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Fig. 3

A : Operative view shows the medulla oblongata (#), Lt. VA (%), Lt. PICA caudal loop (* %) and an aneurysm (arrow head).
It was located in the middle of VA perforating branch to medulla oblongata (arrow).

C : Postoperative view. We performed wrapping of the aneurysm.
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Subarachnoid hemorrhage due to rupture
of the vertebral artery perforating branch:

A case report
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We report a rare case of subarachnoid
hemorrhage (SAH) due to rupture of the vertebral
artery perforating branch running on the dorsal
surface of medulla oblongata. A 55-year -old
female with rheumatoid arthritis and hypertension
developed sudden occipital pain. She was
diagnosed with SAH, and it was dominant in the
left cerebellomedullary cistern and the 4th
ventricle. But neither 3D-CT angiography
(3DCTA), MRI nor distal subtraction angiography
(DSA) could identify the bleeding point. So
initially, she was treated as SAH due to unknown
origin. Reexamined DSA on day 16 demonstrated
a small (2mm) saccular aneurysm at cranial loop
of left posterior inferior cerebellar artery (PICA).
On day 22, clipping surgery with a midline
suboccipital craniotomy was performed. But in
the region where an aneurysm was predicted, only
strong bending of the PICA was observed, and no
aneurysm was present. Thus we searched true
source of bleeding in surgical area, we discovered
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a microaneurysm formed in a perforating branch
of the vertebral artery running on the dorsal
surface of medulla oblongata. It was bulging and
discoloration, we considered the aneurysmal
change as true bleeding point. Since it was located
in perforating branch, trapping or resection of the
aneurysm was impossible. Therefore, only
wrapping of aneurysm was performed to prevent
rerapture. The postoperative and postdischarge
course was good. This is the first report of SAH
due to perforating branch of the vertebral artery,
and we discussed this rare case with some
literatures.
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Fig. 1
CT showed SAH, it was dominant in the left cerebellomedullary cistern and the
4th ventricle.
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13 0 B & 27 BN Bh IR R f Bl 7 & O B3 FRD e 2o 72, MRI (MR angiography
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HE 24T o 72, PRI M S X ARERIEH 2 <Rl L7z,
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Zolz. BRERETH 1EPFORBBIE 21T > T 5%, FILR KD &6 7% <
FEHEL TV,

Fig. 2

A : DSA (3D, Lt. VAG) suggested a saccular aneurysm at the Lt. distal PICA (arrow head).
B : MRI showed that the lesion was located near the 4th ventricle.

C : Operative view showed that the lesion was strong bending of the PICA.
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Fig. 3

A : Operative view shows the medulla oblongata (#), Lt. VA (%), Lt. PICA caudal loop (% #*) and an aneurysm (arrow head).
It was located in the middle of VA perforating branch to medulla oblongata (arrow).

B : The location of the aneurysm on MRI. It could not be identified by imaging studies.

C : Postoperative view. We performed wrapping of the aneurysm.
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mediolysis : SAM) X EAMILPEBIIR 912 E&0F L7256, MBI L 72 & oA
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