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Health and safety
It is essential that staff are aware of the health
and safety issues."™*

The main danger of infection in neuropa-
thology arises from the handling and process-
ing of tissues from cases of AIDS, Creutzfeldt-
Jakob disease (C]JD), and tuberculosis.

All members of the department and mortuary
staff should be immunised against hepatitis B.
Because potentially dangerous cases can be
encountered unexpectedly, technique should
always be of a high standard and appropriate to
the safety of all staff involved in the investigation.
Any case of rapidly progressive dementia must
be assumed to be a case of CJD until proved
otherwise. The treatment of workplace, cloth-
ing, and instruments should be appropriate.

If a diagnosis of C]JD is possible, samples of
frozen brain, usually frontal lobe and cerebel-
lum, should be retained for prion protein sub-
typing and prion protein gene sequencing.
Adpvice is available from the CJD Surveillance
Unit, Edinburgh.*

Samples from cases of CJD should be
handled in a class 1 cabinet in a separate level
3 containment room. Blocks for sectioning
need to be processed using an appropriate
inactivating agent, currently immersion in neat
formic acid for at least one hour.

Cases of human immunodeficiency virus
(HIV) infection can be dealt with at contain-
ment level 2 with appropriate disinfection
afterwards.

Brain biopsies

Although the general principles with regard to
the processing of biopsy material in neuropa-
thology are similar to those in general histo-
pathology, there are several important differ-
ences. Biopsy of the central nervous system is
potentially dangerous for the patient. To avoid
a second biopsy it is important that the surgeon
knows that representative tissue has been
removed. Stereotactic techniques have greatly
improved the accuracy of the technique, but
the amount of material removed is usually
small. Fortunately, most specimens smear eas-
ily, enabling a diagnosis to be made within a
few minutes.

*CJD Surveillance Unit, Western General Hospital, Crewe
Road, Edinburgh EH4 2XU, UK. Telephone (clinical office):
0131 332 2117; telephone (pathology office): 0131 537 1980;
internet homepage: www.cjd.ed.ac.uk
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Small specimens dry out rapidly and should
be delivered to the laboratory immediately in a
sterile bottle containing damp gauze. What is
done with the specimen will depend upon its
size and consistency. Some tissues smear more
easily than others and this will also affect the
quality of fixation. Tougher specimens require
frozen sections, which are particularly useful in
assessing architectural pattern, but there is
some loss of cytological detail.
The neuropathologist should be aware of
clinical and radiological details, including age,
sex, and anatomical site of the lesion. The
request form should include the following
information:
® Name, date of birth, address, registration
number, and sex of patient.
® Laboratory identification number.
® Consultant, hospital, and ward.
® Site and size of lesion and nature of the
specimen.

® Investigation required.

® Clinical history, including history of relevant
previous surgery, immunosuppression, ra-
diotherapy, dementia, or recent travel
abroad.

® Radiological characteristics and diagnosis.

® Name (in capitals), signature, and bleep
number of requesting clinician.

® A summary of Health and Safety and Data

Protection Act requirements, including

information on how to submit potentially

dangerous specimens.

SMEAR TECHNIQUE

Pieces of tissue approximately 2 mm in
diameter are smeared between glass slides tak-
ing care not to crush cells by applying too
much pressure. A variety of techniques are
used for fixation and staining, the latter usually
being either haematoxylin and eosin or tolu-
dine or methylene blue. Some laboratories use
a mixture of stains. It is important that the
pathologist is familiar with the stain used.

FROZEN SECTIONS
Frozen sectioning might be required if the tis-
sue is too tough to smear, and is particularly
useful in assessing cellular architecture, but the
quality of cytology is poorer than in the case of
smears.

In most cases, the smear or frozen section
should provide a diagnosis and serve as a guide
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as to how the specimen should be processed.
Samples might need to be taken for microbiol-
ogy, electron microscopy, or for analysis after
freezing in liquid nitrogen. Some immuno-
histochemical techniques require cryostat sec-
tions on fresh tissue. The remainder should be
fixed in formaldehyde.

