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Discussion

This demographically atypical presentation of
haemorrhage from gastric ulceration shows
consistencies with observations previously des-
cribed in the US. To our knowledge this is the
first report in the UK of gastric ulceration
complicating inhaled crack cocaine; a plausible
mechanism underlying the pathogenesis being
predictable from this illicit drug's phar-
macology.

Gastric mucosal blood flow provides an
important path for the disposal of influxing
luminal acid, and thus an important barrier
mechanism.4 Owing to cocaine's phar-
macodynamics, namely monoaminergic synap-
tic potentiation (by inhibition of the uptake 1
transporter), and consequent alpha-I
adrenoceptor mediated mucosal arteriolar
vasoconstriction, this presumably disrupts
mucosal 'proton washout', predisposing to gas-
tric ulceration. Recurrent short ischaemic
episodes associated with frequent crack smok-
ing would provide a background for prolonged
impaired mucosal defence. The slow

Summary points

* the pharmacokinetics ofcrack cocaine underly
its specific complications

* gastrointestinal haemorrhage secondary to
gastric peptic ulceration is a rare, potential
complication ofcocaine misuse

* peptic ulceration probably results from
disruption ofthe gastric mucosal barrier
mechanism through its sympathomimetic
activity

absorption/low peak plasma kinetics of snorted
cocaine hydrochloride probably explains the
absence of such systemic toxic manifestations.

In view of the increasing use of this agent in
Europe,5 similar presentations are likely to
become more common. One scenario for exam-
ple, being the recent upsurge in cocaine
trafficking into the UK by 'body packers'
(swallowers'),6 whereby package rupture or
leak may potentially expose these individuals to
the risk of such life-threatening complications.
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Summary
A woman with an eight-year history of
polycythemia vera presented with numb-
ness and weakness of both legs. A large
spinal haematoma was revealed on
magnetic resonance imaging which was
treated clinically and which subsequently
resolved.
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Spontaneous, nontraumatic spinal epidural or
subdural haematomas are uncommon and are a
rare cause of spinal cord compression. Approx-
imately half of spinal haematomas are thought
to be spontaneous. Spontaneous bleeding may
occur in polycythemia vera. However,
polycythemia vera has not been previously
described as a cause of spontaneous spinal
haematoma.

Case report

A 60-year-old woman with an eight-year his-
tory of polycythemia vera presented with
numbness and weakness of both lower ex-
tremities lasting 30 minutes. Although she had
been maintained on phlebotomy on a regular
basis, her platelet count was 1.25 x 106/1.
Emergency magnetic resonance imaging
(MRI; figure) ofthe spine demonstrated a large
subdural haematoma from T7-S2 with spinal
cord compression. Due to the patient's
bleeding tendency, it was elected to follow her
clinically rather than perform surgical decom-
pression. Treatment also included hydroxy-
urea, interferon and platelet pheresis. Her
motor strength continued to improve and she
was discharged. Follow-up outpatient MRI
demonstrated resolution of the spinal
haematoma.
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Figure (A) Sagittal T,-weighted image 600/20/2 (TR/TE/excitations) shows an
extensive hyperintense subacute haematoma within the ventral canal from T12 to S2,
significantly compressing the thecal sac. Note the abnormal decreased signal of all
vertebral bodies consistent with marrow hyperplasia. (B) Axial T,-weighted image at
LI demonstrates the subdural haematoma compressing the conus

Discussion

Polycythemia vera is a myeloproliferative
disorder manifested by overproduction of
erythrocytes, granulocytes and megakaryo-
cytes. The disease begins in middle life with a
gradual onset and slowly progressive course.
Patients present with symptoms secondary to
expanded blood volume or with thrombotic or
haemostatic complications. Splenomegaly is
seen in 75% of cases. Laboratory analysis

Polycythemia vera: features

* myeloproliferative disorder
* splenomegaly
* elevated haemoglobin
* elevated haematocrit
* thrombocytosis
* leukocytosis
* spontaneous bleeding
* thrombotic complications

reveals increased haemoglobin, increased
haematocrit, thrombocytosis and leukocytosis.
Phlebotomy is used to lower the haematocrit to
under 46% so that survival greater than 12
years is now common.'

Polycythemia vera may present with its most
common complications of thrombosis or
haemorrhage. Bleeding, which is less common
than thrombosis, usually occurs in the gast-
rointestinal tract, epistaxis or ecchymosis."4
There have been several reports ofspontaneous
bleeding in polycythemia vera including ret-
ropharyngeal, mediastinal, abdominal wall,
intrahepatic and chest wall.2-5 The haemorr-
hagic tendency in polycythemia vera may be
related to decreased platelet adhesion, defective
platelet aggregation, chronic disseminated in-
travascular coagulation with excess production
of hyperaggregated platelets or the release of
ineffective platelets.3 Nonspontaneous aetiologies
of spinal haematoma include trauma, coagulo-
pathy, neoplasm, vascular malformation or
iatrogenic.6 Other theories for spontaneous
spinal haematoma include increased pressure
in the epidural venous or arterial plexus result-
ing in rupture and haemorrhage.6 MRI may be
used to differentiate the similar appearances of
subdural vs epidural haematoma. While the
inverted 'Mercedes sign' has been reported as
suggestive of subdural haematoma,7 this
finding is not classically demonstrated in our
case.

Spontaneous bleeding in unusual sites may
be secondary to underlying polycythemia vera.
Spinal haematoma should be suspected in
patients complaining ofback and radicular pain
with motor and sensory deficits related to a
specific level of compression. Prompt surgical
evacuation may result in resolution of the
neurologic deficits. However, the increased
bleeding tendency in polycythemia vera may
warrant following the patient clinically and
radiographically without surgery.

Learning/summary points

* spontaneous spinal haematoma is a rare cause
of spinal cord compression

* halfof spinal haematomas are spontaneous
* spinal haematoma should be suspected in

patients complaining of back or radicular pain
or motor and sensory deficits

* MRI may be used to differentiate subdural
from epidural haematoma

* spontaneous bleeding in unusual sites may be
secondary to underlying polycythemia vera

* polycythemia vera may be a cause of
spontaneous spinal haematoma
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