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The effectiveness of modified lateral suboccipital craniotomy especially
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Abstract:

There are two choices of surgical approach to the posterior fossa; midline suboccipital approach and lateral
suboccipital approach. However, it might be difficult for young neurosurgeons to experience enough cases of
suboccipital craniotomy because the number of the cases is fewer than that of supratentorial craniotomies. In
order to undergo the suboccipital craniotomies with fewer complications especially for young neurosurgeons, we
designed modified lateral suboccipital craniotomy. By this method, we can get the view from lateral side to the
other side across the midline in posterior fossa. It seems to be less invasive to the suboccipital muscle and useful
to get enough fascia for duralplasty. In this report, we discuss the effectiveness of this approach through the two
cases.
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