It is important that the surgeon realises that
a report on a small sample might not be
representative of the whole. For example, a
biopsy from the edge of a highly malignant
glioma might be “low grade”. The neu-
ropathologist must also be aware of the
difficulty of distinguishing between reactive
gliosis and neoplasm.

MACROSCOPIC DESCRIPTION

All specimens should be described, and in the
case of larger specimens, weighed. After
fixation, larger specimens (such as lobecto-
mies) should be described, taking care to
record the appearance of the surfaces. The
specimen should then be sliced and any abnor-
malities on the cut surfaces described. Draw-
ings and photography are useful in some cases.
Blocks should be taken to include the deep
edges and sides to assess the extent of involve-
ment and adequacy of excision, and should
include areas with different appearances and
consistency, because these might show varia-
tions in pathology, such as evidence of
dedifferentiation of a neoplasm. It is particu-
larly important to include areas of necrosis and
any brain tissue or meninges around the edge
of a neoplasm to assess invasion.

MICROSCOPY REPORT"”

The specimen might contain a variety of
normal tissue components such as grey and
white matter, cerebellum, meninges, or choroid
plexus. Each of these should be recorded.

A variety of tissues might be present in con-
genitally abnormal lesions. All components
and any anatomical or pathological changes
within them, including the presence of a cyst or
sac should be described.

If a neoplasm is present, the report should
contain information on the cell type(s) present,
the cellularity, growth pattern, and tumour
grade. The most commonly used grading
system in the case of gliomas is that of
Daumas-Duport,' which is based upon the
presence of mitotic figures, pleomorphism,
necrosis, and vascular proliferation. The WHO
has devised a new grading system; however,
this has not proved to be as popular as the
former system." Information on the nature of
the stroma such as gliosis, oedema, fibrous tis-
sue, vascularity, evidence of haemorrhage
(recent or old), thrombosis, changes in blood
vessel walls, and the presence of mucin, calcifi-
cation, or other abnormal substances should be
mentioned. Finally, in the case of a neoplasm,
the report should comment upon the extent of
infiltration and the structures infiltrated.

In the case of inflammatory lesions, the
report should include information on the cell
types present, on their approximate propor-
tions, on their location, and any associated vas-
cular abnormalities. The presence of necrosis
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might imply the formation of an abscess and
some estimate of its stage of evolution might be
acquired from the presence or absence of a
capsule and its structure. Occasionally, micro-
organisms such as bacteria, fungi, protozoa, or
metazoa might be identified, and the presence
of inclusion bodies might be helpful in the
diagnosis of viral infections. The presence of
demyelination might raise the possibility of
progressive multifocal leucoencephalopathy.

Biopsy is occasionally carried out on unusual
cases of dementia. The report should include
information on the cellularity, cell changes
(particularly the presence of neurofibrillary
tangles, Lewy bodies, and Pick bodies), the
presence of gliosis, demyelination, microglial
nodules, necrosis, abnormalities of blood
vessels, and spongiform change.

Tissue removed from the spinal canal presents
some special problems and the need for decom-
pression and treatment might be urgent. The
sample often contains bone and requires com-
ment upon the trabeculae and marrow constitu-
ents. The range of tissues present and any
abnormalities seen should be recorded. Full
assessment might take a few days, and might
include obtaining the opinion of other special-
ised pathologists such as an osteopathologist,
but treatment for a compressing neoplastic
lesion can often start before this process is com-
pleted, and can be modified later.

A variety of techniques have been used to
provide some indication of prognosis, includ-
ing flow cytometry to detect changes in DNA
profile®’; the immunohistochemical demon-
stration of a thymidine analogue, bromode-
oxyuridine,”* which is injected intravenously at
the time of craniotomy; and the use of a variety
of markers of cell proliferation, such as
proliferating cell nuclear antigen (PCNA) and
Ki67. There is general consensus that these
techniques are of limited use in the individual
patient and results must be interpreted with
great caution.

