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A The dural sac and spinal nerves in the sacral canal of a cadaver without sacral

decubitus ulcer

B The internal vertebral venous plexus was engorged in a cadaver with sacral

decubitus ulcer.

C A sketch of the dural sac and sacral nerves in the sacral canal of a cadaver
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without sacral decubitus ulcer. The dural sac continued to the filum terminale exter-

num at the level of the 2d sacral vertebra.

28 FEIR T sE 2504 No. 11 2011.2

ENGHD Tz, BIEDOD HEEKT



(3, BB O WIEARIC A TNHEB FRIRE 23 B 1T R
w’L T\wio (Fig. 1B). BIIRZEILEE 2 lF Om S THt
FARICBATL Tz (Fig. 1C). WEZEABH< &, 7
B, 7 ER TR X OFOIERER, Fif

HEDIC/ ITHIAEL THOMEHTAHZ LI k-
THLOTHERTES., £/, TOLD %@L
THED T THEETHAHAZ ENLSKHBTEHLE
ZHN5%.

Xk

BN DRt = Tdd A MRE_EIRIC k> T S N/ D
_ . . 1) Kaufman A. 1971. Meningitis complicating sacral decubitus
Z B Z > %= .
(CA S TIEREZTPRL T 5 DHBIER S N7 ulcer. JAMA 216: 1866-1867
7_% = 2) Baker RP, Brown EM, Coakham HB. 2003. Overwhelming
VT e 5 2 WA T 3 L cranial and spinal subdural empyema secondary to infected sacral
%%Dmifcimj S O &<, Wb decubitus ulcers. Br J Neurosurg 17: 572-573
R Vﬂ*&%’%ﬂ)ﬁ%&:%ﬂ)%ﬁ NLITLIEARGNAC &, 3) Warnke JP, Tschabitscher M, Nobles A. 2001. Thecaloscopy:
B e 3'3%%0* BN CAEESTWAS &, I8 the endoscopy of the lumbar subarachnoid space, part I: historical

review and own cadaver studies. Minim Invas Neurosurg 44: 61—

BRI 0 EEC AT L TV A Tk, 7B N 64

GREREAAICESE L TWA T b, B UEREES I 4) Mourgela S, Anagnostopoulou S, Warnke JP, Spanos A. 2006.
i ﬁ ?ﬁj@'{ &8)%75 el %@’K Thecaloscopy through sacral bone approaches, cadaver study:
MBI DA > TW5E SFP D, H S OIS I

further anatomic landmarks. Minim Invas Neurosurg 49: 30-33

Ft._’?ﬁ% L7 R LB s A\ Hl%’%, Jfll%&;\‘, T |- 5) Fujimoto T, Giles BP, Replogle RE et al. 2005. Visualization of

) o ‘ . sacral nerve roots via percutaneous intraspinal navigation (PIN).
f5, TpRE A & 2 U CRIBRNC B OB 3 & Am ] Neuroradiol 26: 2420-2424

LBl A LD 5 L5 2 Hhe, ) K IR 2004 RRHOFO S IR
y PR , H5(, pp. 88—
SEIFBEERLIAIBEROBRHN TS CEITRD, BB 7)) gdepa 3R). 2009. 75 RHEEESE (5% - Grants

SERRORANL, BB OMEOFFTApE  Dissector, Tank PW ), WK, 45, pp. 14-17
N N 8) MEA—RL. 2009. MRHISEOWIF R FRHIFEE O ARG
B R CEBIBT AT LATEHEFZABNE. B, T

b, 7U—=JVU X, ¥iK, pp. 113-121
NOOEEPIEFITER VTS S Z S IIARBFRIC 51

Decubitus ulcer and anatomy of the sacral region

Yui NISHIKAWA!, Yuko OHTANIZ2, Osamu OHTANI?
IMedical School Student and 2Department of Anatomy, Graduate School of Medicine and Pharmaceutical Sciences, University of Toyama

The sacral region is vulnerable to decubitus ulcer, which is common in elderly, bedridden persons. Reportedly, decubitus ulcer in the
sacral region caused development of meningitis. Moreover, thecaloscopy, i.e., the endoscopy of lumbar subarachnoid space, has re-
cently been performed through the sacral hiatus. However, during the dissection course for medical students, the sacral region is not
dissected well enough to understand the topography of the region. The present study verified the dissection procedures of the sacral
region in the dissection course for undergraduate medical students.

After the vertebral canal was opened from the cervical to the lumbar vertebrae, the sacral region was dissected. First of all, the skin of
the sacral region was observed to determine whether it was involved in decubitus ulcer. Then the skin was peeled off and the medial
part of the gluteus maximus was also peeled off laterally. The median sacral crest and the lamina of vertebral arches were shaved off
with a chisel until the sacral canal was opened and the epidural space was exposed. After the internal vertebral venous plexus was dis-
sected away, the sacral nerves and the sacral ganglions covered with dura mater were exposed. The spinal dura mater continued to the
epineurium. A median incision was performed on the spinal dura mater to expose the arachnoid membrane, the cauda equina, the fi-
lum terminale and the posterior spinal veins. The position of the bottom of the arachnoid membrane was examined. The anatomical
findings of remains with and without decubitus ulcer were compared.

In the region of decubitus ulcer, part of the sacral bone was frequently exposed, and phlebitis was frequently observed. The sacral
nerves were located superficially. The spinal dura mater continued to the epineurium of the sacral nerve. Together, these findings sug-
gest that pathogenic bacteria infected in sacral decubitus ulcer may spread either directly or indirectly via bone marrow, blood vessels,
epineurium, and perineurium, etc. to the meninges, resulting in development of meningitis. The present dissection of the sacral region
allows medical students to understand the topography of the region, especially the superficial location of the sacral nerves. Students
can also understand the importance of decubitus ulcer care.
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