
TUBERCULOSIS OF THE KIDNEY 

By A. K. BASU, m.s. (Cal.), f.r.c.s. (Eng.) 
Additional Surgeon, Medical College Hospitals, 

Calcutta 

The writer had during the course of last 12 
months opportunities for treating a number of 
cases of tuberculosis of the kidney and ureter, 
and at one time he had a series of three very 
similar cases under his care. In the course of 

management of these cases he made a number of 
observations and learnt a few facts concerning 
the progress of the tuberculous lesion in the 

kidney and the subsequent post-operative period 
that may be worth recording. 
He thinks it will be generally agreed that 

tuberculosis of the urinary tract is always 
secondary to a primary ,thoracic or glandular 
infection, though at the time the patient presents 
himself for investigation, the primary infection 
may not always be obvious. The initial lesion in 
the lungs may have completely healed leaving 
only a tiny dense shadow discernible only by very 
careful examination or there may not be any 
shadow at all. In his present series there were 
5 cases in which there were evidences of old 

proliferative lesions in the lungs. In the other 
two there was no evidence of primary infection. 
Dukes (1948) of St. Mark's Hospital, London, 
has written recently on the life history of the 
tuberculous lesion in the kidney and has 

postulated a very interesting series of events. 
According to him, the lesion in the kidney passes 
through four well-demarcated stages and it is 
possible by critically analysing signs and symp- 
toms to determine the stage of the disease. 

In stage I, according to Dukes, there are 

multiple showers of tubercle bacilli in the sub- 
stance of both the kidneys in the form of 

multiple emboli from a primary source of infec- 
tion most commonly in the lung (figure 1). Not 
all these multiple emboli are destined to grow 
and flourish. In stage II (figure 2) ,one finds 
that almost all the emboli have disappeared and 
only one focus in one of the kidneys has thrived 
and has continued to grow. The multiple emboli 
and the persistent enlarging focus are situated 
in the cortex and the pelvis and the calyces are 
yet completely free. 
During these two stages symptoms are not 

marked and are mostly of general nature. 
There may be certain amount of frequency, 
fever and constitutional disturbance but urine 
is otherwise normal and pyelographic appear- 
ances show no change. 
In stage III, the persistent focus has become 

much bigger (figure 3), perhaps has caseated 
and formed a cavity but the important tiling is' 
that it now ulcerates into the calyces and pelvis 
and it is at the stage that urinary symptoms 
become profound and disturbing; hematuria is 
often present-, and pyelographic appearances 
show profound change. 

Stage IV is only a further extension of 
the tuberculous process down the pelvis and 
the ureter and affecting the orifice of the ureter 
and the lumen of the bladder (figure 4). During 
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this stage bladder symptoms become very- 
marked and the patient passes very agonizing 
and painful days with constant dysuria, fre- 

quent hematuria and pyuria, and rapidly loses 
ground. 

Dukes' present classification like the one he 

propounded in neoplasm of the rectum is interest- 
ing and at the same time practical and certainly 
better than the ones mentioned in pathological 
textbooks, the caseous type, the cavitary type, 
the cretaceous type and the miliary type. In 

my small series, 4 cases were in stage IV and 
3 in stage III. 

Age incidence.?The average age incidence was 
twenty-nine, the youngest being 18 and the oldest 
39. This is in keeping with the figures of other 
observers and it may be said that tuberculosis 
of the kidney is a disease of the 2nd, 3rd and 
4th decades of life and is uncommon in the very 
young or the very old. 

Sex.?Five cases were in males and two in 
females. 

History.?The longest history was 7 years. 
This was a case whom I had admitted previously 
in the hospital 4 years ago for the same condi- 
tion and the surgeon under whose care he was 
at the time had deemed operative interference 
too hazardous and not advisable in view 
of the affection in his lungs. He came to me 

again early last year complaining of incessant 

polyuria, unbearable dysuria and frequent 
hematuria, and begging that something should 
be done to give him relief. Almost against my 
will and thinking that I could not do much harm 
and may do some good, I decided to remove his 
kidney and ureter. He had proliferative lesions 
in his right lung and now requires thoracoplasty 
to cure him. 

