
granular surface, leading to the diagnosis

of a papillary well to moderately differen-

tiated adenocarcinoma, probably arising

from a villous adenoma [Figure B]. The

surgical margins were free of tumor and the

regional lymph nodes showed only atypia.

Comment

Benign biliary tumors are rare, comprising

only 6% of all extrahepatic tumors. Two-

thirds of these tumors are adenomatous

papillomata or villous papillomata, and

half of them are located at or close to the

ampulla of Vater. Most cases are not

diagnosed until surgery. They may be

suggested preoperatively by ultrasound,

ERCP and endoscopic ultrasound [2]; and

suspected tissue specification can be

obtained using an ultrasound-guided core

needle biopsy or brushing via ERCP. The

risk of malignancy is not well established,

but it is generally considered that villous

adenomas of the biliary tract probably

behave like those found elsewhere in the

gastrointestinal tract. For the colon and

rectum there is convincing evidence for

malignant potential. Whether some carci-

nomas in the biliary tree arise from

papilloma, as has been suggested, is not

clear.

For benign lesions a complete excision

with a cuff of normal bile duct is the

treatment of choice [3]. Local excision by

ERCP or laparotomy [2] has been proposed

but the risk of recurrence is high. For

malignant lesions the proposed treatment

is hilar resection for proximal lesions and

duodenopancreatectomy for distal ones

[4]. Some authors advocate preoperative

chemoradiation to achieve tumor-free re-

section margins using 5FU and 45 GY

radiation of the porta hepatis [5]. A recent

prospective study showed that postopera-

tive radiotherapy does not improve survival

in extrahepatic cholangiocarcinoma. In our

case the tumor was located in the mid-part

of the CBD; we performed resection of the

CBD, including regional lymph nodes, with

free margins, and Roux-en-Y hepaticojeju-

nostomy. We believe that in the event of

cholangiocarcinoma in the mid-part of the

CBD, resection with free margins of the

CBD with lymph node dissection of the

hepatoduodenal ligament is an appropri-

ate treatment, but this should be con-

firmed by examination of large series.
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Renal cortical abscess (carbuncle) in pe-

diatric patients is rare due to the wide-

spread use of antibiotics for skin infection

or trauma. Staphylococcus aureus remains

the predominant causative agent of renal

abscess, especially in otherwise healthy

children. Sterile urine cultures suggest

hematogenous seeding of the kidney from

a remote site of infection. Here we report

on bilateral renal abscesses in a boy with a

history of antecendent skin infection and

trauma.

Patient Description

An 11 year old boy was referred to our

hospital with a high fever and severe

abdominal pain of 4 days duration. He

had fallen off a waterslide more than a

month previously and since then, even

though he maintained his daily routine,

suffered nausea and malaise and had lost 7

kg in weight.

On admission he had a fever of 408C

and marked diffuse tenderness over the

abdomen. He also had leukocytosis (16.3 x

109/L, 70% neutrophils) and an erythrocyte

sedimentation rate of 98 mm/hour. Urina-

lysis, blood urea nitrogen (4.3 mmol urea/

L) and serum creatinine (62 mmol/L) were

normal. Ultrasound examination of the
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abdomen showed two heterogeneous

mass-like areas measuring 5.8 x 3.6 and

2.8 x 2.4 cm in the upper pole of the right

kidney and a similar single central lesion

(3.4 x 3.2 cm) in the left kidney [Figure].

Computerized axial tomography of the

abdomen exhibited similar findings with

enlargement of both kidneys.

Based on the presumptive diagnosis of

a B or T cell lymphoma we performed a

bone marrow biopsy examination that was

found to be normal. Thereafter, an open

right kidney biopsy was done and on

puncturing one of the masses yellow pus

was obtained; culture grew Staphylococcus

aureus susceptible to cloxacillin, erythro-

mycin and cefazolin. Pathologic examina-

tion of adjacent renal tissue showed acute

inflammatory changes. Several blood and

urine cultures were sterile. Tuberculin skin

test was found to be negative. Immunolo-

gic evaluation, including serum immuno-

globulins, complement levels and func-

tional leukocyte tests (chemotaxis and

oxidative burst), was within normal range.

Intravenous cloxacillin was initiated and

within 3 days the child became afebrile

with no abdominal pain. At that time the

family members recalled that while top-

pling over the waterslide, a subcutaneous

abscess on the boy's left buttock had

ruptured and then healed spon-

taneously. There was no history

of any urinary tract infection in

the past. Cloxacillin was given

parenterally for 5 weeks and then

enterally for 8 weeks. Two

months later a repeat ultrasound

showed complete resolution of

the renal masses.

Comment

This child most probably had

hematogenous bilateral staphy-

lococcal renal abscesses. Sta-

phylococcal spread to the renal

cortex from a cutaneous site via

the bloodstream is still the pre-

dominant cause of renal carbun-

cles in otherwise healthy child-

ren [1] and is three times more

common in males than in females [2]. Most

abscesses are unilateral (97%), single

lesions (77%) occurring in the right kidney

(63%) [2]. Abscess formation is more

enhanced in the renal cortex than in the

medulla because of the richer blood supply

and lymphatics and lower interstitial pres-

sure [3].

It may be difficult to distinguish other

intrarenal infections, such as acute lobar

nephronia caused by aerobic gram-nega-

tive bacteria and perinephric abscesses,

from renal cortical abscesses. Acute lobar

nephronia (acute focal bacterial nephritis)

is a severe form of infection affecting a

single renal lobe [2]. The affected tissue

shows interstitial inflammation and a

marked infiltrate of polymorphonuclear

leukocytes. Acute focal bacterial nephritis

occurs most commonly as a complication

of ascending urinary tract infection asso-

ciated with an underlying urinary tract

abnormality. The most common abnorm-

alities include obstructive problems or

vesico-ureteral reflux, particularly in chil-

dren. Enteric aerobic gram-negative ba-

cilli, including Esherichia coli, Klabsiella and

Proteus, gain access to renal parenchyma

by reflux and inoculate the renal medulla

[3]. In contrast, the development of S.

aureus renal cortical abscess is thought to

be hematogenous, and the presence of

sterile urine cultures suggest an extra-

renal source of infection.

In series of children with renal abscess,

more than 75% of the patients presented

with febrile episodes with temperatures

above 39.58C and flank tenderness or pain,

associated with leukocytosis and elevated

erythrocyte sedimentation rate [4]. Since

the causative pathogen is most likely

Staphylococcus aureus it is recommended

that patients be treated by intravenous

administration of a b-lactamase-resistant

penicillin for at least 3±4 weeks pending

abscess resolution by radiologic evaluation

[5].

Many patients are not diagnosed prior

to surgery. Delayed diagnosis is due to the

vagueness of symptoms, such as nausea,

malaise, weight loss and low grade fever.

Additionally, the primary infected site,

usually cutaneous, is frequently not re-

vealed when taking the medical history,

and the appearance of the renal abscess by

ultrasound or CT may not differ from that

of a primary tumor or a lymphoma. Knowl-

edge of the clinical pattern of renal abscess

may promote early diagnosis and allow for

antibiotic treatment alone.
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Ultrasound image of the left kidney, showing an abscess within

the renal cortex, 3.6 x 3.2 cm in diameter.
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The comforter's head never aches

Italian proverb


