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Abstract

Context: Stroke and Aortic arch

Introduction

The aortic arch generally gives rise to three arteries that supply 
blood to the head, neck, and upper part of the thorax. The 
most frequent branching pattern known as the standard arch 
consists of the right brachiocephalic, left common carotid, 
and left subclavian arteries from right to left. According 
to Lippert and Pabst  (1985),[1] in a normal population, the 
prevalence is around 65%; however, an Indian study by 
Soubhagya et  al.[2] (2006)  reported that a standard arch is 
seen in 91.4% of individuals. In a systematic review and 
meta‑analysis of 51 articles  (n  =  23,882) by Popielusczko 
et al.[3] (2017), the prevalence of standard arches was 80.9%. 
Inanc et  al.[4]  (2018)  conducted a retrospective analysis of 
data from 288  patients in whom cerebrovascular disease 
had been diagnosed. They identified three variations in the 
standard arch. The most common type, Type 1, was found 
in 60.7% of patients, Type 2 was seen in 34.3% of patients, 
and Type 3 was seen in 4.8% of patients. Many variations of 
the aortic arch existed, with the bovine aortic arch being the 
most common [Figure 1]. Popielusczko et al. (2017) found the 
prevalence of bovine aortic arch to be 13.6%, left vertebral 
variant to be 2.88%, and aberrant right subclavian artery 
variant to be 0.7% in the normal population  [Figure 2]. In 
patients with ischemic stroke, the bovine arch was found in 
25.7% of patients, according to  Syperek et al.[5] (2019). Gold 

et al.[6] (2018) reported that it was present in 33% of stroke 
patients. Satti et al.[7] hypothesized that the abnormal origin of 
the arteries from the aortic arch could alter the hemodynamics. 
Therefore, aortic arch variations might predispose patients to 
atherosclerosis, which would increase stroke risk by impending 
thrombus formation. According to a study by Ribo et al.[8] in 
2013, aortic arch variants prolong the endovascular stroke 
treatment procedure time. Endovascular procedures such as 
cannulation and carotid artery stent insertion are difficult 
in these patients.[9,10] In light of the widening spectrum of 
interventional neurology procedures, it is of paramount 
importance that an interventionist should have a thorough 
understanding of anatomic variations of the aortic arch[11,12] 
to help overcome technical difficulties encountered during 
procedures. An increased shear rate plays a role in thrombus 
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formation[13] and has been shown to depend on the curvature 
of the aortic arch[14] Therefore, we planned to study various 
types of aortic arch anatomy, their prevalence, and various 
characteristics of lesions in ischemic stroke patients and their 
implications in ischemic stroke.

Subjects and Methods

This study was conducted in the Department of Neurology, 
Government Medical College, Kota. Acute ischemic 
stroke patients attending the Neurology outpatient 
department  (OPD) and in‑patient department  (IPD) were 
included in the study after taking the written informed consent. 
Study design: Observational study. Sample size: The sample 
size consisted of 200 acute ischemic stroke patients confirmed 
by imaging. Inclusion criteria: For cases: 1) Patients of 
age >18  years. 2) Neuroimaging‑confirmed stroke with 
imaging of the arch of aorta, neck vessels, and intracranial 
vessels. 3) Informed written consent from all subjects. 
Exclusion criteria: 1) Patients who were having a primary 
hemorrhagic stroke, subarachnoid hemorrhage, or CVT; 2) 
spinal infarction, and 3) retinal infarction.

