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A Case of Rotational Vertebral Artery Syndrome
Diagnosed with Color Doppler-Assisted Carotid
Duplex Sonography Imaging
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Rotational vertebral artery syndrome (RVAS) is characterized by recurrent attacks of parox-
ysmal vertigo, nystagmus, and syncope elicited by head-rotation induced compression of the
dominant vertebral artery (VA). Although the cause of RVAS could be explained by transient
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induces no nystagmus and then the
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rightward head turning induces right
beating nystagmus.
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Fig. 2. Magnetlc resonance anglographlc flndlng of aortic arch revealed severe hypoplasia of right vertebral artery (A). Color Doppler-
assisted carotid duplex sonography and magnetic resonance angiographic images displayed the measured diameters of residual lu-
men of vertebral arteries are 2.74 mm on the right side and 5.16 mm on the left side (B and C). In the spectral Doppler findings, the
measured peak systolic velocities of vertebral arteries at neutral position are 24.0 cm/s in right side and 67.4 cm/s in left side. During
neck flexion, the minimum diastolic velocities of vertebral arteries are 0.0 cm/s in right side and 29.3 cm/s in left side (D and E). PSV:
peak systolic velocity, EDV: end-diastolic velocity, MDV: minimum diastolic velocity, TAPV: time-averaged peak velocity, TAMV: time-av-
eraged mean velocity, Pl: pulsatility index, RI: resistance index, S/D: systolic-diastolic ratio.
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