
345

CLINICAL SECTION
CLINICO-PATHOLOGICAL CONFERENCE-No. 4

Case I: Tuberculous Epididymitis

a/se History (Mr. 0. Daniel)
In I9I8 the patient was invalided from the

Royal Navy with pulmonary tuberculosis, the
disease subsequently became quiescent and has
remained so until the present time.

In I944 he developed haematuria and was in-
vestigated at this hospital where repeated examina-
tion of the urine showed red blood cells and white
blood cells, but no tubercle bacilli. An intra-
venous pyelogram was suggestive of a calculus in
the right kidney with some dilatation of a lower
calyx. Cystoscopy revealed no abnormality
within the bladder.
From x944 until 1946 the patient remained

symptom free, but then developed frequency of
micturition which was accompanied by pain. He
also complained of pain in the right loin. There
was no haematuria and he did not lose any weight.
Cystoscopy at that time showed a bulbous oedema
around the right ureteric orifice and the urine
contained red blood cells and pus cells, but no
tubercle bacilli. An intravenous pyelogram showed
a right sided hydronephrosis associated with a
calcareous mass in that kidney, and a firm diagnosis
of tuberculous infection of the kidney was made.

In January I947 a right sided nephrectomy was
performed by Mr. Vernon, and the pathologist's
report on the kidney confirmed the diagnosis.

In January 1950 the patient, then aged 49, again
reported with symptoms. He had been quite fit
and well in every respect for three years, but now
complained of pain in the left testicle. There were
no urinary symptoms. Physical examination now
revealed a hard, tender, enlarged left epididymis
with oedema of the overlying scrotum. The
spermatic cord was thickened but not nodular,
the prostate felt normal, but the left seminal
vesicle was palpable and tender. The urine was
not abnormal.
A diagnosis of left sided epididymitis, probably

tuberculous, was made and treatment with peni-
cillin produced no improvement.
On January 26, 1950, Mr. Vernon removed

the left testis, epididymis and part of the sper-
matic cord.

Pathology (Dr. C. L. Simpson)
Macroscopically the testis appeared normal

apart from a slightly thickened tunica, but the
epididymis was swollen thoughout its length,
measuring 73 mm. by a maximum of I5 mm.
The epididymis showed punctate caseation

throughout its length. In the upper part tubercles
had coalesced and the original structure was com-
pletely destroyed. At the lower end the ductus
epididymis was still recognizable, the lumen con-
tained desquamated epithelium and a few in-
flammatory cells but no sperms, and at one point
a small tubercle was bulging into the lumen.
The seminiferous tubules showed varying

degrees of atrophy and very few spermatozoa
could be seen.
The cord was swollen in its lower 35 mm. and

the section revealed* non-specific inflammatory
changes but no definite tuberculosis.
A section of the half kidpey received two years

earlier showed extensive caseating tuberculosis
extending to the capsule. The parts unaffected by
tuberculosis showed dilatation and degeneration
of tubules from back pressure.

Discussion
PROF. AIRD: I think tuberculous epididymitis

is a very difficult diagnosis to make. It makes it
so much easier when the kidney has been removed
a year or two previously. The route of spread in
these cases is always a matter of great practical
importance for we never really know what logic-
ally to do for tuberculous epididymitis. Quite
often these cases develop a tuberculous epididy-
mitis on the other side. In this case the kidney on
the same side was previously tuberculous, but
more commonly in my experience one gets epididy-
mitis affecting the other side with no indications
at all of how the spread occurred from one to the
other. Orchidectomy is still the operation of
choice together with removal of a, considerable
length of spermatic cord of the same side. If the
infection spreads round to the other side it is a
moot question whether bilateral orchidectomy
should be performed.
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MR. R. H. FRANKLIN: The striking thing about
these cases to my mind is that some of them are
too advanced for surgery. I think the condition
of the seminal vesicle may have some bearing on
the issue. If the vesicle is involved I think it
unwise to do any operation.

PROF. AIRD: I agree.
MR. SELWYN TAYLOR: If surgery is decided

upon I believe that it should be radical in this
type of case. In his Presidential Address to the
Urological Section of the Royal Society of
Medicine in 1939, Mr. Everidge reported how he
had collected results of a number of London
hospitals where unilateral nephrectomy had been
performed for tuberculosis. He found that when
the lower end of the ureter had been left behind,
a number of the patients had a stagnant collection
of pus in the lower end of the ureter from which
they became reinfected. He made a good case
for the operation of nephro-ureterectomy. I feel
fairly sure that this patient has tuberculosis of the
contralateral renal tract.
MR. 0. DANIEL: It has been our routine practice

to remove the ureter only to about the level of the
pelvic brim, not to follow it right down to the
bladder. I believe that the number of cases in
which trouble can be attributed to what is left is
somewhat less than 5 per cent., and if trouble does
develop, removal of the stump of ureter can then
be performed.

PROF. AIRD: I am sorry to hear Mr. Daniel say
that he only removes the ureter to the pelvic brim.
There are some quarters where complete nephro-
ureterectomy has been done for 25 years and it
has been my own practice.

DR. A. PEARSE: We had a specimen about two
years ago consisting of a length of ureter which
was tuberculous, the kidney and upper part of the
ureter having been removed previously. I do not
remember what happened to that case.

MR. 0. DANIEL: That was from a woman who
had a nephrectomy but continued to suffer from
cystitis. Following removal of the stump of the
ureter on that side the symptoms completely
disappeared,

PROF. AIRD: Mr. Daniel said in only 5 per cent.
of nephrectomies for tuberculosis are later symp-
toms attributable to the stump of ureter remaining
behind. We have mentioned before that if you
follow up all patients who have had nephrectomies
performed for disease (stones, tuberculosis,
tumour) relatively few of them are still alive after
five years. How many who have tuberculous
kidneys removed survive more than five years?

I am sure that the mortality rate would be much
less if we kept these patients in our teaching
hospitals for nephrectomy. Tissue immunity to
tuberculosis is remarkable. People who get uro-
genital tuberculosis do not get bone tuberculosis,
while people with bone tuberculosis do not as a
rule get urogenital tuberculosis.
MR. R. SHACKMAN: Another aspect of this prob-

lem is the prognosis of genito-urinary tuberculosis
in the male as compared with the female. The
prognosis is undoubtedly worse in the male be-
cause of the secondary development of tubercu-
losis in the genital apparatus. There seems to be
no corresponding involvement in the female, the
ovaries and the tubes not being involved in genito-
urinary tuberculosis nearly so frequently as the
corresponding organs in the male. There must be
some local anatomical arrangement to account for
this peculiar circumstance. The survival figures
for renal tuberculosis in the male are about 40
per cent., which is poor.
MR. 0. DANIEL: I believe that the tubes and

ovaries are quite susceptible to tuberculosis, and
many when removed for chronic inflammatory
disease are found histologically to be tuberculous.

Case 2z: Carcinomatous Ulcer of the Stomach
Case History (Mr. C. L. N. Robinson)
One year before admission the patient, a bar

cellarman of 55, had a haematemesis and melaena
of one pint of blood. He was treated in Dulwich
Hospital.

Eight months before admission he became short
of breath on exertion, had palpitations and felt
run down. He came to the outpatient department
where blood studies revealed a normocytic

anaemia. He was treated with ferrous sulphate.
He improved on this but had lost one stone in
weight and had pain in the chest after exertion.
A barium meal showed a filling defect in the
stomach.
On admission to hospital, physical examination

revealed nothing of note. There were no abdomi-
nal or rectal masses, and the liver was not clini-
cally enlarged.
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