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Summary.- OBJECTIVE: To report our expe-rience
with clinical presentation, appearance, diagnosis and
treatment of Xanthogranulomaous pyelonephritis (XP).
METHODS: Multicenter, observational, descriptive and
retrosprospective study carried out during six years.
RESULTS: We studied 10 patients, 8 women and 2 males, with an average age of 50 years. All cases presented with lumbar and abdominal pain, loss of weight,
conjuntival pallor, renal lithiasis and chronic evolution.

Fever and palpable abdominal mass, were present
in 80% of cases and 60% presented history of urinary tract infection. Initial diagnosis, in most cases, was
pyonephrosis. Two cases (20 %) were associated with
cancer and other 2 (20%) with Psoriasis. Mortality was
of 10%.
Laboratory hallmark were anemia, high SGV rate and
leukocytosis. Urinary sediment showed pyuria. Urine culture was positive in the 50% of the patients. On the
other hand urine cultures obtained from nephrostomy
tube were always positive.
The onset was unilateral and diffuse in all cases without
predominance in the location. Direct abdominal x-ray
showed lithiasis, ultrasound showed increased renal
size, with a pattern of hydronephrosis and/or intraparenchymatous abscesses. CT scan was useful to demonstrate disease extension.
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CONCLUSIONS: Xanthogranulomatous pyelonephritis
(XP) is a chronic and unusual inﬂammatory-infectious disease with acute episodes involving renal parenchyma.
Most cases appear in medium aged women. Histopathologic study offers the accurate diagnosis. Antibiotic
therapy avoids septic complications. Total or partial
nephrectomy is the deﬁnitive treatment. We propose
nephrostomy because it facilitates the microbiological
diagnosis and surgery (nephrectomy).
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Resumen.- OBJETIVO: Comunicar nuestra experiencia en Pielonefritis Xantogranulomatosa (PX) forma de
presentación, manifestaciones clínicas, diagnóstico, seguimiento y tratamiento.
MÉTODO: Se efectuó un estudio multicéntrico, observacional, descriptivo y retrosprospectivo, durante un período de 6 años.
RESULTADO: Estudiamos 10 pacientes, 8 femeninos y 2
masculinos, con una media de 50 años. El dolor lumbar
y abdominal, pérdida de peso, palidez conjuntival, litiasis renal y evolución crónica, se presentaron en todos
los casos. El 80% presentaron ﬁebre con masa abdominal palpable, y el 60 % antecedentes de infección del
tracto urinario. El diagnóstico inicial, en la mayoría de
los casos, fue de uropionefrosis. Dos casos (20 %), se
asociaron a cáncer y otros 2 (20%) con Psoriasis. La
mortalidad fue del 10%.
En el laboratorio general el hallazgo más común fue
anemia, eritrosedimentación muy acelerada y leucocitosis. En el sedimento urinario la piuria. El urocultivo convencional fue positivo en el 50% de los pacientes. Por
el contrario, el cultivo de orina obtenido en oportunidad
de la nefrostomía, siempre presentó desarrollo. En todos
los casos, la forma de presentación fue unilateral y difusa, sin predominancia en la localización.
La radiografía abdominal directa mostró la presencia
de litiasis, la ecografía aumento del tamaño renal, con
un patrón de hidronefrosis y/o abscesos intraparenquimatosos y la TAC fue útil para demostrar la extensión
lesional.
CONCLUSIONES: La PX, es una enfermedad poco
frecuente, del tipo inﬂamatoria-infecciosa crónica, con
brotes agudos de origen infeccioso, del parénquima
renal. La mayoría de los casos se presentan en mujeres
de edad media. El diagnóstico de certeza es histopatológico. El tratamiento con antibióticos no soluciona
el problema, pero es útil para el control del proceso
infeccioso y evita las complicaciones sépticas. No obstante el tratamiento deﬁnitivo es quirúrgico, realizando
nefrectomía total o parcial según corresponda. Se propone la nefrostomía, como acción facilitadora para el
diagnóstico microbiológico y la cirugía (nefrectomía).

Palabras clave: Pielonefritis xantogranulomatosa.
Presentación clínica. Diagnóstico. Tratamiento.
Nefrostomía.

