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A 67 year old gentleman developed a high
enterocutaneous fistula following a right
hemicolectomy for Crohn’s disease. He was
established on parenteral nutrition and long
acting somatostatin 200ug tds was
administered subcutaneously. Over the
ensuing week the serum potassium gradually
rose reaching levels above 6 mmol/litre on a
number of occasions necessitating glucose
insulin treatment. The patient was not acidotic
and there was no evidence of renal
dysfunction. There was no history of renal
problems. The serum potassium level reverted
to normal on stopping the drug.

Reporter’s comments:
A rare but recognised complication of
somatostatin analogues is selective
hyperkalaemia. All patients receiving these
preparations should have regular serum

potassium measurements as well as serial
ECGs.

CORESS expert writes:
I too was unaware of this occasional side
effect of somatostatin analogues and will
watch out for it. It is a genre of drugs that are
proving useful in diverse situations and it is
fair to say that the full range of indications for
their use is still evolving.

Somatostatin is a growth hormone inhibitor,
secreted largely by the pancreas and the gut.
GI surgeons will be familiar with the drug,
which is life saving in situations such as
hepato-renal syndrome. It is also commonly
used in the management of oesophageal
varices and high output intestinal fistulas.
Google gives access to some good websites.

DID YOU KNOW THAT…

It was a Friday night during the Christmas
week-end. The patient, an obese 60-year old
male diabetic, was sent in to the surgical
admissions unit complaining of pelvic and
lower abdominal pain. The admitting PRHO
noted that the patient had not passed urine for
several hours and, in view of the degree of
guarding in the lower abdomen, suspected
acute retention of urine, with the body habitus
preventing palpation of a distended bladder.
The patient was catheterised and 400 mls. of
clear urine were forthcoming with some relief of
symptoms. The patient was admitted to the
general surgical ward. During the night, the
patient attempted to get out of bed and fell.
The SHO who attended him found no new
abnormality and felt that this was merely an
accident. No further action was taken at the
time. The patient was reviewed on the ward
round on the following morning (Christmas
Day), at which point it was noted that he had
also developed a fever. After examining the
patient the consultant felt that spinal cord
compression was a possibility and contacted
the local neurosurgical service. A CT scan was
arranged, which showed a collection at the
L4/5 level causing compression of the cauda
equina. Transfer was arranged and emergency
decompression of a spinal abscess was carried
out that evening. By this time the patient had
developed substantial weakness of the legs
and only partial recovery of this and bladder
function ensued. Subsequent review showed
that in the nursing notes covering the night of
admission was a sentence to the effect that the
patient had complained of pins and needles in
the right buttock shortly before the fall.

Reporter’s comments:
When we discussed this case at the M & M,
everyone appreciated that the signs of spinal
cord compression included (painless) retention
of urine and/or perineal sensory symptoms
and/or motor signs in the legs. Although I did
not see the patient on admission, as was the
custom in those days, it was a pity that it did

not click when the juniors ran the case past
me on the ‘phone. Even so, the diagnosis was
not absolutely obvious to me the next morning
and I still had a suspicion that we were likely
to be dealing with a pelvic abscess. As I
recall, there wasn’t much weakness of the legs
on testing and I thought that the sensory
symptoms of which the patient was
complaining when I saw him were probably
due to the fall and contusion. It just goes to
show how one has to be on the ball,
particularly on Xmas day – thank goodness
that I did call the neurosurgeons!

CORESS expert writes:
Our neurosurgical expert tells us that although
most cases of spinal cord compression
presenting in primary care are sent in correctly
diagnosed, some do slip through the net into
other emergency takes and then delayed or
misdiagnosis is not unknown. Our expert
made the point that it is rare for spinal
compression to occur without back pain and,
in his experience, what has sometimes been
construed as abdominal pain, with hindsight
was in fact back pain radiating through to the
lower abdomen. Another important clue is the
patient who complains of general weakness of
the legs and/or ‘goes off his/her legs’. Such
symptoms must be given the utmost credence
in this situation. Clearly, from this account, the
patient was experiencing progressive paralysis
during the night. It is worth emphasising that
spinal cord compression frequently presents
with retention of urine and this and/or any
sensory or motor signs require immediate
investigation and expert spinal input. Every
hour counts. An MRI is now the investigation
of choice.

There is also something about ‘consultant
based’, rather than ‘consultant led’ working
here, which the reporter has picked up. An
interesting case and many thanks to the
reporter for letting us have sight of it.

A CHRISTMAS STORY

               


