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otherwise they would occur more frequently.
Furthermore, it has been shown8 in organ
cultures of myxopapillary ependymomas
originating in the filum terminale, that
progressive perivascular sclerosis and hyalin-
isation is a feature of cultures over twenty
days old.
The possibility of myxopapillary epen-

dymomas arising from ependymal cells alone
and not requiring contact with fibrous tissue
becomes more feasible with the report of
myxopapillary ependymomas arising from
extra dural sacrococcygeal regions, the
cervico-thoracic cord, the lateral ventricle
and the nerve roots, as in this report.

I am grateful to Mr DG Hardy, Consultant
Neurosurgeon, Addenbrookes Hospital and
the Neuropathology and Neuroradiology
departments of Addenbrookes Hospital.
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Spinal extradural venous haemorrhage
controlled by a drawing pin: a new tech-
nique in neurosurgery

Massive bleeding from venous plexuses can
be a life threatening complication of surgery.
This is well recognised from the cranial dural
sinuses and is also common during rectal and
prostatic surgery.
We describe a case of venous haemorrhage

during the removal of a cervical meningioma
which was controlled by an unusual tech-
nique.
A 64 year old man presented with a one

; ar history of progressive paraesthesiae and
numbness affecting both hands associated
with clumsiness of fine hand movements and

Figure Preoperative myelogram
demonstrating intradural extramedullary
defect and postoperative radiographs
documenting drawing pin position.

loss of coordination when walking. Examina-
tion showed mild spastic quadriplegia.
Myelography demonstrated an intradural

extramedullary tumour extending from
C1-C3 (fig).
A C1-C3 laminectomy was performed in

the prone position. The dura was opened and
the meningioma identified. This proved to be
extremely tough and could not be removed
with an ultrasonic aspirator. It was therefore
removed piecemeal with cutting loops and
rongeurs.
There was considerable haemorrhage from

arterialised veins in the tumour bed and from
the extradural venous plexus. The tumour
had an en-plaque origin and haemorrhage
was controlled by diathermy, packing, local
pressure and suction. These manoeuvres
allowed 75% of the tumour to be removed
resulting in decompression of the cervical
cord.
At this stage it became increasingly difficult

to stop the haemorrhage from the extradural
venous plexus despite using all conventional
haemostatic methods. The bleeding was
staunched by continuous pressure exerted on
patties and bone wax but the close proximity
of the cervical cord prevented permanent
maintenance of pressure despite the use of
suture buttresses. The patient had received a
30 unit transfusion becoming hypotensive for
only a brief period.
The remaining haemorrhage was imme-

diately and completely controlled by a draw-
ing pin passed through the dura transfixing an
extradural pattie to the wall of the vertebral
canal (fig). This provided permanent tampon-
ade of the extradural venous plexus.
The wound was closed and the patient

made an uneventful post operative recovery
with significant improvement in his neuro-
logical condition and no wound infection.

Excluding the cranial dural sinuses there
are three sites in the body with thin walled
venous plexuses which are prone to bleed
during surgery: the pre-sacral plexus, the
prostatic plexus, and the spinal extradural
venous plexus.
Once bleeding has started attempts at

haemostasis often seem to provoke more
aemorrhage elsewhere.

The use of drawing pins to tamponade
venous plexuses to control bleeding is not a
new idea. The method was first used in rural
China to control life threatening haemor-
rhage during rectal operations.' Khan et al1
and Nivatvongs et al3 discuss four such cases.
They describe the use of specially construc-
ted titanium pins and add the caveats of
possible reaction to the metal used or
superadded infection.

In our case an autoclaved stationer's brass
drawing pin was used to tamponade the
extradural plexus. The risk of death or mor-
bidity from continuing haemorrhage was felt
to outweigh any possible complications either
from the metal constituents of the pin or from
subsequent infection. Prophylactic anti-
bodies were used.
We describe this technique in the hope that

other neurosurgeons may find it useful for the
temporary or permanent control of haemor-
rhage or in situations where temporary dural
fixation is impractical using standard
methods.
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