Postmortem handling of brain and spinal
cord”
FIXATION AND DESCRIPTION
The brain should be fixed in 10% neutral
formaldehyde by suspending it in a large plas-
tic container by the basilar artery for one
month. Adequate fixation requires immersion
in at least 10 times the volume of fixative. It is
usually not possible to provide containers of
this size, so the formaldehyde should be
changed after 48 hours and at weekly intervals
for one month. Before examination, the brain
should be washed in running water for at least
two hours. It should have been weighed at the
time of necropsy, but if this has not been done
it should be weighed fixed. Its macroscopic
features, including meninges, patency of the
sinuses (if present) and other blood vessels,
cranial nerves, and any abnormalities of surface
anatomy should be described. A dictation
machine with foot control is the most satisfac-
tory method for description.

Features of the overall appearance that are
particularly important include the presence of
areas of softening, swelling, haemorrhage, and
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herniation effect (movement of the cingulate
gyri across the midline, the situation of grooves
on the hippocampal unci, distortion of the
midbrain, herniation of the cerebellar tonsils
into the foramen magnum, compression or
stretching of cranial nerves, particularly the
third cranial nerve, and ischaemic changes in
the territory of the posterior cerebral arteries).

The brainstem and cerebellum can be
detached by a horizontal section through the
upper pons, followed by detachment of the
cerebellum by sectioning the cerebellar pedun-
cles. The brainstem should be sectioned
horizontally throughout its length and the cer-
ebellum sectioned both horizontally and ob-
liquely through the tonsils on each side. The
presence of haemorrhages within the brain-
stem, their site and size, distortion of the mid-
brain and brainstem, and compression of the
aqueduct should be noted.

The cerebral hemispheres are usually sec-
tioned coronally, although horizontal slices are
sometimes useful for comparison with com-
puted tomography scans. The first coronal slice
should be made at the level of the mamillary
bodies and at 1 cm intervals backwards and for-
wards from this using a spacing device com-
posed of two L shaped metal guides of that
thickness. Thinner slices can be made by insert-
ing a piece of plastic of the relevant thickness.

The appearances of the slices should be
described and blocks taken. Line diagrams are
useful for recording the site and size of abnor-
malities, and photographic records are helpful
in some cases, particularly for teaching and
medicolegal purposes, and for demonstrating
cases at meetings.

The range of blocks taken will depend on the
clinical history, pathological features, and pos-
sible diagnosis. Blocks should be laid out in
sequence on a plastic sheet, labelled alphabeti-
cally, and described. It is important to record
abnormalities seen within various blocks at this
stage, so that the pathologist is reminded at the
time of microscopy. The back of the block
should be marked for identification of the face
to be cut. This can be done with a groove cut in
the back or with Indian ink, and one side can
also be marked with a small groove. A record
should be made of the range of stains to be car-
ried out at this stage and smaller blocks for
immunohistochemical and other complex
stains should be taken.

The general principles involved in the
reporting of some of the main groups of disor-
ders are summarised below.

NEURODEGENERATIVE DISEASE

The most common cause of dementia is
Alzheimer’s disease. Because of the lack of
unanimity on the clinical and pathological cri-
teria required for a diagnosis, guidelines based
upon an age related minimum number of
plaques and neurofibrillary tangles in each low
power microscopic field (x100) have been
established. This is known as the CERAD pro-
tocol (consortium to establish a registry for
Alzheimer’s disease).”” This takes a semiquan-
titative approach to the assessment of plaque
frequency and correlates this with the age of
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Figure 1  Sections of the brainstem that are useful in the
investigation of neurodegenerative disease. (a) The medulla
at the level of the olivary nuclei; (b) the medulla/pons
transition; (¢) the cerebellum to include the tonsil; (d) the
midpons; (e) the cerebellum to include the vermis and
dentate nuclet; (f) the midbrain at the level of the inferior
colliculi; (g) the midbrain at the level of the superior
colliculr.

the patient, resulting in an “age related plaque
score”. It is essential that the pathologist
obtains a clinical history

Figures 1 and 2 illustrate a range of blocks
that is adequate for most cases of dementia.

