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Comment
PH is part of the differential diagnosis of gastric submucosal
nodules. The likely aetiology of PH is congenital and usually
asymptomatic. However if symptoms occur they are usually
in the fourth and fifth decades5. PH is a rare differential
diagnosis of a submucosal gastric lesion.  
The distribution of PH is 25% in the stomach and 30% in the
duodenum9 with the rest distributed at other sites throughout
the gastrointestinal tract. There is also the exceedingly rare
possibility of malignant change10, 11.
This case highlights the rare aetiology of a symptomatic
gastric submucosal lesion as well as the difficulty in making a
preoperative diagnosis even with modern imaging modalities
such as CT and EUS.
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Post-operative pyoderma gangrenosum
in association with ileal carcinoid
tumour
Editor
Pyoderma gangrenosum (PG) is an uncommon, progressive
ulcerative condition of skin. It presents with deep ulceration
characterised by an overhanging violaceous border, which
can occur on any body surface. It is frequently confused
with other more common ulcerating skin conditions such as
necrotising fasciitis, vasculitis, pustular drug reactions and
skin infections. Since surgery may be used to treat some of
these conditions, but is relatively contraindicated in PG, early
diagnosis is critical and is usually made in conjunction with
a dermatologist.
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Fig 1. Early violaceous change around a laparoscopic port site

This 76-year-old male had a laparoscopic assisted right
hemi-colectomy for an apparent ascending colonic tumour,
however histology actually revealed a well differentiated
neuroendocrine tumour of the terminal ileum.   Serum
pancreatic polypeptide, N and C-terminal glucagon,
chromogranin A and urinary 5-HIAA collection were all
elevated.
On day 7 this man’s left iliac fossa port site was noted to be
indurated and erythematous. Cefuroxime was empirically
commenced for a presumed wound infection. He became
pyrexic with a leukocytosis of 30,000 mm3 and skin at the
port site quickly became sloughly and ischaemic (Figure 1).
Following debridement he required transfer to intensive care
as a case of suspected necrotising fasciitis.
The patient’s necrotising skin condition progressed
relentlessly.   He required 4 further debridement’s with
intermittent returns to the intensive care unit for supportive
therapy (Figure 2).  Microbiology of the skin specimens was
insignificant and pathology described neutrophillic abscesses
with no evidence of vasculitis, granulomatous inflammation
or metastatic tumour. Following a dermatological opinion a
diagnosis of PG was made.
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Fig 2. Extensive abdominal wall debridement with classical
violaceous borders seen at the wound periphery

Intravenous antibiotics were stopped and high dose
prednisolone was commenced in addition to the already
prescribed somatostatin (Octreotide®). The patient was
maintained on azathioprine (Imuran®) once the prednisolone
had been tapered. His large abdominal defect was dressed
with Activon tulle® honey dressings.  He progressed well and
was discharged. Follow up revealed satisfactory recovery of
the wound.
Discussion
The literature yields only one other case connecting PG
with carcinoid tumour 1, while most reports correlate
the occurrence of PG to trauma, typically surgery2. The
delay in the recognition of this serious dermatological
condition was associated with increased morbidity for
our patient. PG is a serious and potentially fatal skin
condition when correct treatment is not quickly commenced.  
Management is relatively simple once recognised with the
use of corticosteroids and immunosuppressant. Surgery is
not thought to be beneficial and in many circumstances can
worsen the condition3.
We recommend that in any significant skin condition,
particularly post-operatively or in one not responding to
treatment effectively, one must seek the early advice of a
dermatologist and not be guided primarily by histology.
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Use of Out of Hours MRI in the
Royal Victoria Hospital – A 6 Month
Retrospective Review
Editor
Through the ongoing development of the Critical Care Centre,
it is anticipated that the region’s principal trauma receiving
unit at the Royal Victoria Hospital will attain Level 1 Trauma
Centre status. However an essential criterion for this is the
provision of 24 hour access to MRI, as stipulated by the
American College of Critical Care Medicine1. Out of hours
MRI is currently provided as a time-limited, daily service on
a consultant to consultant referral basis. Within the UK, it has
been reported that only 32 out of 88 (36.3%) trauma units with
MRI provide an out of hours service2.
We undertook a 6 month retrospective review of all patients
requiring out of hours MRI between November 2007 and
May 2008.  Records were assessed for referral information,
imaging result and clinical outcome. 74 patients in total had
out of hours MRI. Of these, 48 were regarded as emergency
(scan performed <24 hours from referral).
Of the 48 emergency requests, the majority came from
neurosurgery (n=27) and neurology (n=14), with orthopaedics
(n=5), general medicine (n=1) and A&E (n=1) making up
the remainder. Figure 1 illustrates the categories of clinical
referral, with the majority for either suspected cauda equina
syndrome or cord compression.
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Out of hours MRI had the greatest impact in suspected cauda
equina syndrome, as all scan positive patients (n=5) had
surgery on the day of scanning, and made good neurological
recovery, with only 1 having ongoing pain at 6 month follow-
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