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Introduction
Denny-Brown (1948) described two cases of

sensory neuropathy associated with occult carci-
noma of the bronchus. Since then various neurolog-
ical syndromes, which seem unrelated to neural
metastases, have been described; these include
cortical cerebellar degenerations, sensory neuro-
pathy, mixed forms, sensorimotor forms and neuro-
muscular disorders. Brain & Henson (1958) first
used the term 'carcinomatous neuromyopathy' to
describe this group. Croft & Wilkinson (1965)
examined 1521 patients admitted to hospital because
of some form of carcinomatosis and found evidence
of neuromyopathy in over 10% (162 cases) of the
whole series. Bronchial carcinoma is the one most
commonly associated with neuromyopathy but
other malignant tumours have been incriminated,
including ovarian, gastro-intestinal, mammary,
oesophageal, prostatic and uterine carcinomas,
multiple myeloma and disseminated lymphoma.
In a recent review of this subject Croft & Wilkinson
(1969) listed one case of a seminoma associated
with a peripheral sensorimotor neuropathy. The
following case report is an example of a sensori-
motor neuropathy associated with a seminoma of
an undescended testicle.

Case report
The patient, a 53-year-old bachelor was admitted

to hospital with a 3 week history of progressive
numbness and weakness in both his hands and feet.
He smoked thirty-five cigarettes a day and drank up
to 6 pints of beer every night, but ate regular,
adequate meals cooked for him by his sister. He
worked as a dock labourer. He had not been treated
with any neurotoxic drugs and there was no family
history of neurological disease. Twenty years earlier
a left sided inguinal hernia had been repaired; the
hernia had been associated with an undescended
testicle and the patient had been told that the left
testicle was within the abdomen and had not been
removed (no clinical notes available).
Examination showed a thin, ill-looking man. The

cardiovascular and respiratory systems were clinic-
ally normal. Palpation of the abdomen revealed a
fixed, non-tender, cystic mass, the size of a grape-
fruit, in the left iliac fossa. The spleen was thought
to be enlarged 3 in below the left costal margin.
The left testicle was absent from the scrotum, the
right testicle appeared normal. Rectal examination
was normal. In the central nervous system there were
signs of a sensorimotor neuropathy with loss of
sensation to all modalities in the glove-and-stocking
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distribution, associated with weakness of all four
limbs most marked distally; there was slight wasting
of the small muscles of the hands. Both ankle jerks
were absent, the knee and the upper limb reflexes
were depressed. The plantar responses were equi-
vocal and the gait was ataxic.

Investigations. Haemoglobin 12-8 g/100 ml; WBC
6000/mm3 with a normal differential; ESR 30 mm/
hr; blood urea 20 mg/100 ml; serum sodium 134,
potassium 4-5 and chloride 95 mEq/l; serum B12 260
Pg/100 ml; serum folate 5-2 ng/100 ml; plasma
proteins: albumin 3-9 g/100 ml, globulin 2-4 g/100 ml
(ocl 0-1, a2 0-7, 3 0-5, y 1-1 g/100 ml); alkaline phos-
phatase 11 KA units; acid phosphatase 3 KA units;
latex fixation test for RA factor negative; no LE cells
seen; Paul-Bunnell test negative; liver function,
glucose tolerance and pyruvate tolerance tests all
normal; urine analysis was normal; cerebrospinal
fluid: protein 40 mg/100 ml, sugar 70 mg/100 ml,
chlorides 751 mg/100 ml, 10 WBC/mm2; WR
negative in CSF and blood. Radiographs of the
chest, skull and cervical spine were normal; a
radiograph of the abdomen showed a soft tissue
shadow in the left mid-abdomen and the spleen
appeared enlarged; a percutaneous liver biopsy
showed normal hepatic tissue; scalene node biopsy
was normal.

Operation. A laparotomy was carried out, and a
huge, necrotic retroperitoneal tumour was found.
This tumour was in two discrete masses, the lower
one involving the mesosigmoid and the upper
involving the mesentery of the jejunum; the latter
was, in fact, the mass, which was thought clinically to
be an enlarged spleen. The spleen was normal in size.
The tumour was considered to be inoperable. A
biopsy taken at operation showed that the tumourwas
a seminoma of the testis, with many mitoses and
large areas of necrosis.
The patient was given a course of local radio-

therapy to the abdominal tumour. As a result, the
mass was reduced to a third of its original size and,
there was in addition, a marked improvement in
the peripheral neuropathy with an almost complete
return of sensation and power in the patient's hands
and feet. The patient is alive 4 months afterwards
with no further deterioration in his neurological
signs.

Discussion
Croft & Wilkinson (1965) commented 'as more

examples of neuromyopathy are seen, it becomes
apparent that any type of neuromyopathy may occur
with any type of malignant disease'. This patient

had clinical signs consistent with a peripheral
sensorimotor neuropathy and with a history of an
undescended, intra-abdominal testicle and the sub-
sequent development of an abdominal mass,
malignant change in that testicle was considered
likely. The risk of cancer for a man who has a
maldescended testicle is said to be fifty times greater
than the risk to a man with both testicles fully
descended (Campbell, 1959). Twelve and a half per
cent of tumours associated with maldescent arise in
abdominal testes (Ferguson, 1965). The suspicion
of this being a malignant tumour was confirmed by
biopsy. Other causes of a peripheral neuropathy
such as bronchial carcinoma, diabetes mellitus,
vitamin deficiency, drugs and collagen disorders
were excluded by investigation. The remarkable
improvement of this neuropathy after the tumour
had been treated with radiotherapy may just
possibly have been coincidental, though it is difficult
to discount the effects of the radiotherapy. Brain &
Henson (1958) mentioned the striking spontaneous
remissions that occur with some cases of the mixed
forms of neuromyopathy while Croft, Urich &
Wilkinson (1967), dividing patients with carcino-
matous sensorimotor neuropathy into three groups
based on the clinical course of the disorder found
their third group to show a strong tendency to
spontaneous remission and sometimes relapse. It is
interesting that the case of seminoma associated with
a sensorimotor neuropathy listed by Croft & Wilkin-
son (1969) fell into this remitting and relapsing
group.
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