HEAD INJURY
The three main problems in cases of head and
neck injury are:

(1) Determining the cause of death.

(2) Defining the mechanism of injury.

(3) Determining the relation of haemorrhage
to an episode of trauma. For example, an
accident might be the result of spontane-
ous haemorrhage rather than the cause of
it, and this can include haemorrhage into
the meninges, including the subdural
space, from a ruptured aneurysm.

Bony injuries to the skull and spinal column
will have been described at the time of the
postmortem examination. It is essential to
remove the dura mater from the intracranial
cavity because thin fracture lines can easily be
hidden. Great care is required in assessing
injuries to the spinal column; this will some-
times require removal of part of the spine for
examination after fixation. Injuries to liga-
ments, joints, pedicles, spinous processes,
intervertebral discs, vertebrae, vertebral arter-
ies, meninges, and underlying spinal cord
might provide important clues about the
mechanism and severity of injury. Relevant x
rays should be examined before dissection.

Many head injuries are associated with
intracranial haemorrhage, which might or
might not be associated with distortion of the
brain. The size and site of haemorrhage, its
relation to fractures and damage to the brain,
and to the degree of cerebral swelling,
distortion, and flattening should be noted.
Examination of the cingulate gyri, hippocam-
pal unci, parahippocampal gyri, corpus callo-
sum, ventricles, midbrain, brainstem, cerebel-
lar tonsils, and superior cerebellar peduncles is
important in assessing shift effects.
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Damage to the surface of the brain, includ-
ing its site, should be described and measured.
Lacerations differ from contusions in that the
pia-arachnoid is torn in the former. It is impor-
tant to realise that patients with head injuries
can die without contusions. Herniation contu-
sions occur in the parahippocampal gyri and
the cerebellar tonsils when they come into con-
tact with the tentorium and foramen magnum,
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respectively. The presence of contusions in the
parasagittal region and areas of haemorrhage
within the corpus callosum are particularly
useful in the assessment of diffuse brain
damage.”* Sections of the brain will demon-
strate the depth of contusions and the presence
of other areas of haemorrhage within the white
matter or deeper structures. Haematomas that
are not in contact with the surface of the brain
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Figure 2 Sections of the brainstem that are useful in the investigation of neurodegenerative disease. (A) The frontal lobe to
include the middle frontal gyrus. (B) The midfrontal lobe to include the head of the caudate nucleus and periventricular
white matter. (C) The anterior cingulate gyrus. (D) The temporal lobe at the level of the mamillary body to include the
amygdaloid and lentiform nuclet. (E) The temporal lobe to include the superior and middle temporal gyri, and the posterior
frontal lobe to include the underlying cingulate gyrus. (E) The temporal lobe at the level of the lateral geniculate body,
including the hippocampus. (G) The parietal lobe at the level of the pulvinar to include the pertventricular white matter.
(H) the midparietal lobe to include the inferior parietal lobule. (1) The occipital lobe to include the periventricular white

matter and the calcarine cortex.
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are common and may relate to trauma or indi-
cate spontaneous haemorrhage. The anatomi-
cal site, size, and distribution are important.
Even after the most thorough postmortem
investigation it can be impossible to decide the
cause of a haemorrhage, and much depends
upon the circumstances of the episode of
trauma and the statement of witnesses. Histo-
logical examination of areas of haemorrhage
will sometimes demonstrate a cause, such as a
vascular malformation or neoplasm.

Lesions that might be important in the
assessment of acceleration injuries are tears
and haemorrhages in midline structures such
as the corpus callosum, septum pellucidum,
internal capsule, cerebral peduncles, the dorso-
lateral quadrant of the rostral brainstem, and
the superior cerebellar peduncles. Blocks
should be taken from these areas for histologi-
cal examination, but great care is needed in the
interpretation of the importance of axoplasmic
bulbs. These can occur in similar areas of the
brain in the absence of trauma, such as in
hypoxia and after artificial ventilation.” More
research needs to be carried out to determine
the role of hypoxia, cerebral swelling with com-
pression of axons, and artificial ventilation in
their formation. A wuseful immunohisto-
chemical stain for their detection uses an anti-
body to amyloid precursor protein. In addition,
after two or more days small clusters of micro-
glial cells may be present.