The shortest history is in the case that is at 

present under my care, an Anglo-Indian sergeant 
in the Calcutta Police whose history dates back 
only to last October. Previous to this he was 

asymptomatic and did his full duties. 

Symptoms.?The usual symptoms that brought 
the patients to the hospital were dysuria, 
polyuria, hsematuria, fever, renal pain, general 
deterioration of health and loss of weight. It is 

very difficult to say what is the earliest symptom, 
probably nocturnal polyuria and slight evening 
rise of temperature but surgeons usually do not 
see these cases until dysuria and pain become 
marked. Early haematuria may bring the 

patient quickly to the surgeons' notice. In my 
last case pain of colicky nature was the main 
presenting symptom and a provisional diagnosis 
of renal calculus had been previously made. 
This was supplemented by the presence of a 

small dense shadow in the kidney region, 
obviously a calcareous spot in the kidney. 

Investigations.?All routine examinations were 
made. In four cases tubercle bacillus was 

demonstrated in the urine after centrifugaliza- 
tion and staining. Animal inoculation was not 

considered feasible in view of the long delay 
required for such examination. Intravenous 

pyelography was done in all the cases and 
revealed various pyelographic appearances from 
total non-excretion to abnormal appearances of 
the calyces or to hydronephrosis. Cystoscopy 
was done in all the cases except the last one. 

Almost in every case the bladder showed 
evidences of chronic cystitis, engorgement and 
oedema. Ureteric catheterization and retrograde 
pyelography were possible in only two cases. 

Operation.?In all the cases except one, the 
writer has extirpated the diseased kidney 
together with almost the whole of the ureter 

(figures 5 and 6, plate XV). He put the 

patient on his back in the beginning, made 
a 3-inch midline suprapubic incision, isolated, 
ligated and divided the ureter as close to the 
bladder as possible. Then the patient was 

turned on his side and after the kidney pedicle 
was divided and secured, finger separation 
brought the whole of the ureter out together 
with kidney. The importance of removal of 
the ureter together with the kidney is nowa- 

days being widely stressed and seeing that all 
the cases belonged to stage IV or late stage III 
it seemed very necessary. 

Post-operative period.?A troublesome post- 
operative complication that occurred in three of 
the cases and is in course of occurring in 
another is the slow breaking down of the wound, 
starting at about the 12th, 13th or 14th day. In 
all the cases the wound seemed to heal without 
trouble and only after the stitches had been 
taken out slight serous discharge and slow gaping 
became evident and continued for a long time. 
In a particularly serious case (figure 5, plate 
XV) practically the whole of the incision line 

gave way, the muscles seemed to fall apart and 
one was looking into a deep hole. The patient 
began to run slight temperature, granulation 
tissue was very slow in growing and progress 
was almost at a stand still. The patient seemed 
on the downward path. Many drugs including 
penicillin were tried without the slightest 
response. 

At this time he was given a course of strepto- 
mycin and the response even after the first 

gramme was very pleasing. The fever quickly 
responded and the refractory wound quickly 
showed signs of healing. The course of strepto- 
mycin had to be repeated twice or thrice and in 
the writer's opinion made the essential difference 
between recovery and death. This particular 
complication has been happening so constantly 
in the last few cases and the beneficial response 
with streptomycin has been so marked that the 
writer now intends in his next series of cases to 
administer the drug from the beginning of the 
post-operative period as a prophylactic measure. 

Results.?There has been no mortality in 
these 7 cases; five of them have markedly 
improved. Two have gone back to work. One 
case who is an employee of the Calcutta Fire 
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Brigade has started his duties. The man with 
the worst kidney and lesion in his lung has been 
keeping good health and now has no urinary 
symptoms. He passes urine 5 or 6 times a day 
and has undisturbed sleep at night. One case, 
youngest, has, I am told, not been keeping well 
and still has frequency and dysuria. 

Summary 
1. The life history of tuberculous disease of 

the kidney and its surgical treatment as judged 
from a small series of cases is presented. 

2. C.uthbert Dukes' views as regards the 

pathology of the disease are mentioned.. 
3. An important post-operative finding, viz, 

late and gradual disruption of the wound, is dis- 
cussed and its rapid response to streptomycin is 
stressed. 
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