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Seminoma in undescended 
testes presenting with acute 
renal failure
Sir,
A 17‑year‑old boy was admitted with a high grade fever 
for 2 days along with alteration in sensorium and decrease 
in urine volume. The fever was high grade, associated 
with chill and rigor. He had a huge swelling in the lower 
part of the abdomen, which according to his parents had 
been progressing over last 6 months. On examination, the 
patient was unconscious, febrile with a pulse rate of 110/
min. Respiratory rate 26/min with acidotic pattern. There 
was no pallor or lymphadenopathy. Chest examination 
revealed bilateral coarse crepitations. Abdomen 
examination revealed single testes in the scrotum on the 
left side, a huge mass in the lower part of abdomen, firm in 
consistency, not fixed to overlying skin, with a side‑to‑side 
mobility. There was no pulsation or audible bruit. 
Cardiovascular system was normal. Routine blood report 
revealed hemoglobin 11.8 mg/dl, total leucocyte count 
17,000/cu mm with polymorphonuclear leukocytosis, 
urea 234 mg/dl, creatinine 8 mg/dl. Urine showed plenty 
of pus cells. Patient was treated conservatively with 
intravenous (IV) antibiotics and IV fluids. The patient was 
put on dialysis and regained consciousness after 2 days. 
Ultrasonography showed a huge retroperitoneal mass with 
bilateral hydroureteronephosis. No lymphadenopathy 
could be documented. Right scrotal sac was empty with 
a normal left testis. A non‑contrast computed tomography 
scan revealed ovoid well‑defined, soft‑tissue attenuation 
mass, measuring about 101 mm × 127 mm in the midline 
of the lower abdomen, with absent right spermatic cord 
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[Figure  1]. The impression was, testicular carcinoma 
arising from the right intraabdominal undescended testis. 
At the end of 1st week, there was an improvement of clinical 
condition with normalization of total leucocyte count 
and his serum urea and creatinine values came down to 
43 mg/dl and 1.6 mg/dl respectively. After stabilization of 
patient’s condition, the patient underwent orchiedectomy 
followed by radiotherapy. Histopathologically, the mass 
was confirmed as seminoma.

Seminoma affects young men typically between the 
ages of 30 and 55 years and accounts for approximately 
50% of testicular germ cell tumors. The cure rates is 
very high due to its extreme sensitivity to chemotherapy 
and radiotherapy.[1] The prognosis of pure seminoma is 
excellent.[2] Majority of undescended testes are located 
distal to the external inguinal ring and they are palpable. 
Non‑palpable undescended testes are generally located 
in the inguinal canal, but a very few of them are located 

Figure 1: Non contrast computed tomography scan of abdomen showing 
large pelvic mass (marked)
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intra‑abdominally.[3] About 66% of undescended testes 
are located distally to the external inguinal ring, 16% in 
the inguinal canal, 10% are intraabdominal and 3% are 
surgically absent.[4] As seminoma of testes is common 
between 30 and 55 years of age with pure seminoma 
being rare, here we are presenting a case of pure 
seminoma testes admitted with urinary tract obstruction 
leading to urinary stasis and urosepsis leading to acute 
renal failure.
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Membranous nephropathy 
and carbamazepine
Sir,
Membranous nephropathy is the most frequent cause 
of nephrotic syndrome in adults.[1] The cause cannot 
be ascertained in about 62‑86% cases.[2] Drugs account 
for 6‑9% of secondary membranous nephropathy.[3] The 
classic offenders are gold, penicillamine, non‑steroidal 
anti‑inflammatory drugs and captopril, though there 
are case reports for many others. We report a patient 
of secondary membranous nephropathy due to use of 
carbamazepine.

A 35‑year‑old man suffered episodes of complex partial 
seizures about 2 years back. He was initiated on tablet 
carbamazepine, a controlled release preparation, 
200  mg twice a day. He had been using it without 
interruption. About 6  months before presentation, 
he noticed swelling of feet and face and increased 
frothiness of urine. There was no compliant of oliguria, 
hematuria or graveluria. His pulse was 80 bpm and blood 
pressure was 110/70  mmHg. Systemic examination 
was unremarkable. His investigations were reported 
in Table 1.

A renal biopsy showed 17 glomeruli. All glomeruli were 
normal in size and non‑proliferative. Capillary loops 
were stiff, round and patent with a thick basement 
membrane. Silver methenamine stain showed spikes. 

Tubules and vascular system was unremarkable. 
Immunofluorescence showed diffuse granular deposits 
with IgG  (4+) and C3  (2+) along the capillary 
loops. The features were suggestive of membranous 
nephropathy.

Carbamazepine was gradually tapered and replaced by 
sodium valproate. The proteinuria came down to 1.0 g 
at the end of 6  months. There was an improvement 
in serum albumin and the serum creatinine was 
always <1.2 mg/dl. The remission of proteinuria had a 
temporal relation with withdrawal of the drug. However, 
spontaneous remission of the membranous nephropathy 

Table 1: Investigations
Test Result
Hemoglobin 14.2 g/dl
Urine‑albumin 4+
RBC and WBC Nil
24 h urine protein 6800 mg
Random blood glucose 95 mg/dl
Serum creatinine 1.2 mg/dl
Total serum proteins 3.7 g/dl
Serum albumin 1.4 g/dl
Serum cholesterol 450 mg/dl
Serum triglycerides 375 mg/dl
HbsAg Negative
Anti‑HCV Ab Negative
HIV Non‑reactive
Chest radiograph Normal study
Upper gastrointestinal endoscopy Normal study
Ultrasound abdomen Kidneys: Right: 9.5 cm×4.1 cm, 

left: 9.8 cm×4.2 cm
RBC: Red blood cell, WBC: White blood cell, Anti‑HCV Ab: Anti‑hepatitis‑C 
virus antibodies, HIV: Human immunodeficiency virus, HbsAg: Hepatitis B 
surface antigen
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