INTRODUCTION
Xanthogranulomatous pyelonephritis (PX)
is a rare variant, atypical and severe fall to less
than 1% of chronic pyelonephritis (1-7). This condition was ﬁrst described in 1916 by Schlagenhaufer
(4,5), Osterlin in 1944 called Xantogranuloma (4)
and Avnet and colleagues described in 1963 the
ﬁrst pediatric case (8).
Usually occurs in adults, being more common in younger women (4,8,9) and is associated
in 2/3 of the cases with kidney stones infected
(3,4,10-12). It is common involvement of a single
kidney, although it is possible bilateral involvement
(2,4).
Is accompanied by partial destruction
(6,13) or total renal parenchyma, this being the
most common form. Computed Tomography (CT)
is the ideal diagnostic method because it not only
determines the extent of parenchymal involvement,
but its size and its association with extra renal neoplasia (2,7-11,13 ).
Despite that this disease presents with concomitant infection, where mentioned the recovery
of microorganism alone or as partners: E. coli, Proteus mirabilis, Klebsiella spp, Staphylococcus aureus, Enterococcus spp, Pseudomonas spp, Streptococcus spp (5,11,12,14), including anaerobic
(14,15); the use of antibiotics does not resolve the
problem. Nephrectomy either partial or total is the
ﬁnal resolution (2,5), and the diagnosis of certainty
is always Histopathological (10,16-18).
The xanthogranulomatosis is a particular
type of inﬂammation. This may be due to a defect
in the degradation of bacteria in the macrophages,
especially when added to infection, obstruction by
stones. The factors responsible for the accumulation
of lipids and cholesterol in the lesion, are not deﬁned (1-6,8).
The pathology on macroscopic examination
shows usually a kidney yellow, enlarged in size,
and with stones inside. Microscopic examination
macrophages are loaded with fat (histiocytes sparkling), explaining his color, in addition to necrosis
and inﬁltration with leukocytes and plasmatic cells
(10,11).
This chronic and destructive process can
affect other organs such as gallbladder (19.20),
appendix (21), bone (22), ovarian (23), bladder
(24), rectum (25), prostate (26), epididymis (27)
and endometrium (28).
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Amyloidosis (29), although rare, is one of
the forms of expression as a complication of a long
evolution of disease.
We update and communicate our experience in the care of patients suffering from this rare disease: form of presentation, clinical manifestations,
diagnosis, treatment and follow-up. Highlight the
beneﬁts of nephrostomy prior to nephrectomy.
MATERIALS AND METHODS
We conducted an observational study,
descriptive and retrosprospective. Covered the total population of patients over a period of 6 years
(February/2002 to January/2008). Was conducted in 3 centers throughout the city of Cordoba
- Argentina - (Rawson Hospital, Aircraft Hospital,
New San Roque Hospital). The study sample consisted of 10 selected medical records of patients
with histopathologic diagnosis of PX. We analyzed
demographic data, history, clinical and laboratory,
diagnostic imaging, development and treatment.
RESULTS
We analyzed 10 patients, 8 females (80%)
and 2 men (20%), between 22 and 74 years, with
an average of 50 years, and a rank of 52. The
initial diagnosis suspected was in 80% of cases
pyonephrosis and 30% cancer. Six patients (60%)
had a history of recurrent UTI, 50% family diabetes (only one suffering from diabetes) and 3 (30%)
were hypertensive. The most frequent reason for
consultation was low back with abdominal pain
(100%) and fever (80%) (Table I).
The clinical presentation of patients on admission in all cases (100%) was: lumbar and abdominal pain, weight loss, pale conjunctiva, kidney
stones and chronic evolution of the disease. High
fever and palpable abdominal mass in 80% of cases. Two patients (20%) found association with cancer (Epidermoid pyelocalicial system and urothelial
transitional cell carcinoma invading the bladder)
and other 2 (20%) with Psoriasis. None of our patients was found hepato and / or splenomegaly (Table II).
The laboratory showed anemia in 100% of
cases, erythrocyte sedimentation rate of 100 mm
or more in 90% and 70% with leukocytosis. Urine
sediment pyuria presented in 100%, hematuria in
80% and bacteriuria in 60% of cases. The urine
culture, collected by the technique of midstream
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specimen showed development in 5 cases (50%)
and obtained by nephrostomy in 4 cases that took
place (100%). The crops recovered were similar
microbial (cultivation midstream nephrostomy) in 1
case (Enterobacter spp) in the others there were no
coincidence. Were recovered various microorganisms: Escherichia coli, Proteus mirabilis, Enterobacter
spp. Morganella morgani, Enterococcus faecalis,
Staphylococcus coagulase negative, anaerobic
Streptococcus, Citrobacter freundii, Strepretococcus viridans. In two cases (20%) developed many
microbes. Liver enzymes alkaline phosphatase was
altered in 6 cases which took place in 8 (75%).
The Glutamic pyruvate transaminase(GPT) was increased in 2 cases (20%), the glutamic oxaloacetic
transaminase (GOT) in 1 (10%), on 9 patients who
were testing. All patients had negative hepatitis serologies and no background with toxic or ingestion
of drugs. The gamma globulin was increased in 4
of 6 cases that took place (66%). Studies value of
serum creatinine and urea showed ﬁgures within
normal in all cases (Table III).
In all cases (100%) had unilateral commitment, 6 (60%) undertook the right kidney and 4
(40%) left. Plain ﬁlm of the abdomen was performed
in 8 cases, 7 showed a kidney stone (87%). In 4 of
them staghorn calculi (57%). The ultrasound showed
in all cases (100%) increase in the size kidney, stones in 9 cases (90%), hydronephrosis pattern in 8
(80%), liquid intraparechymatous images in 5 cases (50%) and alteration in the medulla-cortex ratio
in 5 (50%).In 2 cases with suspected cancer, one of
them was positive. CT showed enlarged kidney in
9 cases (100%) that was held, kidney stones in 8
opportunities (88.8%), alteration in the elimination
of the contrast medium in 7 (77.7%), obstructive
hydronephrosis in 3 cases and lesional extension to
perirenal fat in 7 opportunities (77.7%). In all cases
(100%) commitment was throughout the renal parenchyma (global) and in 7 patients (70%) staging
was stage 2, with commitment of renal parenchymal and space Gerota (Table IV).
All patients underwent nephrectomy and
made 4 of them after nephrostomy. Surgical complications were presented in 5 cases (50%): sepsis
and abdominal wall abscess in 2 cases, Psoas abscess and bleeding in 1 case. Mortality was 10% (1
case) for sepsis, in a patient who had a concomitant squamous cell carcinoma of renal pelvis.
Were used in treating various types of antibiotics, initially empirically or as the result of susceptibility testing and microbial identiﬁcation. In 7
cases were prescribed more than one type of antibiotic (70%) (Table V).
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TABLE I. XANTHOGRANULOMATOUS PYELONEPHRITIS : GENERAL DATA.

