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1.8l 8HE 2 M U HIY 3. Steps in Surgery PICA Clipping
PICA SHSEE Xt oY 4¥ BUTTSE MINSE AWR 5 U7 StepF Li'-0 BUBTS FATC}
W“ i ““ M“ et ““
=1t ik
1-1 1-8
1-1 siselx 2x The Postarior Inferior Cerebellar Artery (PICA] is one of the Step 1 We can start following the PICA just under the tip of the tonsi|
major blood vessals in the brain and the largest branch originat- (SUT F=) and tracking it to the n. Sharp dissection may be done by MOl ChE R 3He
i al ar - . . N LA o=
ing from the vertebral artery. opening the arachnoid laye :a:hterar’g_—‘_lﬂg APMIQIX] A7H
The PICA is very complex, having a variable course 10 expose the vagoaccessory lriengle, which provides a
good natural working space. Superiorly there is the
This artery is divided into five segments based on its anatomical wagus nerve, laterally the accessory nerve, and medially
course, the medulla. One’s view of the meeting point of the
PICA aneurysms most commonly occur at the p2 and p3 WA and PICA is usually cbstructed by the IX-X-XI complex. 1-2 1-9
segments.
a1 Step 2 If an aneurysm is found, it should be carefully and cleanly
(St dissected fram the surrounding residual tissues.
1-2 T2 Common approaches include by the lateral suboccipital e, care must be taken to avoid damagir vagus
or far lateral subeccipital for more proximal PICA sneurysms nerve and the glossepharyngeal nerve, as well as to prevent the
and paramedian or midline suboccipital for mere distal PICA premature rupture of the aneurysm during dissection,
anaurysms The patient may be placed
aneurysms.
1-10 in a true lateral position,
1-3 with the operative side
shoulder tape facing upward,
2. &S §I5 EH|TH (7“-?-*7-'1‘1” PICA is the artery located in stabilizing tape
. plac clip on the rysm nec refully expose the cerebellum and is the pilow between
SRE FIS BAL] KHSE NS @R HoiEC 4-1 Step 3 Tao place the clip on the aneurysm neck, cal ¥ = ~ ool A4S
. o the ark-bench XHH|2 =
(HAIEE) the aneurysm neck by dissecting it from the surfeunding largest branch of =5 ©legs P T
neural tissue and vessels. the vertebral artery.
No. =it Ta facilitate clippi  reduce the risk of premature rugture
of ge, secure the proximal and distal
21 ERXE XM The patient may be placed in a true lateral position, with © parent arteries for temporary clipping. 1-1
(Park-bench) operative side facing upward 1-4
iThe depencent extremity is hung in a The contralatera Temporary clips are applied proximally first, followed by distally, .
shou shed forward anteriorly, and ta contral blood floy Lriltehsak:ilr:c:aem;ls:naz:z:
inferior traction of the shoulder with tape iTemporary clips are colored gold to avoid confusion with S0 EX|E|S PICA suPeriorIyganZtvro pins
. HESHUM 2XI=l=
The vertex of wead is Lilted slightly toward t permanent clips.} positioned inferiorly.
and thera is
the ground.} Althaugh temporary clipping is not always necessary,
it recuces the risk of premature rupture and makes
The skull clamp is applied with a single pin an the superior side, dissection of the aneurysm neck easier by lowering -5 1-12
and the head rests an the two-pin rocker arm of the skull clamp aneurysm pressure.
If the twa skull ping on the rocker are equid 1 from the
centerling, the forces an these pins will be equal and stable I
4-1 Step 4 After clipping, check the aneurysm neck from all angles to is divi i i
illpE" P ¥ £l PICAS| 571X| MOHIES Hojact Itis dlwde.d into flve'segments
HEER) ensure complete closure and confirm that no branches based on its anatomical course
or perforating arteries are trapped in the clip.
I agjustment is needed, apply 2 new clip distally to the
first clip temporarily, remove the first clip, then repasition 1-13 The hockey stick incision
2-3 Skin incision Skin incision is made in the manner of hockey stick with the ¢lip accurately, and remove the temporary distal clip 1-6 s'tarts3 cm above the ma'stoid
Craniotomy the descending limb remaining at the midline from injon to tip and curves down medially
C2. The muscles and soft tissue are dissected with monopaolar Using a microscope equipped with an infrared filter, towards the midline.
blade then retracted, exposing the occipital, mastoid bones and o f indoc e y |
B o - N ) o III.Jei,._ /.5 mg of indocyanine green intravencously [ yp— PICA Aneurysms most
pasterclateral arch of C1; when dissection is done near the foramen Within 20-25 secands, arterial, capillary, and venous phases 29}°;§Tr§xsqu commomly occur at the
magnum, especially 2-3 cm laterally from the midline, where will appear on the microscope menitor. P2 p3WS2E p2 and p3 segments.
yellowish fat tissue occurs, one must be careful not to injure the 11 delayed filing of Indecyaning green Is ohaerved within
extracranial VA. Place a burr hole nesr the transverse-sigmoid the clipped aneurysm, indicating incomplete clipping, place a burr hole near the
Junction, gently detach the dura F'.u r| the bane, and perform z perform re-clipping or acditional clipping as 1-14 transverse-sigmoid junction,
craniotomy up to 1cm from the midline and the feramen magnum 1-7 gently detach the dura
inferiorly; acditional C1laminectomy is necessary for better proxima Finally, after clipping, release brain ret from the bone,
contro! any twis the clip or kinking of surr ::15:;;:;’:‘0:1‘;‘::‘;‘!3::12
that may impair blood flow. Suboccipitalzt Common approaches ipclude and the foramen magnum
Far lateral H2#S Asjsict by the lateral suboccipital or
Far lateral seEE far lateral suboccipital. additional C1laminectomy
Suboccipital is necessary for better
proximal control
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