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Summary 
A case of traumatic vertebral artery pseudoaneurysm in a 
16-year-old Nigerian male following a stab wound is 
described. Successful surgical treatment by proximal 
Subclavian artery control and excision of the lesion was 
achieved. The value ot Doppler ultrasonography in the 
diagnosis is highlighted. This case illustrates and re-
emphasises that this rare lesion should be considered in 
patients with neck mass following penetrating posteriorly 
located neck injuries. 
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Resume 
Un cas de traumatisme de Partere vertebral pseudo-
aneurysme cause par line blessure de poignarde a etc suivi 
chez un garcon Nigerian age de 16 ans. Un traitemnt 
chirugique reussit par le controlc de Partere subclavian 
proximate et Periston de la lesion etait effect uc. La valeur 
de test de Pultrasonographie de Doppler a ete determine. 
Ce cas illustre et met Pemphasie que cette lesion rare 
pourrait etre consideree aux patients avec une masse cou, 
a c c o m p a g n e des b l e s s u r e s au cou pene t ran t 
posterieurement. 

Introduction 
Aneurysms occur in ihe intracranial as well as the 
extracranial portions of the vertebral artery. Its intracranial 
forms are almost exclusively congenital lesions constituting 
5% of all intracranial aneurysms [ I J. while the extracranial 
forms are rare and often traumatic [1-7]. Contributing 
factors to the apparent rarity of this condition are the 
anatomic position of the vertebral artery [ 1 -5] and the high 
mortality associated with injury to the vessel either singly 
or in patients with multiple injuries (2J. 

rhis case describes our experience of a patient with 
traumatic left vertebral artery pseudoaneurysm (VAP) with 
unusual clinical features at presentation but who was 
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successfully treated by proximal control of the subclavian 
artery, excision of the ancurismal sac and repair of the 
injured site. 

Case report 
O.A. is a 16-year old male secondary school pupil who 
presented with a 9-month history of essentially painless, 
progressively increasing left-sided neck swelling. The onset 
of swelling was preceded by a month history of stab injury 
to the region, which was sutured at a private hospital 
immediately following the injury. 

I he swelling was associated with progressive neck 
stiffness with restriction limited to ipsilateral flexion 
movement only. There were no associated rhinological, 
otological or neuro-ophthalmic symptoms. There was no 
associated dysphagia, odynophagia, stridor, dyspnoea, 
hoarseness or constitutional symptoms. 

Essential findings on physical examination were a left 
sided firm, non-tender neck mass with poorly defined 
edges. It involved and completely covered the ipsilateral 
posterior triangle of the neck, measuring 20 cm by 12 cm, 
extended from the left infra-auricular region to the supra-
clavicular fossa in the vertical dimension and from the 
anterior aspect of the left sternocleidomastoid to the spine 
in the horizontal dimension (Figure 1). 

I: I eft neck swelling of the pal lent 

It was not wanner than the surrounding structures and 
most importantly, non-pulsatile and no bruit heard over 
the mass. Other systemic examination findings were 
essentially normal. 
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An initial clinical diagnosis of traumatic left carotid 
aneurysm was made. I lowever a left carotid arteriography 
using the Scldingcr technique and fine needle aspiration 
cytology (FNAC) showed no aneurysm and amorphous 
material, respectively (Figure 2). 

t 
Fig. 2: Non iu l left common carotid arteriography. 

Essential investigative findings include a left-sided 
soft tissue shadow involving the whole of the neck region 
with preservation of the laryngotracheal air column on X-
ray soft tissue neck. A Doppler ultrasonography revealed 
a 6 cm by 5.2 cm by 12 cm mixed echogenic mass. There 
were cellular and cystic areas with intrinsic motion of the 
cellular contents suggesting blood How with a thickened 
superficial wall. Vascular blood flow studies showed 
features in keeping with an aneurysm with artero-venous 
anastomosis (Figure 3). He was retroviral negative on 
screening and other blood parameters were essentially 
normal. 

Fig. 3 : Doppler ultrasonography of the left neck swelling showing an 
aneurysm. 

At this point, patient was considered to be having an 
aneurysm, a hematoma or seroma. Thus, a multi-
disciplinary team comprising of head and neck and 

cardiothoracic surgeons undertook a definitive treatment; 
neck exploration with a left anterolateral thoracotomy. 
Findings at surgery were: distorted neck anatomy, cystic 
mass in the left posterior triangle of the neck, false 
aneurysm of the second intraspinous portion of the left 
vertebral artery (leaking), carotid sheath displaced 
antcromedially and iatrogenic laceration of the left internal 
jugular vein. 

Excision and repair of the pseudoaneurysm was 
possible after a proximal control of the left subclavian 
artery via a left anterolateral thoracotomy as well as repair 
of the iatrogenic laceration of the internal jugular vein. 
Post-operative recovery was essentially uneventful and 
patient was discharged to the outpatient clinic on the 12"' 
post-operative day. Follow up of the patient has shown 
complete recovery with the exception of a minimal residual 
weakness of the left deltoid muscle. 

Discussion 
A pulsatile mass following penetrating trauma to the neck 
had in the past been erroneously considered to indicate 
only the involvement of the carotid or subclavian artery 
[2]. It is now known that such injuries can involve the 
vertebral artery as in our case. Acquired vertebral artery 
aneurysm can also result from non-penetrating trauma such 
as chiropractic manipulations, [3,8] complications of 
a t e ro sc l e ro t i c and connective tissue diseases [1] and 
neurofibromatosis [3]. It has also been reported following 
internal jugular vein catheterization [8] and transarticular 
screw fixation of unstable cervical vertebrae [9J. 

Clinically, either as a result of compress ion or 
mechanical effect ot the aneurysm on surrounding 
structures, the patient may present with dysphagia, shoulder 
pain, Homers syndrome, fullness of the oropharynx, 
tinnitus, nausea, vertigo, or ataxia [3]. The persistence of 
a bruit while the common carotid artery is compressed has 
been considered the most reliable sign of vertebral artery 
involvement [2,3]. Bruit or pulsations were not observed 
in our patient. This may be due to the small laceration, 
which was situated in the second intraspinous segment of 
the artery. The firm prevertebral fascia and paravertebral 
muscles must have contributed to the initial tamponade 
created by the bleed. Subsequent and intermittent bleeds 
led to the slow but progressive increase in size of the 
aneurysm. I his was also observed by Kister et al. [2] 

In the past, only half of the vertebral artery aneurysm 
was diagnosed accurately before treatment or death [1], 
1 his however, has changed with improvement and 
availabil i ty of diagnost ic faci l i t ies . A four-vessel 
angiography, which not only shows the exact location of 
the lesion but also demonstrates the anatomy of the 
contralateral vertebral artery best assesses the lesion [3J. 
Although angiography is the gold standard modality. 
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Doppler Ultrasound (US), CT scan, and MRl findings can 
be sufficient to demonstrate vertebral artery pseudo-
aneurysm [8]. However, CT, MRl and angiography are 
expensive with varying degrees of invasiveness while 
Doppler US is available, affordable and can be done as an 
office procedure. 

The treatment of traumatic vertebral artery aneurysm 
is by excision, though difficult [2). Although a preoperative 
diagnosis of an aneurysm was made, a modified Schobinger 
incision was used, should the lesion require a neck 
d issec t ion . Our patient was treated success fu l ly by 
proximal control of the subclavian artery and excision of 
the pseudoaneurysm. 
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