INFECTION

The main aims in the investigation of infection
in the central nervous system (CNS) are to
identify the cause, the route of the infection,
and its effects on the nervous system. The
potential source of infection will have been
demonstrated at the time of the postmortem
examination in most cases, but some will
require further dissection of other structures
such as sinuses, middle ear, skull bone, and
spine. Congenital malformations, including
those of the heart, and the presence of a shunt
will sometimes be relevant.

It is important to remember that the brain
might show no macroscopical abnormalities,
particularly in the case of viral infection, and
when organisms of low virulence that are often
encountered in very young, elderly, debilitated,
and immunosuppressed individuals are in-
volved.

Specimens for microbiological investigations
should be taken at the time of necropsy, and it
is sometimes useful to keep samples of frozen
cerebrospinal fluid (CSF) and serum for
antibody studies. The advice of a microbiology
department should be sought regarding the
most appropriate transport medium. If a virus
infection is suspected it is best to take samples
for electron microscopy before fixing the brain
and/or spinal cord. It is important to take sam-
ples from parts of the brain or spinal cord that
are not necrotic, but show evidence of inflam-
mation.

Blocks for histological examination should
be taken from areas that appear normal, from
areas that are obviously abnormal, and from
transition areas between them. Routine blocks
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should include each of the four main lobes,
thalamus, basal ganglia, hippocampus, brain-
stem at several levels, cerebellum, and when-
ever possible the cervical, thoracic, and lumbar
spinal cord, and dorsal root ganglia.

Histological identification of viruses has
been greatly improved recently by immunohis-
tochemistry and in situ hybridisation. The
polymerase chain reaction (PCR) can be useful
in the diagnosis of herpes simplex encephalitis
and a variety of other agents such as JC virus,
using a sample of CSF. Although more
sensitive than serology, it might still be
negative, depending upon the site of infection
and its proximity to the CSF. A variety of sen-
sitive molecular amplification techniques is
available for use on frozen tissue samples, but
sensitivity will be compromised if only paraffin
wax embedded tissue is available.

Other techniques such as immunohisto-
chemistry and hybridisation with DNA probes
can be applied to frozen biopsy samples.

VASCULAR DISEASE

Postmortem assessment of vascular problems
affecting the CNS requires examination of the
carotid arteries and sometimes the vertebral
arteries in the neck. This will often require rel-
evant specimens to be retained for dissection
after fixation. If the spinal cord is involved it
might be necessary to remove the spinal
column with the abdominal aorta attached.

The main aims in the assessment of bleeding
within the intracranial cavity are to define the
site, amount and extent of the bleeding, the
source and cause of the bleeding, the age of the
haemorrhage, whether bleeding has occurred
on more than one occasion, and the role of
haemorrhage in the cause of death.

If a ruptured aneurysm is likely to be the
cause of haemorrhage it is advisable to look for
aneurysms before the brain is fixed. Aneurysms
are usually found at the point of bifurcation of
the vessels of the circle of Willis, and bleeding
is usually most intense at the site of an
aneurysm. Blood should be removed by blunt
dissection and gentle washing until the aneu-
rysm and its point of rupture have been identi-
fied. It is important to realise that there might
be more than one aneurysm.

Slicing of the brain after intracerebral haem-
orrhage might be difficult. It is sometimes pref-
erable to remove as much of the blood clot as
possible before fixation. Histological examina-
tion of the blood clot might reveal the cause of
haemorrhage, particularly if the cause was a
neoplasm, one of many haematological disor-
ders that can be associated with an increased
risk of haemorrhage, or a small vascular
malformation. Larger vascular malformations
and deeply situated aneurysms are usually rec-
ognisable macroscopically.

In some cases the cause of the haemorrhage
might be venous. This will usually be apparent
from the pattern of bleeding.

