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MEDICAL MEMORANDA

Hypernephroma Presenting as
Cardiomegaly

S. PICKENS

British Medical Journal, 1973, 3, 678-679

Hypernephromas are characteristically vascular tumours, and
often contain numerous small arteriovenous fistulae and shunts.
In most cases these shunts are not thought to be haemodynami-
cally important, but occasionally they can be more extensive
and give rise to cardiovascular manifestations. Up to June 1971
only 12 such cases had been described (Hamilton et al., 1953;
Myhre, 1956; Scheifley et al., 1960; Abbott and Poutasse, 1961;
Jantet et al., 1962; Maldonado et al., 1964; Nicoloff, 1964;
Wise et al., 1967; Norris et al., 1971; Schoenfeld and Bernstein,
1971). We report a further case in which the presenting symp-
toms were related to the haemodynamic abnormality.

Case Report

A 51-year-old woman clerk was referred to Leith Hospital in Septem-
ber 1969. Routine chest x-ray pictures requested by her general
practitioner had shown cardiomegaly. The patient admitted to only
occasional exertional dyspnoea and slight cough. Previous medical
history and family history were not relevant.
At examination she looked young for her years. She was not

breathless or cyanosed. Pulse was 90/min, regular in time and force.
B.P. 180/95 mm Hg, jugular venous pressure not raised. Apex beat
not clinically displaced, but heaving in character. The pulmonary
second sound was accentuated and a faint systolic murmur, maximal
down the left sternal edge, was heard. There was no evidence of
cardiac failure.

Investigations were: urine analysis, normal; fuU blood count,
normal; E.S.R., 6 mm in the first hour; blood urea and serum
electrolytes, normal. A chest x-ray picture showed well-marked
cardiac enlargement, mainly of the left ventricle. Cardiac catheteriza-
tion showed no evidence of valvular disease, but a high resting
cardiac output of 10 I./min, and an oxygen saturation of 93% in the
inferior vena cava. E.C.G. showed sinus rhythm with left ventricu-
lar hypertrophy.
At this time it became apparent that there was a mass about 10 by

8 cm palpable in the right hypochondrium, together with a thrill and
audible bruit. Intravenous pyelography showed that the lower pole
of the right kidney had been displaced upwards and laterally by an
intrinsic mass.

Unfortunately the patient was temperamentally difficult and took
her own discharge against advice.

In January 1971 she was again referred by her general practitioner,
when there was no doubt that her condition had deteriorated. She was
in congestive cardiac failure with atrial fibrillation and rapid ventri-
cular rate; her B.P. was 130/80 mm Hg (several readings). The
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palpable vascular mass in the abdomen was now more obvious. She
was readmitted and the cardiac failure was treated with diuretic
and digoxin. At this stage she agreed to further investigation and
treatment.

Arteriography showed a grossly dilated right renal artery plus a
mass with abnormal circulation measuring roughly 15 by 15 cm in
the right iliac fossa, with early filling of a greatly dilated renal vein.
The patient was transferred to the surgical unit of Leith Hospital,

and nephrectomy through a right paramedian incision was performed
in February. At operation all the branches of the renal artery could
be identified exactly as shown in the aortogram. There appeared to be
a fistula between the most medial (vertical) branch of the renal artery
and the overlying renal vein. Sectioning of the kidney after operation
showed it to consist of a rim of normal tissue balanced on a large
"yellow sponge-like material," which on microscopical examination
was shown to be carcinoma of clear cell (hypernephroma) type, with
much vascularity.
The patient made good postoperative progress and was dis-

oharged home on 20 February on diuretic and digoxin. At that
time her blood pressure was 120/70, and the E.C.G. showed con-
trolled atrial filbrillation. She was subsequently followed up at the
medical outpatient clinic and by July chest x-ray showed that the
transverse diameter of the heart was reduced from 18 cm to 15 cm
and the lung fields were clear. When seen in Septemiber her gen-
eral condition was excellent. The diuretic was discontinued, but
she still required digoxin.

Comment

Maldonado (1964) tabulated the clinical manifestations
associated with arteriovenous fistulae in the functioning kidney.
He recorded a total of 35 cases six of which were associated
with renal carcinoma. A point to be noted from his series was
the relatively low incidence of pain and haematuria among the
clinical manifestations.
Of the reported cases of arteriovenous fistulae associated

with renal carcinoma, the main clinical manifestations were
intra-abdominal bruit, cardiomegaly, diastolic hypertension, and
systolic cardiac murmur.

Obviously the findings are consistent with the haemodynamic
changes found in all types of renal arteriovenous fistulae, but
the most important fact drawn from these cases is that two-thirds
of the patients with renal carcinoma did not present with urinary
symptoms, but because of symptoms referable to the cardio-
vascular system.
The triad of mass, pain, and haematuria, which is the classical

picture of renal carcinoma, was not an important finding in the
patients and, as stated by Wise et al. (1967), "emphasizes the
diagnostic importance of this manifestation, i.e. arteriovenous
fistulae of renal carcinoma."

