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ABSTRACT

A 42-year-old woman presented with a 3-month history of progressive occipital headache, vomiting, walking difficulty, and
repeated fall. She had no history of sudden and severe headache. She had positive cerebellar signs, predominantly on the
right side. Computerized tomography (CT) scan, CT angiogram, and magnetic resonance image (MRI) of the brain showed
suspected partially thrombosed giant 4™ ventricular posterior inferior cerebellar artery aneurysm. Patient developed
severe hypersensitivity reaction during both CT scan and MRI after contrast injection. Though needed, digital subtraction
angiogram (DSA) of cerebral vessels was not done. The aneurysm was managed by microsurgical clipping of the aneurysm neck
and partial excision of thrombosed aneurysm. Here, we report the details of management of these difficult giant aneurysm

without DSA.
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INTRODUCTION

Vertebrobasilar system aneurysm account for 5-10% of
all intracranial aneurysms.!"" Vertebral artery-posterior
inferior cerebellar artery (VA-PICA) aneurysms
constitute 0.5-3% of all intracranial aneurysms."”! When
aneurysm size exceeds 2.5 cm is called giant aneurysm.
Aneurysms of this size or larger are very rarely found
in the vertebrobasilar system, and giant aneurysms
of the PICA are also quite rare.!!! Surgery for these
aneurysms is extremely challenging. Here, we report
microsurgical management of a giant partially thrombosed
4* ventricular PICA aneurysm.

CASE REPORT

A 42-year-old woman was referred to us with a 3-month
history of progressive occipital headache, vomiting,
walking difficulty and repeated fall. He had no history
of sudden and severe headache. Examination revealed
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an awake, fully oriented patient with positive cerebellar
signs predominantly on the right side. Her vital signs
were normal. Computerized tomography (CT) scans
and CT angiogram were done in same sitting. CT
scan displayed a large, 2.5 cm X 2.5 cm X 3.5 cm,
nonhomogeneous, rim-calcified hemorrhagic lesion in
lower and middle part of 4% ventricle and upper spinal
canal up to CI level [Figure la and b]. CT angiogram
showed nonvisualization of right vertebral and right
PICA. A small (0.5 cm X 0.75 cm) suspected aneurysm
was seen in medullo-tonsillar segment of left PICA. The
aneurysm occupying in left anterio-inferior portion of
the suspected mass lesion in 4" ventricle. There was no
perilesional edema [Figures 1c and d and 2a-f]. Patient
developed skin hypersensitivity reaction with rash and
itching after contrast administration during CT scan.
Magnetic resonance images (MRIs) demonstrated the
lesion with high signal intensity on T1-weighted images
and low signal intensity on T2-weighted images except
small hyperintense area in left anterior-inferior part
of the lesion (target sign) which was in close relation
with left PICA [Figures 3 and 4]. The mass showed
irregular (mainly peripheral areas) enhancement
after gadolinium administration [Figure 4b]. Patient
again developed skin hypersensitivity after gadolinium
administration in a milder form. Other markable MRI
findings were hypoplastic right VA and nonvisualized
PICA on the right side. All these findings supported that
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this was a partially thrombosed left PICA giant aneurysm.
Digital subtraction angiogram (DSA) of cerebral vessels
was not done due to possible contrast hypersensitivity
reaction and patient refusal.

Preoperative thinking
* Possibility of drug-induced hypersensitivity
e DSA was not done. So there was no idea about.

*The supplying area of right and left PICA, anterior-inferior
cerebellar artery, and superior cerebellar artery.
*Whether right PICA was absent or hypoplastic.
*There was no idea regarding neck of the aneurysm.

Figure 1: (a and b) Plain axial computerized tomography (CT) scan of the brain
showing calcified lower posterior fossa mass lesion. (c and d) CT angiogram
of the brain showing calcified outlined suspected giant aneurysm with closely
related left posterior inferior cerebellar artery (PICA) (arrow marked). Right
PICA is not seen

*Whether left PICA was to sacrifice or not.

As right PICA was absent or hypoplastic, we decided for
a revascularization of left PICA by occipital artery-PICA
anastomosis in case of the segmental occlusion the artery.

Operation

Patient was operated under general anesthesia with
endotracheal intubation, taking care with the possibility
of drug-induced hypersensitivity. Patient position was
prone with head end elevation in neck flexed state. All
monitorings were placed in situ. By keeping in mind,
the necessity of harvesting of left occipital artery for a
bypass, midline suboccipital craniotomy was done with
excision of posterior C1 arch. Foramen magnum margin
was cut laterally up to condylar joint on both sides
taking care not to damage VA. Dura was opened in
“Y” fashion. The mass lesion was identified and opened
by midline incision. Thrombus was removed carefully
with gradual excision of calcified wall. After adequate
thrombus and wall removal, hypoplastic right vertebral
and right PICA could be seen. Then thrombus and wall
were removed at the anterior-inferior part. With further
careful dissection left PICA, aneurysm neck and patent
part of the aneurysm were identified [Figure 5a]. The
neck was small and was in medullo-tonsillar segment
of PICA. Even with the careful and conscious effort, no
branch of the artery was identified at or near the neck of
the aneurysm. Neck of the aneurysm was easily clipped
with a simple Yasirgil aneurysm clip by keeping the parent
vessel in intact. A small part of the wall of the aneurysm
was (seem to be adhered with the floor of 4™ ventricle)

Figure 2: (a-f) Serial axial section of computerized tomography angiogram showing suspected giant partially thrombosed calcified outlined left posterior inferior
cerebellar artery (PICA) aneurysm. (a and b) Arrow mark; patent part of partially thrombosed aneurysm. (c-f) Arrow mark indicating left PICA
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