























PERFORATOR DRILL BITS/BURRS
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Cushing perforating drill
McKenzie perforating drill
D’errico perforating drill
Cushing burr

Hudson burr

McKenzie enlarging burr

BURRS
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Sachs dural separator

Frazier dural separator

Hoen dural separator, 45 degree
Hoen dural separator, 90 degree
Horsley dural separator, angled
Dorsey dural separator




HOOKS
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Sachs dural hook
Cushing dural hook
Frazier dural hook
Lahey clinic dural hook
Strully dural twist hook
Dandy nerve hook
Adson dural hook
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HOOKS
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Hoen nerve hook, straight

Hoen nerve hook, angled

Smithwick hook & dissector

Murphy ball hook

Cushing gasserian ganglion hook, blunt
Smithwick button hook, blunt

Davis nerve separator/spatula
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DISSECTORS
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Penfield dissector, #1

Penfield dissector, #2

Penfield dissector, #3

Penfield dissector, #4

Penfield dissector, #5

Double dissector, sharp/blunt
Woodson elevator/spatula double end
Woodson separator/packer, double end
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KERISSON RONGUER

1. Kerrison rongeur




SPECULUM

2

1. Killian septal speculum
2. Transsphenoidal speculum
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Meyerding laminectomy retractor
Langenbeck retractor

Taylor spinal retractor

Hibbs retractor

Cloward type (new style) blade retractor
Cloward tvoe (old stvle) blade retractor
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OPERATIVE PROCEDURES
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TREPANATION IN THE MODERN ERA?

In 2000 two men from Cedar City, Utah were prosecuted for
practicing medicine without a license after they performed a
trepanation on an English woman to treat her chronic fatigue
syndrome and depression.

Joseph "Joey" Mellen is the author of Bore Hole, a
controversial book about his attempts at self-trepanation, and
his eventual success with the help of his partner Amanda
Feilding. Mellen then filmed Amanda's own self-trepanation for
a documentary entitled "Heartbeat in the Brain".

Engraving by Peter Treveris of a trepanation. From Heironymus von Braunschweig's Handywarke of
surgeri English Woodcuts 1480-1535 by Edward Hodnett, Oxford University Press, 1973

Michell J (1984). Eccentric Lives & Peculiar Notions




CRANIAL PROCEDURES

vi.
Vii.
viii.

Xi.

Xii.
Xiii.
Xiv.

XV.

XVi.
Xvii.
xviii.
XiX.
XX.
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Burr Hole Drainage SDH

Chiari Decompression

Cranioplasty

Craniotomy for Aneurysm Clipping

Craniotomy for Left Frontal Supratentorial Tumor with
Biotronics Monitoring

Craniotomy for Supratentorial Tumor

Frameless Stereotactic Biopsy

Gamma knife

Left Frontal Craniotomy Orbital Osteotomy
Ommaya Reservoir

Osteoplastic Craniotomy

Posterior Fossa Tumor Resection

Retrosigmoid Craniotomy Transcondylar Approach
Right Frontotemporal Craniotomy for Clipping for
Clipping of Complex Right MCA Aneurysm, Unruptured
Stereotactic Left Frontoparietal Craniotomy with
Volumetric Tumor Resection

Stereotactic Radiosurgery

Stereotactic Right Suboccipital Craniectomy
Suboccipital Craniotomy

Transsphenoidal Hypophysectomy
Trans-Temporal Pineal Tumor Resection



BURR HOLE DRAINAGE SUBDURAL
HEMATOMA

DATE OF SURGERY:

SURGEON: Dr. X

ASSISTANT: Dr.Y

PREOPERATIVE DIAGNOSIS: Bilateral subdural hematomas.
POSTOPERATIVE DIAGNOSIS: Bilateral subdural hematomas.
PROCEDURE PERFORMED: Bilateral burr hole drainage of chronic
subdural hematomas.

CPT Coding:
61108 Twist drill hole(s) for subdural, intracerebral, or
ventricular puncture; for evacuation and/or drainage of
subdural hematoma

ANESTHESIA: General endotracheal anesthesia.
ESTIMATED BLOOD LOSS: 50 cc.
COMPLICATIONS: None.

DISPOSITION: Stable to the PACU.