Methods: A: Clinical: 1) All patients were subjected to a 
comprehensive proforma that included the type, location, and side 
of stroke. 2) In addition, evaluation of hematological, cardiac, 
and other causes including artery‑to‑artery embolism were 
also done. B: Investigations: 1) Blood samples were collected 
from selected subjects after informed consent. 2) Routine 
investigations including Complete Blood Count (CBC), 
Renal Function Test (RFT), Liver Function Test (LFT), serum 
electrolytes, lipid profile, blood sugar, electrocardiogram (ECG), 
two‑dimensional (2D) Echocardiography (ECHO) were done in 
all patients to identify risk factors. 3) NCCT/MRI brain followed 
by CT/MRI angiography of the arch of aorta, neck vessels, 
and intracranial arteries. C: Data analysis: The prevalence of 
various types of the standard arch [Figure 1] and other aortic arch 
variants [Figure 2] were studied. The prevalence of stroke was 
analyzed for its type, location, predominant side of involvement 
in standard arch versus various aortic arch types. Statistical 
analysis was performed using the SPSS package (version 11.5, 
SPSS Inc, Chicago, IL). Categorical variables are reported as 
numbers and percentages of patients and continuous variables 
as means ± standard deviations. For categorical data (patient 

sex, aortic arch branching patterns), Pearson’s χ2 test with a 
Yates correction was used to evaluate statistical independence 
and the P value calculated. Continuous variables (patient age) 
were tested for normal distribution using the Shapiro–Wilk test. 
A P value <0.05 was considered significant. One‑way analysis 
of variance  (ANOVA) was used to estimate the differences 
between the study groups.

Results

A total of 200 ischemic stroke patients were included in 
this observational study. The standard branching pattern 
was seen in 85.5%  (n  =  171) of patients, with Type  I 
in 52.04%  (n  =  89), Type  2 in 32.16%  (n  =  55), and 
Type  3 in 15.78%  (n  =  27)  [Figure  1]. In Type  1, age 
at stroke onset was 61.83  years  ±  2.78  years, in Type  2 
it was 59.8  years  ±  3.55  years, and in Type  3 it was 
60.96  years  ±  3.56  years  (P  =  0.0012). Male‑to‑female 
distribution for Type 1, Type 2, and Type 3 was (60.67% vs. 
39.33%),  (67.27% vs. 32.73%), and  (70.37% vs. 29.63%), 
respectively  (P  =  0.56). The other characteristics of types 
1, 2, and 3 arches did not differ significantly  [Table  1]. 
Among the other variants of the aortic arch, the bovine 
arch was the most common finding seen in 13.5% (n = 27) 
of patients. The bovine arch has three types  [Figure  2], 
Type A was seen in 6% (n = 12;Table 2), Type B was seen in 
5.5% (n = 11; Table 3), and Type C was seen in 2% (n = 4; 
Table  4). The age at stroke presentation in Type A was 
53.33 years ± 8.35 years, Type B was 53.36 years ± 7.4 years, 
and Type C was 63.25 years ± 9.25 years. Type A and Type B 
bovine aortic arch patients had a relatively early age of stroke 
presentation (P < 0.0001). Type A bovine aortic arch patients 
had predisposition for anterior circulation stroke (P = 0.02; 
Table 2) and Type B had a predisposition for bilateral anterior 
circulation stroke (P = 0.0002; Table 3). Other demographic 
parameters and characteristics did not show any statistically 
significant findings. The least common variant out of all 

Figure 1: Types of the standard aortic arch. Upper line: level of the top 
of the aortic arch; lower line: level of the origin of the brachiocephalic 
branch (Inanç et al. 2018)

Figure 2: BT (brachiocephalic trunk); LCC (left common carotid artery); 
LS (left subclavian artery); LV (left vertebral artery); RCC (right common 
carotid artery); RS (right subclavian artery) Popileusczko et al.[3] 2017
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variants was a standard arch with the left vertebral artery 
directly emerging from the arch of the aorta, present in 
1% (n = 2) of stroke patients [Table 5]. The average age at 
presentation was 61  years  ±  8.31  years. There were equal 
numbers of males and females  (1 each). The difference in 
other stroke characteristics was not statistically significant.