Bladder tumor

Hydronephrosis vs

Pyonephrosis

urinary tract

Cancer of

Pyonephrosis

Pyonephrosis

Pyonephrosis

Pyonephrosis

Pyonephrosis

Pyonephrosis

Pyonephrosis

Renal Tumor vs.
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Paciente 10
No
yes
yes
yes
yes
yes
Chronic
No
No
yes
Yes
Bladder Urothelial
carcinoma

DISCUSSION

Patient 5
Patient 6
38° C
≥ 39° C
yes
yes
No
yes
yes
yes
yes
yes
yes
yes
Chronic
Chronic
No
No
yes
No
No
No
Yes
No
Squamous
Cell carcinoma
renal pelvis
Patient 4
≥ 39° C
yes
yes
yes
yes
yes
Chronic
No
No
No
No
Patient 3
≥ 38° C
yes
yes
yes
yes
yes
Chronic
No
No
yes
No
Patient 2
≥ 39° C
yes
yes
yes
yes
yes
Chronic
No
No
No
No
Fever
Back and abdominal pain
Palpable mass
Weight loss
Conjunctival pallor
Kidney stones
Evolution time
Hepatomegaly/Splenomegaly
Association with Diabetes
Association with Psoriasis
Association with
Cancer

Patient 1
≥ 39° C
yes
yes
yes
yes
yes
Chronic
No
No
No
No

The urine culture was positive in half the
cases (50%), unlike the literature that mention a
more general recovery in about 75% (1,6,7,9,11).
Negative cultures are understandable due to the
association of infection with obstructive uropathy.
Microbiological ﬁndings showed no predominance
of any organism. We emphasize different isolates
polymicrobial and recoveries, including midstream
urine cultures and material collected on the occasion of the completion of the nephrostomy. These
discrepancies are also observed by Malek RS and
Elder, JS. (6). The material obtained by nephrostomy, unlike the conventional urine culture, provided it is done (4 cases) presented microbial growth.
This explains the negative cultures, as these patients
truly have encapsulated renal abscesses and / or
obstruction of the urinary tract by calculi (Figure
1). We believe the nephrostomy as facilitator action before nephrectomy (Figure 2). This drains, although it applies in patients with renal or perirenal

Symptoms

The laboratory, in most cases, revealed
anemia, leukocytosis, very increased erythrocyte
sedimentation rate, with a pathological urinary sediment showed that, in most cases, pyuria, hematuria and bacteriuria. Liver function tests showed essentially the increase in alkaline phosphatase and
transaminase in few cases, simulating a cholestatic process, too, highlighted in other publications
(2,3,6,7,9,11).