DRAINS: Bilateral JP drains.

INDICATIONS FOR PROCEDURE: The patient is an 00-year-old
gentleman who presented to the hospital with a decrease in
mental status over the past month. He was transferred by his son
from his home for further care. A CT scan showed bilateral
subdural hematomas with compression of his superior-most
frontal and parietal areas. The family was apprised of all benefits
and potential risks of the surgery and decided to proceed with
burr hole drainage of the patient's bilateral subdural hematomas.
The patient and his family were well apprised of all
expectations, risks and potential complications, including the
risk of stroke, loss of language function, paralysis, seizures,
hemorrhage and even death. They have understood well these
risks and have decided to proceed with the operation.

OPERATIVE PROCEDURE: The patient was transferred to the
operating room and given preoperative antibiotics. He was given
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conscious sedation with propofol by the anesthesia service. A
Foley catheter was inserted. The patient was placed in the supine
position and the head was shaved over the area where he was to
undergo his bilateral incisions. Two incisions were performed
bilaterally approximately 5 cm in length with a #10 blade scalpel.
Hemostasis was achieved utilizing bipolar electrocautery. The
scalp was then reflected and held in place utilizing self-retaining
clamps. Utilizing the Anspach drill and an 8 mm round burr, a
small burr hole craniotomy was performed approximately 10 mm
in size. These burr holes were angled in a superior to inferior
trajectory in order to allow the drains to course smoothly in. The
dura was coagulated and opened. It did seem to be under
significant pressure bilaterally. Two drains were inserted and
flushed carefully until clear. A small piece of Gelfoam was placed
over the bilateral drains and the wound irrigated with antibiotic
solution.  Hemostasis again was achieved utilizing bipolar
electrocautery and monopolar. The galea was closed utilizing
interrupted 3-0 Vicryl sutures and the skin approximated utilizing
staples. The drains were sutured in place.

All needle counts, sponge counts and instrument counts were
correct at the end of the case times two. The patient tolerated
the procedure well and he was transferred to the recovery room
in stable condition. Dr. X was present during the entirety of this
case.
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CHIARI DECOMPRESSION

DATE OF SURGERY:

SURGEON: Dr. X

ASSISTANT: Dr.Y

PREOPERATIVE DIAGNOSIS: Symptomatic cerebellar tonsillar

hernation

POSTOPERATIVE DIAGNOSIS: Symptomatic cerebellar tonsillar

hernation

PROCEDURE PERFORMED:

1. Suboccipital craniectomy decompression of medulla and spinal

cord

2. Lysis of adhesions and C1 soft tissue decompression for Chiari
malformation.

CPT Coding:
61343 Craniectomy, suboccipital with cervical
laminectomy for decompression of medulla and spinal
cord, with or without dural graft (e.g. Arnold-Chiari
malformation)
69990 Microsurgical techniques, requiring use of
operating microscope

ANESTHESIA: General endotracheal anesthesia.

ESTIMATED BLOOD LOSS: 200 cc.

FINDINGS: Constriction of foramen magnum with cerebellar
tonsillar hernation and the surrounding dura.
COMPLICATIONS: None.

DISPOSITION: Stable to the PACU.

INDICATIONS FOR PROCEDURE: The patient is a 00-year-old
female who comes with a history of diagnosed Chiari |
malformation. She was complaining of pain that was radiating
from her neck into her bilateral shoulders, mostly on the right
side. Her pain was refractory to conservative management with
physical therapy and analgesics. At this time, given the
progression of her symptoms, she has decided to proceed with a
suboccipital decompression procedure in an attempt to arrest the
progression of her symptoms. Risks, benefits and objectives of
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the surgery were discussed with the patient. These included but
were not limited to death, bleeding, infection, CSF leak,
headaches, worsening and uncontrolled features of paralysis,
visual or speech impairment and even possible death. The
patient voiced understanding and agreement with these risks and
objectives and has agreed to proceed with the surgery. Written
consent was secured and placed inside the patient's chart.

