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Fig. 1
A: cervical X-ray photograph for revealing reference lines of figure B, C.

B1-4: Computed tomographic angiography 1 month after the onset showing narrowing of the left
vertebral artery (arrows) at the entry of the C6 foramen transversarium of the cervical vertebra
(B4) and in it (B2-3).

C1-4: Computed tomographic angiography 6 months after the onset showing improvement of nar-
rowing of the left vertebral artery (arrows) at the entry of the C6 foramen transversarium of the
cervical vertebra (C2-3), although preserved narrowing in it (C4).

D: Left subclavian arterography 1 month after the onset showing severe stenosis (arrow) of the left
vertebral artery at the C6 vertebral level.

E: Left subclavian arterography 6 month after the onset showing improvement of stenosis (arrow)
of the left vertebral artery.
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Table 1 Clinical characteristics of bow hunter’s syndrome without surgical treatment.
Age Side of neck Site of
8¢, Symptoms VA o VA Etiology Medication References
gender .| rotation .
compromise compromise
43, M |headache ataxia right left Cl1/2 thrombus dexamethasone 2)
48, M | dizziness, blackout spells right left C1/2 physiological not done 3)
52, M |dizziness, vertigo left right Cl1/2 physiological not done 3)
16, M | headache, vision, ataxia right left not described |injury to the vertebral artery | not done 4)
39, M |tinnitus, haziness, blackouts right right C6/7 not described not done 5)
39, M |unconsciousness, dizziness, nausea, |right left Cl1/2 atlantooccipital assimilation | aspirin 6)
syncope (refused surgery)
25, M | blackout, LOC right left C1/2 physiological not done 7)
55, M |vertigo, disequilibrium, near LOC |bilateral left Cl1/2 osteophytes aspirin 8)
(refused surgery)
26, F |near LOC right left not described | not described not done 9)
45, M | dizziness, discomfort, Blurred vision | right left C2/3 not described antiplatelet 10)
75, M |near LOC left left C5/6 unidentified not done Present case
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Abstract
Bow hunter’s syndrome with spontaneous improvement
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A 74-year-old man complained of near loss of consciousness when he rotated his head to the left side. The
symptom was reversed by returning his head to a neutral position. Transcranial Doppler studies with the pa-
tient’s neck rotated into the left side revealed reduction of flow in his left vertebral artery. Vertebral angiography
revealed a hypoplastic right vertebral artery and occlusion of the left vertebral artery at the C6 level on head ro-
tation. We diagnosed him bow hunter’s syndrome and treated him conservatively. Six months later, he was
symptom-free on head rotation. Transcranial Doppler and vertebral angiography demonstrated the disappear-
ance of the vertebral artery occlusion at the neck rotation.

Some patient without any definite cause can be treated conservatively, and surgical interventions for bow
hunter’s syndrome should be carefully decided.

(Clin Neurol 2012;52:34-37)
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