It is important to take blocks for histological
examination from both abnormal and macro-
scopically normal parts of the brain and the
meninges. Diseases of blood vessels that can
cause haemorrhage or thrombosis include
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many disorders that can only be recognised
histologically, such as the various types of amy-
loidosis and vasculitis. Congophilic angiopa-
thy, which accounts for up to 20% of strokes in
elderly patients, is frequently seen in associ-
ation with Alzheimer’s disease, and a relevant
range of blocks will need to be taken.

Examination of the brain is essential in
assessing the effects of hypoxia and of problems
that might have affected the uptake of oxygen
by the brain, such as hypoglycaemia. Neurones
show selective vulnerability, and there are also
regional variations that might be the result of
differences in blood supply. Some abnormali-
ties, such as laminar necrosis within the
cerebral cortex, might be recognisable macro-
scopically, but microscopical examination of a
wide range of blocks including the cerebral
cortex, hippocampus, cerebellum, caudate nu-
cleus, putamen, globus pallidus, thalamus,
hemispheric white matter, and brain stem is
required. It is important that the pathologist is
familiar with the changes associated with the
“respirator brain”.

TUMOURS

As in the case of any space occupying lesion,
the effects of the mass on the brain and spinal
cord should be described. These will vary
according to the anatomical site of the lesion. It
is also important to anticipate the effect of
associated abnormalities such as epilepsy,
chemotherapy, radiotherapy, immunosuppres-
sion, and oedema, and to take relevant blocks
for histological examination. Examination of
the spinal cord will be relevant in some cases,
and the effects of metastatic neoplasm and of
the non-metastatic effects of neoplasia will
have implications in other parts of the nervous
system and in other organs. Primary CNS neo-
plasms might have systemic effects, such as the
endocrine effects of pituitary tumours, and
CNS neoplasms rarely metastasise to other
parts of the body. Some neoplasms associated
with genetical abnormalities, such as neurofi-
bromatosis and tuberous sclerosis, might be
associated with neoplasms of various types,
both within the nervous system and in other
parts of the body. A few neoplasms also spread
within the CSF pathways and involve the spinal
cord and nerve roots.

DEMYELINATION

The most common demyelinating disease dealt
with in most neuropathology departments is
multiple sclerosis (disseminated sclerosis). The
well demarcated plaques of demyelination are
recognised as greyish areas situated mainly
within the white matter, although they are also
found within the grey matter. They are often
particularly pronounced around the angles of
the ventricles, and may be less well defined in
the spinal cord than in the cerebral hemi-
spheres. In most cases, the diagnosis will have
been made during life. It is important that the
pathologist removes the spinal cord and optic
nerves in addition to the brain because there
may be considerable variation in the distribu-
tion of plaques between different cases, and
plaques might be limited to one area. There is
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also considerable variation in the size and
shape of different plaques and there are several
varieties of the disease.

Other forms of demyelinating disease, in-
cluding central pontine myelinolysis, progres-
sive multifocal leucoencephalopathy, alcohol
abuse, AIDS encephalopathy, perivenous en-
cephalomyelitis, subacute sclerosing panen-
cephalitis, the leucodystrophies, demyelination
associated with head injuries or cerebral
oedema, or vitamin B12 deficiency, might be
less obvious macroscopically and require other
information or investigations before a diagnosis
can be made

METABOLIC DISEASES

An increasing number of diseases affecting the
nervous system are known to be caused by bio-
chemical and genetical abnormalities. Many of
these can now be diagnosed during life. Reten-
tion of frozen tissue for analysis by a specialised
laboratory is essential in these cases. It is also
important to retain tissue for electron micros-
copy and histochemistry.

TOXIC DISORDERS

A wide variety of toxins affect the nervous sys-
tem. These can be difficult to identify and
might have medicolegal implications. If in
doubt, samples of fresh brain and other organs
(liver, kidney, hair, urine, and blood) should be
retained for toxicological analysis if required.
Histological assessment might require blocks
from a wide variety of areas of the nervous sys-
tem and should at least include cerebral grey
and white matter, deep grey matter nuclei,
midbrain, pons, medulla, cerebellum (cortex
and vermis), spinal cord, peripheral nerve, and
skeletal muscle.

