol infusions and
external CSF drainage with monitoring of
CSF pressure. Serological data ii dicated
active Mycoplasma pneumoniae infection:
complement fixation 1:64, inimuno-