Discussion

According to the literature, the prevalence of the standard 
arch varies between different populations across the globe. It 
ranges between 65% and 91.4% of the normal population.[1,2] 
The distribution of these percentages varies among patients 
with ischemic strokes. It has been rarely studied in stroke 
patients. In a study of 119 stroke patients done by Gold 
et al.[6] the standard arch was found in approximately 67% 
of the patients. In a study of 152 stroke patients by Syperek 
et al.,[5] the standard arch was found in approximately 74% 
of patients. There is a lack of such data from India. In a 
study of 200 patients with ischemic stroke, we found that 
85.5% (n = 171) had the standard arch.

Inanc et  al. in 2018 performed a retrospective study on 
288  patients with cerebrovascular disease and estimated 
the prevalence of various types of the standard arch. They 
evaluated the risk of cerebrovascular disease associated with 
different types of the standard aortic arch. On the basis of the 
vertical distance between the level of the top of the aortic 
arch and the level of the origin of the brachiocephalic branch, 
the standard aortic arch was classified into Type 1, Type 2, 
and Type 3.[4] Type 1 arch was found in 60.3% of patients, 
Type 2 arch in 34.3% of patients, and Type 3 arch in 4.8% of 
patients. There were no statistically significant differences in 
demographic characteristics or stroke characteristics among the 
three standard arch types. In our study, we also found a similar 
pattern of prevalence as Type 1 in 52.04% of patients, which 
was the most common type, followed by Type 2 in 32.16% 
and Type 3 in 15.87%. Stroke patients with Type 2 arch were 
relatively younger compared to patients with Type 1 and Type 3 
arch (P = 0.0012) [Table 2]. Although statistically significant, 
this appears to be misleading. Hence, a larger study population 
will be required for a better conclusion. Among the variants 
other than the standard aortic arch, the bovine aortic arch is 
the most prevalent. Its prevalence ranges from 6 to 31%.[15‑27] 
Syperek et al.[5]’s study found that out of 474 patients, 152 
had ischemic strokes, and of these, 25.7% had a bovine arch. 
A study of 119 ischemic stroke patients by  Gold et al.[6] found 
that bovine arch was present in 33% of the cases. In our study 
of 200 ischemic stroke patients, we found bovine arch in 13.5% 
of patients  (n = 27). These included bovine arch type A in 
6% of patients (n = 12), type B in 5.5% of patients (n = 11), 
and type C in 2% of patients (n = 4). It has been proposed by 
Syperek et al. that bovine arch is a biomarker and a risk factor 
for embolic stroke, and this is evident in our study as well. 
The age at stroke presentation in patients having standard arch 
was 61.04 ± 1.93 years [Table 2], in bovine arch type A it was 
53.33 ± 8.35 years  [Table 2], in bovine arch type B it was 
53.36 ± 7.40 years [Table 3], in bovine aortic arch type C it was 
63.25 ± 9.25 years [Table 4], and in those having standard arch 
with left vertebral variant it was 61 ± 8.31 years [Table 5]. This 
shows an early age of stroke presentation in patients having 
bovine arch types A and B (P < 0.0001). Additionally, we found 
that Type A bovine arch had a statistically significant (P = 0.02) 
association with anterior circulation stroke due to altered 

Table 2: Stroke characteristics: standard arch vs. bovine 
aortic arch type A

Characteristic Standard arch BAA P
n=200 171 12 <0.0001
Percentage 85.5 6
Average age of presentation 61.04±1.93 53.33±8.35 <0.0001
Male 110 9 0.54
Female 61 3 0.54
Type of stroke

Anterior 119 12 0.02
Posterior 41 0 0.07
Both 11 0 0.78

Side of stroke
Right
ACA
MCA

54
20
34

6
2
4

0.31
0.50
0.40

Left
ACA
MCA

58
19
39

5
1
4

0.79
0.44
0.76

Bilateral (anterior) 7 1 0.45
Right PCA 16 0 0.60
Left PCA 21 0 0.36
Bilateral (posterior) 4 0 0.59

