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Summary: The authors describe the clinical and radiologic 
features of pseudoaneurysms of the extracranial carotid and 
vertebral arteries in a 35-year-old woman, presumably resulting 
from trauma from previous seizures. 
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Cases of multiple aneurysms of the cervical 
cephalic arteries are unusual (1). Numerous etiol
ogies have been proposed including atheroscle
rosis, infection, trauma, developmental defects, 
and previous dissections (1-7). We present a case 
of extracranial aneurysms of both vertebral arter
ies and one internal carotid artery associated with 
intracranial venous angioma, berry aneurysm, 
and arterial fenestration. 

Case Report 

A 35-year-old woman with a 28-year history of complex 
partial seizures presented with breakthrough seizures de
spite therapeutic carbamazepine levels. Her initial seizure 
28 years before was a grand mal seizure. Neurologic ex
amination was unremarkable. 

An electroencephalogram demonstrated a left temporal 
subcortical destructive pattern with mild to moderate en
cephalopathy with subcortical features. Magnetic reso
nance imaging demonstrated a right cingulate gyrus venous 
angioma and scattered small foci of high signal in the white 
matter. Cerebral angiography demonstrated bilateral extra
cranial vertebral artery aneurysms (Figs. 1 A and 1 B) and 
an extracranial left internal carotid artery aneurysm 
(Fig. 1 C). A left posterior communicating artery berry 
aneurysm (Fig. 1 C) and a fenestration of the right anterior 
cerebral artery were also demonstrated (Fig. 1 D). The right 
cingulate gyrus venous angioma was confirmed by angiog
raphy (Fig. 1 E). 

Discussion 

The etiologies of aneurysms of the cervical 
cephalic arteries include atherosclerosis, infec-

tion , trauma, developmental defects, and pre
vious dissection (1, 7). There was no evidence of 
atherosclerosis or infection in our patient. The 
only significant trauma was associated with the 
initial grand mal seizure. 

The etiology of spontaneous, nontraumatic dis
section remains obscure (2, 3, 5). Spontaneous 
dissection with pseudoaneurysm formation typi
cally occurs in the upper cervical region (2-7). 
Intramural dissections of the cervical cephalic 
arteries are sometimes misleadingly called dis
secting aneurysms even though aneurysmal dil
atation may not be present. The aneurysms that 
form following dissection have been shown to be 
pseudoaneurysms (2). These pseudoaneurysms 
occur in approximately one third of internal ca
rotid dissections (2, 3) and 7% of vertebral dis
sections (4). Dissection of more than one cervical 
cephalic artery occurs in roughly one third of the 
cases (2, 3 , 6). 

More than one pseudoaneurysm forming after 
such dissection is rare. Houser et al described a 
case of pseudoaneurysm formation involving the 
cervical portions of both a vertebral artery and 
an internal carotid artery (6). 

Congenital defects in the media that can be 
associated with aneurysms can occur at any 
location. Unfortunately, the diagnosis of a devel
opmental defect is often a diagnosis of exclusion 
(1 ). The coexistence of a fenestration of the 
anterior cerebral artery, a venous angioma, and 
a posterior communicating artery berry aneurysm 
argues for a developmental anomaly or systemic 
disorder in this patient (1). However, the location 
of each aneurysm at the skull base argues 
strongly for a postdissection etiology with seren
dipitous association with the intracranial anoma
lies. The dissections could have been due to the 
trauma of seizure or could have been sponta
neous. Spontaneous dissections could easily have 
been unrecognized because the typical symptoms 
of headache and minor neurologic deficit would 
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Fig. 1. Multiple cervical cephalic pseudoaneurysms (arrowheads) and intracranial vascular lesions. 
A, Selective right vertebral artery injection, anteroposterior projection. 
B, Selective left vertebral artery injection, lateral projection. 
C, Selective left common carotid injection, lateral projection. Posterior communicating artery aneurysm also present (arrow). 
0 , Selective right internal carotid injection, oblique projection. Fenestration at the A 1-A2 junction (arrow). 
E , Selective right internal carotid injection, lateral projection. Venous phase demonstrates the venous angioma (arrows). 
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blend into the clinical picture in this patient with 
complex partial seizures. 
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