fibers are involved, contralateral loss of joint position sense and
ipsilateral tongue weakness occur.

Cerebellar infarction can lead to respiratory arrest due to
brainstem herniation from cerebellar swelling, closure of the
aqueduct of Silvius or fourth ventricle, followed by hydrocephalus
and central herniation. This added downward displacement of the
brainstem from hydrocephalus will exacerbate respiratory and
hemodynamic instability. Drowsiness, Babinski signs, dysarthria, and
bifacial weakness may be absent, or present only briefly, before
respiratory arrest ensues. Gait unsteadiness, headache, dizziness,
nausea, and vomiting may be the only early symptoms and signs
and should arouse suspicion of this impending complication, which
may require neurosurgical decompression, often with an excellent
outcome. Separating these symptoms from those of viral labyrinthitis
can be a challenge, but headache, neck stiffness, and unilateral
dysmetria favor stroke.

BASILAR ARTERY Branches of the basilar artery (Fig. 426-6) supply
the base of the pons and superior cerebellum and fall into three
groups: (1) paramedian, 7-10 in number, which supply a wedge of
pons on either side of the midline; (2) short circumferential, 5—7 in
number, that supply the lateral two-thirds of the pons and middle and
superior cerebellar peduncles; and (3) bilateral long circumferential
(superior cerebellar and anterior inferior cerebellar arteries), which
course around the pons to supply the cerebellar hemispheres.

Atheromatous lesions can occur anywhere along the basilar trunk
but are most frequent in the proximal basilar and distal vertebral
segments. Typically, lesions occlude either the proximal basilar and
one or both vertebral arteries. The clinical picture varies depending
on the availability of retrograde collateral flow from the posterior
communicating arteries. Rarely, dissection of a vertebral artery may
involve the basilar artery and, depending on the location of true and
false lumen, may produce multiple penetrating artery strokes.

Although atherothrombosis occasionally occludes the distal
portion of the basilar artery, emboli from the heart or proximal
vertebral or basilar segments are more commonly responsible for
“top of the basilar” syndromes.