Table 1: Stroke characteristics among various types of 
the standard arch

Characteristic Type I Type II Type III P
n=171 89 55 27 <0.0001
Percentage 52.04 32.16 15.78
Average age of 
Presentation

61.83±2.78 59.8±3.55 60.96±3.56 0.0012

Male 54 37 19 0.56
Female 35 18 8
Type of stroke

Anterior 61 39 19 0.96
Posterior 22 13 6
Both 6 3 2 0.93

Side of stroke
Right
ACA
MCA

28
10
18

22
10
12

4
0
4

0.55

Left
ACA
MCA

30
9
21

14
3
11

14
7
7

0.59

Bilateral (anterior) 3 3 1 0.84
Right PCA 7 6 3 0.37
Left PCA 14 5 2
Bilateral (posterior) 1 2 1 0.47
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hemodynamics. Apart from this, type  B bovine arch had a 
statistically significant association with bilateral anterior 
circulation stroke (P = 0.002) due to the common origin of 
right and left common carotid arteries. According to Hedna 
et  al.,[28] left‑sided anterior circulation strokes are more 
prevalent in THE standard arch. However, in the bovine aortic 
arch, there is a common origin of both right and left common 
carotid arteries; therefore, there are equal chances of emboli 

reaching either side of the anterior circulation (Gold et al.[6]). 
This is also evident in our study, especially in type B bovine 
arch [Tables 2 and 3].

Other less common variants, such as Type C bovine aortic 
arch and standard arch with left vertebral artery originating 
from the arch of the aorta, have not been studied in relation to 
stroke prevalence. We found the prevalence of bovine aortic 
arch type C to be 2% (n = 4) and that of the standard with left 
vertebral artery to be 1% (n = 2), which is very low. Because 
a very small number of cases were observed, no significant 
conclusions can be drawn regarding an association with stroke.

It was hypothesized by Bernardi et al.[29] that abnormalities in 
the aorta can alter hemodynamics and lead to stroke. Shalhub 
et al.[30] compared the flow pattern in the standard aortic arch 
and other variants such as the bovine arch and aberrant right 
subclavian artery. On hemodynamic evaluation, they found 
that in the bovine aortic arch as well as other abnormal arch 
variants, there were an endothelial injury and vascular stiffness 
due to the higher regional shear stress. This plays a role in 
thrombus formation. In previous studies that evaluated patients 
who had undetermined causes of strokes, atherosclerosis was 
observed in aortic arch variants.[31,32] Lesions that are >4 mm 
were found to be related to recurrent strokes. In our study also, 
we found 11 patients with atheroma >4 mm. Malone et al.[33] 
also suggested a pathophysiologic mechanism, which states 
that there is an increased velocity of blood flow in the aorta 
due to the reduced number of direct branches that are coming 
out of the aortic arch. This results in additional shear force and 
leads to aneurysm formation or vessel dissection.

The anatomical and morphological variations in the aortic 
arch and its branches have significant diagnostic and 
therapeutic implications in interventional neurology. Detailed 
knowledge of these aortic arch variations is helpful in reducing 
complications while performing four‑vessel angiograms and 
stenting procedures in the anterior or posterior circulation. In 
abnormal aortic arch variants due to the presence of tight turns 
in the brachiocephalic trunk and left common carotid artery, 
carotid stenting becomes complicated and a difficult procedure. 
In our institution, performing a four‑vessel angiogram on 
patients with an abnormal aortic arch requires approximately 
double the time  (30–40  min). Anomalous arches were 
associated with adverse neurological outcomes after carotid 
artery stenting[19,31,34] and thrombectomies.[35] Therefore, it is 
recommended prior to any endovascular interventions in the 
neck that the aortic arch should be evaluated for branching 
patterns with contrast‑enhanced CT.[36]

Declaration of patient  consent
The authors certify that they have obtained all appropriate 
patient consent forms. In the form, the patient(s) has/have 
given his/her/their consent for his/her/their images and other 
clinical information to be reported in the journal. The patients 
understand that their names and initials will not be published 
and due efforts will be made to conceal their identity, but 
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Table 4: Stroke characteristics: standard arch vs. bovine 
aortic arch type C

