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6) case presentation
A case of severe cerebral ischemia after coil embolization hemorrhagic

vertebral artery dissecting aneurysm with PICA originated from V3

segment.

Maki INABAD, Junta MOROIV, Michihiro TANAKA2
1) Department of Neurosurgery, Research Institute for Brain and Blood

Vessels-Akita

2) Department of Neurosurgery, Kameda medical center

Kamda medical center Department of Neurosurgery 929 Higashi-cho
Kamogawa City Chiba 29608602 JAPAN

7 ) extradural origin PICA, dissecting aneurysm, vertebral artery

8) AFm L%, H AN R M AE NG TS MBI I NIRHE ) (CBRET 5
IZH 70 FEHEAE R L EH L - T ENAOMMEE I E 2V LR S Tun
NI E RSB LET.



[# 5] AR B VEHE B B IRIE OB IR O BRIC PICA O 4y {7 & 12 X 0 1A 9k
MERFRLDZEITI<S BN TV D NEHFEIELHRT PICA JE 6 O fif B M
HE B EVIRIB ISR T 2 @& 1T v, [IERFI] 49 &, A%, Ad T o7
EHFAFRBEICKRESEFLIKBE L. ABER JCS10, GCS13(E3V4M6) D &
bR E 2GR O MR E BT J W T MMT2/56 Toh -72. WFNS3 »< b
J& R M i T OME B B IR V4 potion |2 b $E Y o> fil 2 fF B B IR A 5B 0 PICA
JHEBNELE CHoT-. MHaA VEH WM EHAELZBITL.

i H o MRI CTIZEREAM, /NI EER P OIS EF R 2 3B D 7-.

=
:"u

spasm HITER <R\ LEEY "YU 75— 3 12 mRS4 THAIK L
7o Uk am ] As 2 AR e P HE B IR B8 o0 TR R T Ud PICA, BT B B Ik o A & 7
MBI D . Kplo X 51 PICANEHEIEIWRDOSL G, 72 28HEN PICA
WX X Y /&7 branch, perforators 283 5 720, F 1 6 O A ZFEIZ T
HEREOLMEASIELZAL D.

Objective: Treatment for ruptured dissecting aneurysms of the
vertebral artery (VA) varies according to the origin of the Posterior
inferior cerebellar artery (PICA). However a PICA originating from
the V3 segment has not been reported.

Case presentation: A 49 year-old man with a WFNS grade III
subarachnoid hemorrhage developed headache and bilateral lower
limb weakness. Computed tomographic angiography revealed a right
hemorrhagic dissecting aneurysm of the VA at the V4 segment, with a
PICA originating from the V3 segment. On the day after endovascular
coil embolization of the parent artery MRI identified ischemic

complications of the lateral medullary, ipsilateral cerebellar



hemisphere. He had no other complications and was transferred to a
rehabilitation hospital with mRS4.

Conclusion: Considering the origins of the PICA and ASA is important
when selecting treatment for hemorrhagic vertebral artery dissecting
aneurysm. The morphological features of aneurysms such as that
described herein are challenging, and perforated vessels might

become occluded and initiate ischemic complications.
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A BE s [ A4 BT 4L 2 BED CT CUT MR 2 P OV FE AMEIC 7 B KT HH M &
@7~ (FiglA,B). World Federation of Neurosurgical Societies=grade
I, Hunt & Kosnik2, Fisher group2 ®ZWr & 72 o 7-. 3D-CTA TIiXHHE
B EAK V4 portion ([ZH KEE 5.6mm OFEER B ARG 2RO, @15 2 AD
branch % @ ®» TV 7= (FiglC,D). B & 272 af F /MM B Ik (Anterior
inferior cerebellar artery: AICA) IXTFfEL 2o /2. WML K T
TAEMEBEARO RN A MBI LV K<, PICA XS ZS 2 b L hh L
Tz (Fig2A, B).
1B BRI - b4 I A R 52 0 e R, AR R R HE T B IR A O 2 W & e o T i
MEREHTALCITLEHERIROBENAHBEHREL Y K< BEEL TR,
F72PICA ZTHHEBENEHL TH O B L OEBET o ICA T2, B 50
72 AICA BDAFAEL R W2 D b E 3 AT 2 M 25 ATCA sk z ¥ it L
TWHHEEITECER PN 7 TR FHMAER TH & 0 #FERIE
Mz 5_XFMEHED T & Lz (Fig2C). N A R AIFICB L TILEE
E#SKET20E ~OoGIEIRETCH D Z &, A7 > MMEM T 1L @
DARTZERICRDZEEENETAABBLERL N2
FAT R - A& BRE T2 A KIRE)IRIZ X 6Fr long sheath, 7 KR &)k IC
!X 4Fr long sheath Zf AL 7=. EMEFIHIR~OZW I T —T7 LV HIZ
KERE)ARIC 4Fr long sheath ZH AL 72. A KIREARH & 6Fr Guiding
Catheter (Lancher 90cm STR) % 4Fr CX catheter, 0. 035 inch radifocus
guide wire %Z co-axial IZHAGHEH BR~BE L /2. Microguidewire
(Silverspeed 0.0l14inch 200cm), microguidecatheter (SL10 45 °
preshaped) Z W\ CHEREE ML ICFHE L2 DN MEBEEM S ICITRERH Y

