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Fig.1
(A)Magnetic resonance angiography showing the left vertebral
artery fusiform aneurysm (arrow) at the C4-C5 level.
(B) Magnetic resonance angiography showing the large aneurysm
like structure (arrow) without the distal flow of the left

vertebral artery, continuing the internal vertebral plexus.

Fig. 2
(A) CT angiography coronal view showing left vertebral artery
aneurysm like structure with enlargement of the C4/5
intervertebral foramen(arrow).
(B) Source image of CT angiography showing aneurysm like
structure in C4/5 intervertebral foramen(arrow),continuing

the internal vertebral plexus.



Fig.3

(A) Right vertebral Angiogram showing a left vertebral
arteriovenous fistula was also visualized retrogradely.

(B) Left vertebral angiogram showing the left vertebral
arteriovenous fistula draining into the internal vertebral
plexus and no distal vertebral artery were visualized.

(C) Continuous right and left vertebral angiogram of the time
difference showing this artrriovenous fistula with proximal

and distal vertebral artery.

Fig. 4

(A)Right vertebral angiogram after occlusion of left shunt distal
vertebral artery with coils showing no shunt flow retrogradely.

(B) View during the fistula coil embolization, showing occlusion
balloon catheter (arrow) and microcatheter (dotted line) of
distal access catheter (solid line).Under flow control by
inflation of balloon, failure to occlude the fistula due to coil
migration into the internal vertebral plexus because of large
fistula.

(C)Left vertebral angiogram after trapping of left vertebral
arteriovenous fistula by occlusion of shunt proximal and distal

vertebral artery showing no shunt flow.
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Fig. 5
(A) Left vertebral angiogram showing no shunt flow.
(B) Left subclavian artery angiogram showing a little shunt

flow via left ascending cervical artery.
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