Characteristic Standard arch BAC P
N=200 171 4 <0.0001
Percentage 85.5 2
Average age of presentation 61.04±1.93 63.25±9.25 0.055
Male 110 2 0.61
Female 61 2 0.61
Type of stroke

Anterior 119 3 0.81
Posterior 41 1 0.96
Both 11 0 0.60

Side of stroke
Right
ACA
MCA

54
20
34

2
0
2

0.81
0.46
0.39

Left
ACA
MCA

58
19
39

1
0
1

0.61
0.48
0.48

Bilateral (anterior) 7 0 0.67
Right PCA 16 0 0.52
Left PCA 21 1 0.41
Bilateral (posterior) 4 0 0.75

Table 3: Stroke characteristics: standard arch vs. bovine 
aortic arch type B

Characteristic Standard arch BAB P
N=200 171 11 <0.0001
Percentage 85.5 5.5
Average age of presentation 61.04±1.93 53.36±7.40 <0.0001
Male 110 7 0.96
Female 61 4 0.96
Type of stroke

Anterior 119 11 0.24
Posterior 41 0 0.14
Both 11 0 0.82

Side of stroke
Right
ACA
MCA

54
20
34

3
1
2

0.76
0.79
0.89

Left
ACA
MCA

58
19
39

4
1
3

0.86
0.83
0.73

Bilateral (anterior) 7 4 0.002
Right PCA 16 0 0.60
Left PCA 21 0 0.36
Bilateral (posterior) 4 0 0.60
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Key message
Aortic arch variants are predisposing factors for early‑onset 
strokes.

Financial support and  sponsorship
Nil.

Conflicts of  interest
There are no conflicts of interest.

References
1.	 Lippert  H, Pabst  R. Aortic arch. In: Arterial Variations in Man: 

Classification and Frequency. Munich, Germany: JF BergmannVerlag; 
1985. p. 3‑10.

2.	 Soubhagya RN, Mangala MP, Latha VP, D’Costa S, Shetty P. Anatomical 
organization of aortic arch variations in the India: embryological basis 
and review: J Vasc Bras 2006;5:95‑100.

3.	 Popieluszko P, Henry BM, Sanna B, Hsieh WC, Saganiak K, Pękala PA, 
et al. A systematic review and meta-analysis of variations in branching 
patterns of the adult aortic arch. J Vasc Surg 2018;68:298-306.e10. doi: 
10.1016/j.jvs.2017.06.097.

4.	 İnanç Y, İnanç Y, Ay H. The effect of demographic features on aortic 
arch anatomy and its role in the etiology of cerebrovascular disease. 
Neuropsychiatr Dis Treat 2017;14:29‑35.

5.	 Syperek A, Angermaier A, Kromrey  ML, Hosten  N, Kirsch  M. The 
so‑called “bovine aortic arch”: A  possible biomarker for embolic 
strokes? Neuroradiology 2019;61:1165‑72.

6.	 Gold M, Khamesi M, Sivakumar M, Natarajan V, Motahari H, Caputo N. 
Right‑left propensity of cardiogenic cerebral embolism in standard 
versus bovine aortic arch variant. Clin Anat 2018;31:310‑3.

7.	 Satti  SR, Cerniglia  CA, Koenigsberg  RA. Cervical vertebral 
artery variations: An anatomic study. AJNR Am J Neuroradiol 
2007;28:976‑80.

8.	 Ribo M, Flores A, Rubiera M, Pagola J, Mendonca N, Rodriguez‑Luna D, 
et al. Difficult catheter access to the occluded vessel during endovascular 
treatment of acute ischemic stroke is associated with worse clinical 
outcome. J NeuroInterv Surg 2013;5:i70‑3.