canulation [T #ERE L 7= (Fig2D) . fEBE =7 %8 KX ¥ Target 360 soft 3mm



X8cm ZREE L7z, —# kick back (Z L W MBEEEMENIC 2 A LN EE LN
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IZZ DAL O TIE VA 25 PICA @ 4y {7 & % pre PICA, PICA
involved type, post PICA, non PICA type {2/} CIREEEZ BRI 5 2
ELERTW5%. Pre PICA, non PICA type TIXfREEM 2 & T VA & [
JET L. JBM PICA XM ATYEICIRAF S 4L 5. Post PICA type TIXfEHREN B
PICAD T VAZPAZET 5. WH 24 & 13 PICA involved type, post PICA
type T PICA Oy Uil & R BEN T WIEA Th 5. Bl PICA fHIRIZ /N A X
A % BEAT 9D D, BB PICA 2AEAL T72 W & 4 W C& 2854 PICA Il & M
TICHIFF L CPICAZ LMBER ZPAET 2L W BIRE & 5. F 72l i ffit
MR WHEAT VM BEBERERINIDODODOARTIIHENETEAXT
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BRGFEHOWREICEE 7 PICA ORI IL variation IZHE L Z & A
BN TR VEEFENEBLE T/DME R (extradural origin PICA) & ik
LTEBLWD O TR 5-20%fE & HE I TWwp V0  gaag
AR PICA IO W T KK HFZEES L TH Y duplicate PICA, aplastic
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HDH CHRBHHEIZSKMELEZLOIE 2. Lister 52K 5 & PICA
/X anterior medullary segment, lateral medullary segment,
tonsilomedullary segment, telovelotonsiller segment, cortical
segment @ 5 D ® segment I FEIND.ZDOHHITT b EOBEIRIC D
WTOREERLRY, A FHME, HHHIZL->THRENRTWVWDLDOT
extradural origin PICAIC W D 5 & @ H Y & 722 2 23 4 i, HE vt d5k o # &
W 72 D THWTW L . Anterior medullary segment |& VA 20 5 43 B L
JEBERT N hx20 H 8 12 R O MR 2 @ Y EHE Sl D inferior olive I
= 1, lateral medullary segment [XZEHEZL 1] inferior olive 2> H %
T 22 W 9,10, 11 B A #& © root £ TO#PH, tonsilomedullary
segment |FIERELZ O FH 9,10, 11 Mm% F CTRIC EHFICME L2028
A MEHBBEICH-> TCEITLT/OMENK EBICET 2. T 0%
Telovelomedullary segment X /AN #k NIl 2 55 4 K = E & 12 W > »
vermis , tonsil, EIZ/WF 35 & A F T,cortical segment | ZE
ICZN TN UKRMICE L &2 p 1010,

Extradural origin PICA TIZHENNLHREHEEHNIZAV AL 2D
tonsilomedullary segment HH Y4 FRAZ 2 & 86 15 0 2 & © HE, /DK > 2K
TH AR T HZ 275D, Z D7 anterior medullary segment,
lateral medullary segment (ZFH 4 3 % #E it Ik 13 fth O B AR, 2 < X HEE
AR DR T D Db, —/RIC AICA ORENB I THIIE AICA
275 PICA ~DOHEHR LW TE 228 AICA BN LA W& i: e THES
MRS DS OFEFRN EL D ENTHREIND. M~ D 5k X Rhoton
5D N—7I kB L PICA @ anterior medullary segment, lateral
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NTWd., bo &b HEZWVWRBREN ST D5 DN tonsilomedullary
segment CTEIZ Z D segment DHEIN-20 O O 4y BN F A #H M 72 network
ZIE L TWa. Akar HIX S HIZFEMIC ERMKE ~D perforators &
lateral medullary segment, tonsilomedullary segment Fij 72> & 43 A% 4
HZ L% cadaver ODFER LIV WAL NIZLTWD. £7 Akar HIZ X DR U
WA T 11 EH D cadaver dissection 7 b M EF L 7= fif 5, %E B ~ o ¥ i B
AR 13 HE B B AR, BT BE B AR, AICA, PICA 2258 5. 9 HIERMME M pyramid,
olive THEH LTI L ~OOKEZNENAHE LTS, ZNITXDE
pyramid ~DFEIRILZZ L AT HFHEAIR 2 S, inferior olive IX PICA
FLEB IS 72 % . Z O PICA W #E KX lateral medullary segment 7> 5 O
Pals /0 W B

