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chest pain, with definite myocardial infarction on the second occasion,
occurred one hour after he had injected amphetamine. He had taken
amphetamine intravenously on other occasions without chest pain, but this
may reflect the varying strength of amphetamine available on the streets or
variation in the coronary vascular response to noradrenaline release induced
by amphetamine. Nevertheless, the association between amphetamine and
myocardial infarction in our patient is unlikely to be coincidental.

We thank Dr Rosalind Phillips and Miss Karen Walker for their help in the
preparation of this paper.
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Life threatening haemorrhage from a
mycotic renal pseudoaneurysm treated by
segmental renal artery embolisation
Mycotic aneurysm due to septic embolism in bacterial endocarditis was
described by Osler in 1885.1 Today such aneurysms, although uncommon,
still occur in association with bacterial endocarditis2A and other causes of
septicaemia.3 I We wish to report an unusual presentation of a mycotic renal
pseudoaneurysm and a novel method of treatment.

Case report

A 68 year old woman with longstanding seropositive rheumatoid arthritis
treated with azathioprine 100 mg daily developed an abscess on the left buttock,
which was incised and drained. Subsequently she experienced nine weeks of
malaise followed by one week of increasing fever with rigors, sweating, and a
worsening pain in the right loin. On admission to hospital she was feverish (38°C)
and dehydrated. There were no murmurs or other signs of bacterial endocarditis,
but there was considerable tenderness in the right loin with dullness and
crepitations at the base ofthe right lung. The urine contained protein (> 1000 mg/I)
and large numbers of red cells and pus cells. Initial investigations showed that
the haemoglobin concentration was 105 g/l, white cell count 31 4x 109/1 (91%
neutrophils), and serum creatinine concentration 198 pmol/l. A chest x ray film
showed right basal collapse-consolidation. A renal abscess was diagnosed
clinically, and after multiple cultures ofblood and urine she was given cefuroxime
intravenously.

Ultrasound examination of the liver, biliary system, and right kidney yielded
normal findings, but a gallium scan showed increased uptake in the right renal
area. A dimercaptosuccinic acid renal scan showed a "cold area" adjacent to the
middle calices of the right kidney, which on intravenous urography was swollen
and functioning poorly in its lower two thirds. Pseudomonas aeruginosa and lactose
non-fermenting coliforms were isolated from urine cultures, and the antibiotic
treatment was changed to gentamicin and amoxycillin with clavulanic acid
(Augmentin). She became afebrile and pain free, and the neutrophilia resolved.
On the 19th day in hospital persistent macroscopic haematuria developed and

the haemoglobin concentration fell to 67 g/l, necessitating blood transfusion.
Renal angiography showed an avascular area within the middle third of the right
kidney, which contained a bilocular pseudoaneurysm and small feeding artery
(figure). A cannula was inserted and the artery occluded with absorbable gelatin
sponge and a 3 mm Gianturco coil, with a satisfactory reduction of blood flow to
the pseudoaneurysm. The haematuria resolved over the next five days, the
antibiotic treatment was stopped, and the patient remained afebrile and was
discharged home. She subsequently remained well.

Comment

This patient, who developed a cutaneous abscess while immuno-
suppressed, represented with a metastatic renal abscess. This probably

eroded into an intrarenal artery, forming a pseudoaneurysm that com-
municated with the renal pelvis and caused life threatening haematuria. A
computerised literature search yielded only four cases of mycotic intrarenal
aneurysm. In two patients nephrectomy was needed after extrarenal rupture
of the aneurysm.2" The third patient, with culture negative endocarditis,
developed persistent macroscopic haematuria requiring a partial nephrec-
tomy,3 and the fourth patient, with staphylococcal endocarditis, did not
develop haematuria and responded to antibiotics alone.'~~~~~~~~~~~~~~~~~~~~~~~~~~~~... ..... ...... .=....-::
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Right renal arteriogram showing slender feeding artery and
pseudoaneurysm (long arrow). The Gianturco stainless steel coil
was deposited proximally (short arrow head), occluding the
feeding vessel.

In retrospect we should have performed percutaneous needle aspiration of
the abscess, which might have prevented the subsequent complication. It
was not done as the patient seemed to respond fully to intensive antibiotic
treatment until the onset of the haematuria. Selective arterial embolisation is
an established treatment for focal haemorrhage from, and tumours within,
the- kidneys and other organs. In our patient this technique promptly
controlled the haemorrhage and preserved renal function without morbidity
and surgery was unnecessary. Thus haemorrhage from a mycotic renal
aneurysm or pseudoaneurysm is a further indication for selective arterial
embolisation, the presence of the infection notwithstanding.
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