9.	 Celikyay  ZR, Koner  AE, Celikyay  F, Deniz  C, Acu  B, Firat  MM. 
Frequency and imaging findings of variations in human aortic arch 
anatomy based on multidetector computed tomography data. Clin 
Imaging 2013;37:1011‑9.

10.	 Karacan A, Turkvatan A, Karacan  K. Anatomical variations of aortic 
arch branching: Evaluation with computed tomographic angiography. 
Cardiol Young 2014;24:485‑93.

11.	 Bhattacharyya N. The increasing workload in head and neck surgery: An 
epidemiologic analysis. Laryngoscope 2011;121:111‑5.

12.	 Etzioni  DA, Starnes  VA. The epidemiology and economics 
of cardiothoracic surgery in the elderly. In: Katlic  MR, editor. 
Cardiothoracic Surgery in the Elderly. New York: Springer New York; 
2011. p. 5‑24.

13.	 Casa LD, Deaton DH, Ku DN. Role of high shear rate inthrombosis. 
J Vasc Surg 2015;61:10681080. doi: 10.1016/j.jvs. 2014.12.050.

14.	 Poullis MP, Warwick R, Oo A, Poole RJ. Ascending aortic curvature as 
an independent risk factor for type A dissection, and ascending aortic 
aneurysm formation: A mathematical model. Eur J Cardiothorac Surg 
2008;33:995‑1001.

15.	 Wacker  F, Lippert  H, Pabst  R. Atlas der arteriellenVariationen. 
Klassifikation und Haufigkeit 1st ed. Stuttgart: Thieme; 2018.

16.	 Muller M, Schmitz BL, Pauls S, Schick M, Rohrer S, Kapapa T, et al. 
Variations of the aortic arch‑A study on the most common branching 
patterns. Acta Radiol 2011;52:738‑42.

17.	 Berko NS, Jain VR, Godelman A, Stein EG, Ghosh S, Haramati LB. 
Variants and anomalies of thoracic vasculature on computed tomographic 
angiography in adults. J Comput Assist Tomogr 2009;33:523‑8.

18.	 Jakanani GC, Adair W. Frequency of variations in aortic arch anatomy 
depicted on multidetector CT. Clin Radiol 2010;65:481‑7.

19.	 Natsis  KI, TsitouridisI A, Didagelos  MV, Fillipidis  AA, Vlasis  KG, 
Tsikaras PD. Anatomical variations in the branches of the human aortic 
arch in 633 angiographies: Clinical significance and literature review. 
Surg Radiol Anat 2009;31:319‑23.

20.	 Ruken Z, Celikyay Y, Koner AE, Denız C, Acu B, Firat MM. Frequency 
and imaging findings of variations in human aortic arch anatomy 
based on multidetector computed tomographydata. Clin Imaging 
2013;37:1011‑9.

21.	 Vucurevic  G, Marinkovic  S, Puskas  L, Kovacevic  I, Tanaskovic  S, 
Radak D, et al. Anatomy and radiology of the variations of aortic arch 
branches in 1,266 patients. Folia Morphol (Warsz) 2013;72:113‑22.

22.	 Ergun O, Gunes Tatar I, Birgi E, Durmaz HA, Akçalar S, Kurt A, et al. 
Angiographic evaluation of branching pattern and anatomy of the aortic 
arch. Turk Kardiyol Dern Ars 2015;43:219‑6.

23.	 Piyavisetpat  N, Thaksinawisut  P, Tumkosit  M. Aortic arch branches 
variations detected on chest CT. Asian Biomed 2011;5:817‑23.

24.	 Mustafa AG, Allouh  MZ, Ghaida  JH, al‑Omari  MH, Mahmoud  WA. 
Branching patterns of the aortic arch: A  computed tomography 
angiography‑based study. Surg Radiol Anat 2017;39:235‑42.

25.	 Ogeng’o JA, Olabu BO, Gatonga PM, Munguti JK. Branching pattern of 
aortic arch in a kenyan population. J Morphol Sci 2010;27:51‑5.