Z M5 cadaver dissection 22H DFER &L, RKFIOFEF L2 ELET 5 &
Ao KB B IR AR BE S 0 5 B L T w2 i B 1L PICA @ lateral
medurally segment fHEBHBZ R L CTW/2 2 L HER S 4L, £ 72 AICA
MFE LR DD 2 ONENAICAH R Z b Tt E XL
% . @ VA, AICA, PICA A M 72 network 2T L TWH - % IH E & T
T ERERBEEIEIE LIS WEEDbRATWS., L LA TIXZ
® network HEIZE % VA, AICA, PICA R TOER N ME LKL &
ZbNnb. ZD® lateral medullary segment FH 48, ATCA ¥ ¥l &
BEAOND/NMEE L IRFEREROBENELCTLLEEZOND.
AT ABEEE EFRAS M TR S & v D A a4 H P AR EEPE HE B B IR
FMOHRTIEHFIPATERVWERZEAEZLCWVE. 20 RICHE L TIREKRDY
HEEOZERTHL THYVBHENELELNFER ThH-o 7 EHB SN D.
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Ll — Uil AT LREWICIERNZHZEL TWVD.
A 8] BR[O L, B b RO IR IS D W T, R o~ 8 Y X natural
reverse, B H L HiMm /M FE & LT cilostazol BAA & L TV 5. i 4k
i e I HE B B IR R oD A £ BB [ R E, P AR IO W TR — & e
RIIGFELZV LSOO, BRI XD &M% Pm /RN IR %2 B 4k 5
HZENRZVEITHDL WEEZELPLOMBEIZEL TEEAEL BV —F
YIZASRY UL, AT S R DAL TS EHEL TS
WERFRERZH/HB LN TV D, PPIOI
A B ILEEEH A EAA T PICA 2 FF O HEF # Ik @ medullary perforator % &
TR O N M MEMEEEMETBIIRE ChH o7, RIICBE L Tix, OPICA
THEHEANRBTHY FOICHBEERE» DBER TV 5, @& H 5 8 Ik o
TRETCHOVEMAMELEZONL, @AT > MATIIBEHREO %2
b MICEM N e EX DV as iz AWl & PHEZ ST L
2. QIBELTIE®ENLERTH LMD T LA PICA involved type &
BRZOHRNEThoTl. ZTOME BEELWMHEELZESLLEDNEBOHKEHT
I TERRENZD.
FhEm o 1) BEAZEAME AR PICA @ PAO %I M ME A PHE 2 4 U7z — 6 2 &
Br L7z, 2) A EER PICA ORERBERNIAFEH TH D EWMFLE» DL
7T % perforators b EO LM EMAELEIT LA THEL LI
IR e MR S BL L7z, 3) BHZHSNEAAAL PICA % £F 5 fF B M HE 1 ) Ik
FEIE I TIRME N PICA HEWMIBICHEE LIBRIEZ B IR, Ik 22 T O M H
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Fig. 1
A, B: Axial unenhanced CT shows diffuse thick subarachnoid
hemorrhage.
C: CTA shows rather dominant left vertebral artery.
D: A three-dimensional angiogram of the right vertebral artery.
Dissecting aneurysm with 2 perforators (arrow), originating from the
wall of the aneurysm.
Fig. 2
A, B: Angiogram with bone of skull shows extracranial origin
PICA(arrow).
C: Angiogram (anteroposterior view) of the right vertebral artery
shows dissecting aneurysm with irregular wall and perforators which
runs off cerebellar hemisphere.There is no anterior inferior cerebellar

artery.



D: An intraoperative image shows the tips of a microcatheter(arrow)
in the dissecting aneurysm.

E: Angiogram after coil embolization revealed obliteration of the
aneurysm, and just proximal part of the right vertebral artery.

Fig. 3

A: Right vertebral angiogram after parent artery occlusion
(anteroposterior view). No aneurysmal sac was shown on right
vertebral angiogram.

B: Right vertebral angiogram after parent artery occlusion (lateral
view).

C: Left vertebral angiogram after parent artery occlusion
(anteroposterior view). No aneurysmal sac was shown on left
vertebral angiogram. Contrast medium was stagnated distal to the
aneurysm, and no contrast was seen right lateral cerebellar
hemisphere.

D: Left vertebral angiogram after parent artery occlusion (lateral
view).

Fig. 4

A Diffusion-weighted MR image reveals some high-intensity lesion
mainly on the inferior olivery nucleus, lateral medulla, lateral pons,
middle cerebellar peduncle on the right side, inferior cerebellar

hemisphere on both side.
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