TABLE II. XANTHOGRANULOMATOUS PYELONEPHRITIS: CLINICAL.

Since Schlagenhaufer described for the ﬁrst
time in 1916 the PX, the disease remains rare (4,5).
The literature makes little mention of this inﬂammatory process and in general, case studies, not signing up too many patients. These communications,
except for isolated cases, are made by pathologists
(11,17,21-23,28).

Patient 7 Patient 8
≥ 39° C
No
yes
yes
yes
No
yes
yes
yes
yes
yes
yes
Chronic Chronic
No
No
No
No
No
No
No
No

Patient 9
≥ 39° C
yes
yes
yes
yes
yes
Chronic
No
No
No
No

We present our experience of 6 years in
our country since there are no records of previous
publications, except one case associated with polymicrobial ﬂora (14) also reported by us, we are
encouraged in the pursuit of this disease, so rare.

Our findings are not significantly different
to that observed in the majority of the series (17,9,11,30) that refer to this disease. The vast majority of cases involve women, usually middle age,
with global commitment unilateral renal parenchyma associated with stones and lack of function of
the organ involved. All our patients had a chronic
high fever, abdominal and back pain, palpable
abdominal mass, weight loss and conjunctival pallor.
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Yes
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No
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Patient 8
Yes
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No
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No
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Yes
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coccus fecalis

development developmentdevelopment E. coli Entero-

Without

No

No

Yes

Yes
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TABLE III. XANTHOGRANULOMATOUS PYELONEPHRITIS: LABORATORY.
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Staghorn calculi

Staghorn calculi

Staghorn calculi

Was not
performed

Was not
performed

Staghorn calculi

Multiple
Renal
stones

No abnormalities

Kidney stones

Kidney stones

Left
kidney

Right
kidney

Right
kidney

Right
kidney

Right
kidney

Right
kidney

Left
kidney

Left
kidney

Left
kidney

Right
kidney

1

2

3

4

5

6

7

8

9

10

Patient Location Plain ﬁlm of abdomen

> Kidney size
Hydronephrosis
Multiple renal stones
Bladder tumor

> Kidney size
Severe hydronephrosis
Kidney stones
Alt. Relationship cortex-medulla

>Kidney size
Hydronephrosis
Kidney stones
Alt. Relationship cortex-medulla
> Kidney size
Multiple renal stones
Liquid collection
Alt. Relationship cortex-medulla
> Kidney size
Heterogeneous mass
with areas of 90 x 70 mm liquid kidney half
> Kidney size
Severe hydronephrosis
Multiple renal stones
Alt. Relationship cortex-medulla
> Kidney size and lobed
Marked hydronephrosis
Anechoic multiple images, some with
stones inside
Images liquid inside
Alt. Relationshipcortex-medulla
> Kidney size
Hydronephrosis
Multiple microlithiasis

Ultrasound
> Kidney size
Hydronephrosis
Kidney stones
Images liquid inside
Image of upper pole
renal tumor
> Kidney size
Hydronephrosis
Kidney stones
Images liquid inside

> Kidney size - microlithiasis in the renal
calyces
Hydronephrosis
Moderate dilation of the ureter to the pelvic area.
Left iliac lymph node mass
> Kidney size – staghorn calculi
Slight hydronephrosis
Delay elimination of the contrast medium
Increase density of the perirenal fat
Retroperitoneal lymph nodes
> Kidney size - Kidney stones
Severe Hydronephrosis
Poor elimination of the contrast medium
Alteration of renal architecture

> Kidney size - Kidney stones
Hydronephrosis
Multiple images inside hypodense
Increase density of the perirenal fat
No elimination of the contrast medium

> Kidney size - Kidney stones
Hydronephrosis
Thickening of the perirenal fat
No elimination of the contrast medium
> Kidney size
Heterogeneous lesion of 10 mm
Inﬁltration of perirenal fat
> Kidney size - staghorn calculi
Increase density of the perirenal fat
No elimination of the contrast medium

Was not performed

> Kidney size - Kidney stones
Bulky solid mass in postero-external face
renal inﬁltrates perirenal fat and liquid
areas with partitions
No elimination of the contrast medium

TC
> Kidney size - Kidney stones
Hydronephrosis
Multiple images inside hypodense
Inﬁltration of perirenal fat
No elimination of the contrast medium

Overall

Overall

Overall

Overall

Overall

Overall

Overall

Overall

Overall

Overall

Kidney damage

TABLE IV. XANTHOGRANULOMATOUS PYELONEPHRITIS: DIAGNOSTIC IMAGES.