OPERATIVE PROCEDURE: The patient was transferred to the
operating room. She was given preoperative prophylactic
intravenous antibiotics and intubated without difficulty by the
anesthesia service. A Foley catheter was inserted. A Mayfield
head clamp was applied. She was then turned prone with the
head with mild traction and flexion. All pressure points were well
padded. The head was shaved in the suboccipital region. The
patient was prepped and draped in the standard sterile fashion. A
midline incision was planned marked, from the occipital
protuberance down to the level of C2. Local anesthetic was
infiltrated along the line of the incision, which was subsequently
opened utilizing a #10 blade. Hemostasis was achieved utilizing
bipolar and Bovie electrocautery. Careful dissection was achieved
down to the level of the C1, staying midline at all times. We
remained in the midline fascial plane and there was very little
bleeding. Subsequently, Bovie electrocautery was utilized as well
as a Cobb to remove the nuchal musculature subperiosteally.
Cerebellar retractors were then placed and, with a high-speed
Midas Rex drill, we outlined the region where the craniectomy
was to be performed. We then proceeded to drill down the bone
until dura was reached. Utilizing Kerrisons, the remaining thin
bone was removed piecemeal. Careful dissection around the
posterior foramen magnum ring was carried out utilizing an
upward curette. Dissection was carefully carried out surrounding
the foramen magnum ring. The ring was completely
decompressed and the bone removed in the posterior aspect of
the foramen magnum. The dura was noted to be relieved of
tension once this maneuver was performed.

We then turned our attention to the C1 region. A partial

laminectomy was carried out on the posterior ring of C1. The
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venous plexus surrounding the verterbral arteries bilaterally was
visualized and left intact. After undermining under the C1 lamina
and the soft tissue, it was noted that the foramen was well
decompressed. A constricting band surrounding the posterior
foramen magnum was then incised with an 11 blade and
dissected free. The dura was then opened with a Y-shaped
incision. A 5x5 c¢cm Duraplasty patch was then sutured to the
defect and the dura closed in a watertight fashion with 4-0
Neurolon running suture. A thin layer of dural sealant was sprayed
over the suture lines. The dura was noted to be pulsating quite
nicely. A Valsalva maneuver revealed no leakage of cerebrospinal
fluid. The wound was then irrigated until clear and hemostasis
achieved. 0 Vicryl was then utilized to approximate the
musculature. This was performed in layers to secure a complete
closure. 2-0 Vicryl was then utilized to further approximate the
edges, securing them without undue tension. The skin was then
closed utilizing staples. No drains were left.

Needle count, sponge count and instrument counts were correct
at the end of the case times two. A clean bandage was utilized to
cover the incision. The patient seemed to have tolerated the
procedure well and was transferred in stable condition to the
recovery room. Dr. X was present during the critical portions of
this case.
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CRANIOPLASTY

DATE OF SURGERY:

SURGEON: Dr. X

ASSISTANT: Dr. Y

PREOPERATIVE DIAGNOSIS: Status post Right/Left frontotemporal
parietal hemicraniectomy secondary to intracranial hemorrhage
POSTOPERATIVE DIAGNOSIS: Status post Right/Left
frontotemporal parietal hemicraniectomy secondary to
intracranial hemorrhage

PROCEDURE PERFORMED:

1. Right/Left frontotemporal parietal cranioplasty (Replacement
of bone flap)

2. Incision and retrieval of subcutaneous cranial bone graft for
cranioplasty

CPT Coding:
62142 Removal of bone flap or prosthetic plate of skull
62143 Replacement of bone flap or prosthetic plate of
skull
62147 Cranioplasty with autograft (includes obtaining
bone grafts); larger than 5cm diameter
62148 Incision and retrieval of subcutaneous cranial bone
graft for cranioplasty

ANESTHESIA: General endotracheal anesthesia
ESTIMATED BLOOD LOSS: 200 cc.
COMPLICATIONS: None.

FINDINGS: Extensive dural adhesions
DISPOSITION: Stable to the PACU.

INDICATIONS FOR PROCEDURE: The patient is a 00-year-old
gentleman status post emergent decompressive hemicraniectomy
for severe intraventricular and subarachnoid hemorrhage, and
extensive edema with subfalcine herniation. At this time he
presents for replacement of his bone flap. Risks, benefits and
objectives of the surgery were discussed with the patient and his
family. These included, but were not limited to death, bleeding,
infection, CSF leak, headaches, worsening or uncontrolled
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