26.	 Lale  P, Toprak  U, Kaya T. Variations in the branching pattern of the 
aortic arch detected with computerized tomography angiography. Adv 
Radiol 2014. doi: 10.1155/2014/969728.

27.	 Rea G, Valente T, Iaselli F, Urraro F, Izzo A, Sica G, et al. Multi‑detector 
computed tomography in the evaluation of variants and anomalies 
of aortic arch and its branching pattern. Ital J Anat Embryol 
2014;119:180‑92.

28.	 Hedna VS, Bodhit AN, Ansari S, Falchook AD, Stead L, Heilman KM, 
et  al. Hemispheric differences in ischemic stroke: Is left‑hemisphere 
stroke more common? J Clin Neurol 2013;9:97‑102.

29.	 Bernardi L, Deton P. Angiographic study of a rare anomalous origin of 
the vertebral artery. Neuroradiology 1975;9:43‑7.

30.	 Shalhub  S, Schäfer M, Hatsukami  TS, Sweet  MP, Reynolds  JJ, 
Bolster FA, et al. Association of variant arch anatomy with type B aortic 
dissection and hemodynamic mechanisms. J Vasc Surg 2018;68:1640‑8.

31.	 Karalis  DG, Chandrasekaran  K, Victor  MF, Ross  JJ, Mintz  GS. 
Recognition and embolic potential of intraaortic atherosclerotic debris. 
J Am Coll Cardiol 1991;17:73‑8.

32.	 Katz ES, Tunick PA, Rusinek H, Ribakove G, Spencer FC, Kronzon I. 
Protruding aortic atheromas predict stroke in elderly patients 

Table 5: Stroke characteristics: standard arch vs. 
standard arch with left vertebral

Characteristic Standard arch SA + LV P
N=200 171 2 <0.0001
Percentage 85.5 1
Average age of presentation 61.04±1.93 61±8.31 0.97
Male 110 1 0.67
Female 61 1 0.67
Type of stroke

Anterior 119 1 0.52
Posterior 41 1 0.42
Both 11 0 0.71

Side of stroke
Right
ACA
MCA

54
20
34

1
0
1

0.10
0.60
0.44

Left
ACA
MCA

58
19
39

0
0
0

0.55
0.61
0.44

Bilateral (anterior) 7 0 0.77
Right PCA 16 0 0.64
Left PCA 21 1 0.23
Bilateral (posterior) 4 0 0.82



Samadhiya, et al.: Stroke and aortic arch

 Annals of Indian Academy of Neurology  ¦  Volume 25  ¦  Issue 4  ¦  July-August 2022 639

undergoing cardiopulmonary bypass: Experience with intraoperative 
transesophageal echocardiography. J Am Coll Cardiol 1992;20:70‑7.

33.	 Malone  CD, Urbania  TH, Crook  SE, Hope  MD. Bovine aortic 
arch: A  novel association with thoracic aortic dilation. Clin Radiol 
2012;67:28‑31.

34.	 Faggioli  GL, Ferri  M, Freyrie  A, Gargiulo  M, Fratesi  F, Rossi  C, 
et  al. Aortic arch anomalies are associated with increased risk of 
neurological events in carotid stent procedures. Eur J Vasc Endovasc 

Surg 2007;33:436‑41.
35.	 Amarenco P, Duyckaerts C, Tzourio C, Henin D, Bousser MG, Hauw JJ. 

The prevalence of ulcerated plaques in the aortic arch in patients with 
stroke. N Engl J Med 1992;326:221‑5.

36.	 Aronow WS, Ahn C, Kronzon I, Gutstein H. Effect of warfarin versus 
aspirin on the incidence of new thromboembolic stroke in older persons 
with chronic atrial fibrillation and abnormal and normal left ventricular 
ejection fraction. Am J Cardiol 2000;85:1033‑5.


