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Letters to the Editor

Metastatic hypernephroma from a native kidney after
cadaver renal transplantation

Sir,
Cystic degeneration of kidneys in patients with end-
stage renal failure and undergoing haemodialysis is
well recognized. The incidence and extent of the cystic
changes is related to the duration of the haemodialysis
(Dunnil et al., 1977). Forty five percent of patients
with these changes can expect to develop a hyperne-
phroma, but there is only one recorded case of these
tumours metastasizing. (Ratcliffe et al., 1983). A
search through the literature and communication in
the Transplant Tumour Registry has failed to reveal
any previous reports of metastases from tumours in
the native kidneys in patients who have undergone
successful cadaver renal transplantation.
A 67 year old male developed end-stage renal failure

due to a combination of diabetes mellitus, gout and
hypertension. He commenced haemodialysis in Jan-
uary 1980, and received a cadaver renal transplant six
months later. He remained well for three and a half
years, when he presented with recurrent urinary
infections.

Examination revealed an obese man with signs of
peripheral vascular disease. There was a hard, fixed
lymph node in the right supraclavicular fossa. Bio-
chemical investigations showed good graft function.
Serum creatinine was 95 nmol/l. Chest radiograph
showed multiple lesions throughout both lung fields.
Abdominal CT scan showed a mass at the inferior pole
of his right native kidney. No abnormality was seen in
the transplant kidney. A diagnosis of metastatic
hypernephroma was made.

S.C. Griffin
G. Williams

Department of Urology,
Hammersmith Hospital,

London W12.
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Gallstone perforation of the ileum without obstruction

Sir,
The case report (Shankar et al., 1984) of gallstone
perforation of the ileum without obstruction was
described as a sequel to asymptomatic gallstone
impaction. Although the distal migration of a gall-
stone within the small bowel lumen is often asymp-
tomatic, gallstone impaction must result in obstruc-
tion. The commonest site for this to occur is in the
terminal ileum and it is the delay in presentation of
such a distal small bowel obstruction which gives rise
to the poor clinical condition of patients and high
operative mortality (Van Landingham & Broders,
1983). At laparotomy, it is not uncommon to find
pressure necrosis at the site of impaction and with
increasing tension within the ileal wall it is not
surprising that perforation may occur either spontan-
eously or with surgical manipulation. Indeed, studies
have shown that with an increase in faecal organisms
due to obstruction, mucosal necrosis occurs early
(Ellis, 1982). Perforation will allow the bowel to
decompress with loss of the radiographic features of
obstruction and the clinical picture changes to that of
peritonitis. Clinical deterioration is rapid due to
release of large volumes of small bowel content with a
high concentration of faecal organisms consequent
upon the obstruction (Ellis, 1982). This sudden severe
peritonitis with septicaemia may be the initial clinical
presentation of 'gall-stone ileus'. Recent experience of
such a case is presented.
A 74 year old woman presented with a 6 d history of

lower abdominal pain of sudden onset. Vomiting had
been an early feature without abdominal distension.
There was no past history of biliary tract disease. On
examination she was dehydrated and toxic with signs
of generalized peritonitis and a blood pressure of 70/
50mm Hg. Abdominal X-rays showed signs of a
generalized ileus with gas and fluid in non-dilated
small bowel and gas was present throughout the colon.
After resuscitation, laparotomy was undertaken. A
longstanding peritonitis was evident and a perforation
was identified in the terminal ileum adjacent to a large
gallstone. A cholecystoduodenal fistula was present
containing a palpable gallstone and two further gall-
stones were present within the gallbladder. The gall-
stone was removed from the terminal ileum and the
perforation closed transversely with sutures. The
presence of further gallstones dictated cholecystec-
tomy with excision of the fistulous tract and closure of
the duodenum. Despite aggressive resuscitative
measures including tetracycline, peritoneal lavage and
systemic broad spectrum antibiotics (cefuroxime and
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metronidazole) per and post-operatively the patient
remained in septic shock and died 12 h later.

D.S. Scrimgeour
A.D. Irving

Stracathro Hospital,
Brechin,

Angus DD9 7QA
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Failure of acetazolamide to prevent acute mountain
sickness

Sir,
I was the medical officer accompanying a recent
trekking expedition to Nepal. As we were to ascend to
17,650 ft over the Thorong La, we acclimatized
thoroughly, and all 14 members of the party took
acetazolamide 250mg b.d., commenced 3 d before
climbing above 10,000 ft.
At around 9,500-10,000 ft, a very fit 19 year old

female member of our party became unwell and
sought medical attention. She had felt nauseated and
dizzy getting up that morning (8,500 ft), but this
feeling had partly disappeared and she managed to
walk to 800 ft or so before lunch with little trouble. On
starting off after lunch, during which she had felt
sleepy, nauseated and anorexic, she became rapidly
dyspnoeic in exertion, weak, dizzy and drowsy to such
an extent that she would go off to sleep if left resting
for more than five minutes.

Physical examination revealed an exhausted pale
but not cyanosed individual, her chest clear to auscul-
tation, and dextrostix excluded hypoglycaemia. She
was also noted to be staggering occasionally. A
diagnosis of altitude sickness was made and descent
started.
Within 500 ft of descent there was an improvement

in her condition and by the time the starting altitude of
8,500 ft was reached, she felt normal again, but had
partial amnesia for events further up. The remaining
member of the party crossed the pass and completed
the trek with minimal problems due to altitude.
Acute mountain sickness has been reported at

altitudes as low as 7,000 ft (Beeson & McDermott,
1979) and acetazolamide is known to be a useful
prophylactic (Green et al., 1981; Larson et al., 1979)
for the condition. However, it is not a panacea
(Editorial, 1981), and this is emphasized by this girl,
who despite taking acetazolamide developed marked
altitude sickness at an altitude frequently reached both
in Europe and the Himalayas. Immediate descent
produced a rapid and sustained improvement in her
physical condition.

I. Wilson
Princess Mary's RAF Hospital Halton

Aylesbury,
Bucks HP22 5PS
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