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DESCRIPTION
A 47-year-old man with a previous remote post-
traumatic rotational neck injury with operative
repair of a neck laceration and a recent right occipi-
tal stroke, presented with syncope when turning his
head to the right. Diagnostic cerebral angiography
demonstrated an atretic left vertebral artery ending
extracranially; in a neutral position, the dominant
right vertebral artery exhibited mild stenosis from
an osteophyte at C5–6. On rotating the patient’s
head to the right, the right vertebral artery became
occluded (figure 1).
The patient underwent a right-sided anterior

neck approach for vertebral artery decompression
at C5–6 (figure 2). Following discharge, he no
longer experienced syncopal events when turning
his head to the right.
Bowhunter’s syndrome is a neurovascular condi-

tion characterised by dynamic rotational occlusion
of the dominant vertebral artery.1 First described by
Sorenson in 1978, Bowhunter’s syndrome is so
named because the symptoms are commonly elicited
by rotating the head into a position similar to that
which an archer adopts while using a bow and
arrow.2 Symptoms range from presyncopal light-
headedness to lateral medullary (Wallenberg)
stroke.3

Aberrant bony and fibroligamentous anatomy
along the course of the vertebral arteries accounts
for the majority of cases. A consistent theme,
though, is that rotation of the head causes com-
pression of the dominant vertebral artery, which,
when coupled with diminished or absent flow
through the contralateral, non-dominant vertebral
artery, leads to posterior circulation ischaemia. The
gold standard for diagnosis of Bowhunter’s

syndrome is digital subtraction angiography to
demonstrate the occlusion when the patient is in
the causative position.3 Definitive management of
Bowhunter’s syndrome is surgical decompression
at the site of the occlusion. Endovascular manage-
ment of non-dominant vertebral artery stenosis has
been proposed as well.3

Learning points

▸ The symptoms of Bowhunter’s syndrome
include presyncopal lightheadedness to lateral
medullary (Wallenberg) stroke.

▸ The symptoms become apparent on turning the
head.

▸ The diagnosis involves diagnostic cerebral
angiography both in a neutral position and
with the head turned.
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Figure 1 Diagnostic cerebral arteriogram, anteroposterior
view, demonstrates right vertebral artery V2 segment
occlusion with patient’s head rotated to the right.

Figure 2 Intraoperative picture following right vertebral
artery decompression within the foramina transversia at
C5–6.
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