There was no doubt that selective renal arteriography played
a major part in the diagnosis and subsequent surgical treatment
of our case and the cases described by Wise et al. (1967).

Renal arteriography should therefore be regarded as an
integral part of the investigations of all renal masses if arterio-
venous anomalies are to be detected.

I should like to thank Dr. R. F. Robertson and Mr. J. Cook for
their advice and help in preparation of the case report, and for allowing
me to use the information regarding their patient. _
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Case of Pyomyositis Occurring
in London

D. W. ROGERS

British Medical Journal, 1973, 3, 679

Pyomyositis-the formation of abscesses in one or more skeletal
muscles-is a common cause of hospital admission in tropical
countries, where its incidence does not appear to be related to
any particular racial, social, or nutritional factor (Robin, 1961).
Its occurrence has only rarely been reported in the indigenous
population of temperate countries and such reports are found
principally in the older literature (Holm 1924; Ryle, 1948). A
recent account described three cases successfully treated in
Boston, but all three patients had arrived from tropical countries
within the previous three months (Levin et al., 1971). The
disease is here reported in a Londoner of Irish extraction, who
gave no history of travel overseas.

Case Report

The patient was aged 51. In 1937 he had been admitted to hospital
for two years with spinal tuberculosis which had left him with a
pronounced kyphosis. In 1955 reactivation of his tuberculosis was
treated with streptomycin and isoniazid, and in 1957 he was given
further treatment with para-aminosalicylic acid and isoniazid. In 1965
he was seen as an outpatient suffering from a productive cough, but
there was no evidence of a recrudescence of tuberculosis.
On 2 March 1971 he was admitted to hospital complaining of pain

in the left buttock and leg for the past 12 days. Ten days before
admission he had been seen by his general practitioner who noted that
movement at the hip was limited by pain and that the patient was
apyrexial, and he prescribed phenylbutazone. Four days before
admission the patient had noticed a swelling developing in the left
buttock.
On admission he had a temperature of 101 °F (38-3°C) and was

sweating profusely. His left buttock and thigh were red, oedematous,
and tender, and movement at the hip was severely limited. His pulse
rate was 128/min and blood pressure 100/55 mm Hg. Physical
examination was otherwise non-contributory.

His chest x-ray film examination showed changes of pleural thicke-
ning at the left base. X-ray film examination showed no lesion of the
bones of the left hip, and this was confirmed by repeat films. Analysis,
microscopy, and culture of urine showed nothing abnormal. Sputum
grew commensals only and Lowenstein cultures were sterile. Blood
cultures on admission and on three subsequent occasions were sterile.
His white blood count was 25,500/mm3 (70% neutrophils, 20% band
cells) and his E.S.R. was 115 mm in the first hour (Westergren).

Initially his swelling was thought to be a severe cellulitis and he was
treated with intramuscular penicillin 1 megaunit six-hourly, sub-
sequently increased to 2 megaunits six-hourly. Despite this he con-
tinued to have a swinging fever and the oedema of his leg increased.
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Fluid exuding through the skin was sterile. Six days after admission
his antibiotic therapy was changed to intravenous cephaloridine 2 g

eight-hourly. On the 13th day after ad-
mission definite fluctuation could be felt
within what was now a tense, red, ten-
der, localizing swelling over the lateral
left thigh and buttock. The swelling was
explored (Professor N. L. Browse) and
showed a vast abscess cavity lying in an
intermuscular position deep to the gluteus
maximus and fascia lata (see figure).
About 800 ml of pus were drained. The
greater trochanter formed ithe floor of
the abscess cavity but the bone felt nor-
mal. Postoperatively intravenous cepha-
loridine was continued for three days by
which time the patient was apyrexial.
The postoperative course was uneventful
apart from a chest infection, and he was
discharged from outpatients very well
three months after admission.

Histology of the muscle taken at op-
eration from the abscess wall showed
non-specific chronic inflammation with
some acute inflanmmatory cells. There

Extent of abscess. was no evidence of tuberculosis or fungus,
and though Gram-positive cocci were
seen in the pus obtained, culture of the

pus was sterile. Subsequent swabs from the wound grew a
coagulase-positive staphylococcus resistant to penicillin, and a similar
organism was grown from a nasal swab taken the day after operation.

Comment

The patient's clinical course corresponded with that of tropical
myositis seen in Africa, where it is a cause of considerable
morbidity (Taylor and Henderson, 1972). A week of localized
pain and tenderness, not apparently associated with pyogenic
infection, was followed by abscess formation, which eventually
necessitated surgical intervention. In the tropics, extramuscular
complications such as pneumonia, septic arthritis, or anaemia
may obscure the diagnosis of the abscess. The absence
of recent reports of the disease in non-tropical countries
may indicate that occasional cases are occurring unrecognized.
The diagnostic difficulties and appropriate treatment should

be borne in mind when patients present with tenderness and
swelling related to the skeletal muscles.

I thank Dr. M. D. Rawlins for suggesting that this case should be
reported, and Professors W. I. Cranston, M. S. R. Hutt, and N. L.
Browse for their advice and encouragement.
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