SPINAL CORD
Many disorders that affect the brain also
involve the spinal cord, but some disorders are
specific to the spinal cord and its related struc-
tures, and these are also vulnerable to problems
in the spinal column. The most common com-
plication that the pathologist is likely to
encounter is pressure exerted on the spinal
cord by a variety of mechanisms from the spine
and tissues that are adjacent to it. It is essential
that the pathologist is familiar with all the
clinical details and potential diagnoses before
the postmortem examination is carried out. It
is also essential that the pathologist is familiar
with the relevant anatomy and what tissues
might be required to establish a diagnosis. Full
examination might require the examination of
nerves, including autonomic nerves, dorsal
root and autonomic ganglia, skeletal muscle,
and specimens of bone and other tissues. The
blood supply to the spinal cord might be
important and is complicated; this might
involve the assessment of both arteries and
veins, and in some cases injection of part of the
blood supply and radiological analysis will be
required. The state of the aorta, vertebral,
intercostal, and lumbar arteries will be particu-
larly relevant.

The spinal cord will usually be received
within its dural envelope. A convenient way of
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fixing the spinal cord is to suspend it in formal-
dehyde in a two litre measuring cylinder with a
small weight attached to the cauda equina. The
external appearances are then described and
the theca opened longitudinally, back and
front. Midline grooves are present on both
anterior and posterior surfaces (the posterior
median sulcus and the anterior median fis-
sure). The lateral surfaces contain the dorsola-
teral and ventrolateral sulci from which the
dorsal and ventral nerve roots emerge, respec-
tively, and which divide the white matter into
posterior, lateral, and anterior funiculi. The
dorsal root zone is situated between the poste-
rior and lateral funiculi; and the ventral root
zone is situated between the anterior and
lateral funiculi. The grey matter contains the
dorsal and ventral enlargements known as the
posterior and anterior grey horns, respectively.
In the thoracic and upper lumbar segments of
the cord, small intermediolateral grey columns
are also present. The anterior grey horns are
the largest.

The arachnoid should normally be transpar-
ent, but might show areas of opacity and some-
times fatty plaques, which are of no pathologi-
cal importance. After opening the dura mater,
the anterior and posterior surfaces of the spinal
cord can be identified from the vascular
pattern. The posterior aspect contains two
posterior spinal arteries and veins, whereas the
ventral surface has only one anterior spinal
artery and vein. Identifying segmental levels
can be difficult because there are anatomical
variations from individual to individual. The
roots of the upper four cervical nerves are small
and those of the lower four large. The dorsal
roots of the cervical nerves are approximately
three times thicker than the ventral roots, with
the exception of the first cervical, where the
dorsal root is thinner than the ventral. The cer-
vical nerve roots increase in size from the first
to the sixth, and the seventh and eighth and the
first thoracic nerves are similar in size to that of

Table 1  Staining techniques useful in the practice of neuropathology
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the sixth cervical nerve roots. The first thoracic
segment is usually the last of the large nerve
roots along the length of the cervical enlarge-
ment. A more reliable method is to identify the
first nerve root to penetrate the dura mater
after the lower end of the conus medullaris; this
is the second lumbar root. The others can then
be identified by counting above and below that.

In some cases, the spinal cord will be
received within the spinal column and some
pathologists prefer this method of removal.
The spinal cord is easily damaged during
removal and in the unfixed state, and the com-
plete specimen includes many relevant struc-
tures such as nerve roots, ganglia, and some of
the blood supply and drainage.

If the cord is received within the vertebral
column, the first cervical nerve root emerges
below the occipital bone and above the first
cervical vertebra, the seventh nerve root above
the seventh cervical vertebra, and the eighth
nerve root above the first thoracic vertebra.

Gentle palpation of the cord might help to
identify areas of sof