Yes

Yes

Yes
(according
to
ultrasound)

Stage 1

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Stage 2

Stage 3
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collections, are not described in the literature, prior
to nephrectomy in this type of pathology. This therapeutic approach was proposed by us (33).
Highlights in 5 patients a family history
of diabetes (50%), but only one of them had the
disease. Other authors have similar ﬁndings, with
percentages ranging from 5 to 40% (31). To Berrah-Bennaceur, Farad AB et al (4) is a predisposing factor. Highlight the suffering of Psoriasis in 2
(20%) of our patients. In our literature review could
not ﬁnd the association of this disease and PX. Psoriasis, similar to the PX, is a disease in which it
described in its pathogenesis multifactorial causes.
Is triggered or exacerbated by various environmental factors, which are referred to as suffering from
infections our patients. Invoking also defects in the
immune system (2,4,11), which is another of the
hypotheses on the origin of the PX, in addition to
genetic predisposition.

In contrast to what was mentioned in some
studies for review of this disease (2,3,6,7,9,11),
none of our patients, we found hepatomegaly and
/ or splenomegaly.
At variance with what is mentioned in the
literature (2-5,7-9,14,16,17) 5 times (50%), postoperative complications were presented. These complications are understandable when one considers
that removes a septic focus and generally adhesions to neighboring structures (7 / 10 cases), which
implies an additional surgical trauma. One patient
died of sepsis, a predisposing factor as having
squamous cell carcinoma of the renal pelvis (Figure
4). In accordance with the majority of authors (1-9)
treatment with antibiotics before, during and in the
immediate postoperative period is essential to control the infection and essentially contributes to avoid
commitments systemic or remote, but is unable, by
itself, to eradicate the infection.

TABLE V. XANTHOGRANULOMATOUS PYELONEPHRITIS: MEDICAL AND SURGICAL TREATMENT.
Treatment
Patient

Nephrostomy Nephrectomy
yes

yes

Surgical complications

Antibiotic treatment

No

Ciproﬂoxacin-Gentamicin

1
Patient

Ampicilin/ Sulbactam
yes

yes

No

Ciproﬂoxacin-Ceftazidime

no

yes

Abdominal wall

Amoxicillin/Clavulanate

abscess and Psoas

Gentamicin- Cefazolin

Bleeding

Ceftriaxone-Amikacin

2
Patient
3
Patient

no

yes

4
Patient

Piperacillin/Tazobactam
no

yes

5
Patient

Septic Shock
Death

yes

yes

No

6
Patient

Ciproﬂoxacin
Ceftriaxone
Amoxicillin/Clavulanate

no

yes

No

Gentamicin-Cefazolin

no

yes

No

Cefazolin

yes

yes

Abdominal wall

Ciproﬂoxacin

7
Patient
8
Patient
9
Patient
10

abscess
no

yes

Sepsis

Ampicillin-Nitrofurantoin
Ciproﬂoxacin-Gentamicin-Colistin
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FIGURE 1. Macroscopic view of the surgical kidney
with a XP, with opening collection (abscess) intraparenchymal after nephrectomy.

FIGURE 2. Patient with XP presents drainage
(nephrostomy) by percutaneous puncture, prior to
nephrectomy.

According to other publications (1-3,6,7,9,11,16),
radiological ﬁndings that stood out was the increased size of the kidney, the presence of stone and
the exclusion of the kidney. Plain ﬁlm of the abdomen can view lithiasis usually staghorn calculi
(Figure 3). Ultrasound can demonstrate the loss of
parenchymal structure with hydronephrosis pattern
(Figure 4). The CT, similar to ultrasound, said the
diagnosis and extent of lesion (Figure 5).

When you have previous experience, it is
possible with the help of clinical, laboratory and
complementary methods (especially CT), assume
that condition before having pathological studies
(2,13). The diagnosis of certainty (Gold Standard)
is histopathological. As evidenced by our ﬁgures,
the kidney is macroscopically increased in size with
a poor demarcation cortex and medulla, replacing
his usual color for a yellow type adipose tissue, in
addition to cystic cavities, that is a complete loss of
kidney structure (Figures 6,7). Microscopically, as
described by pathologists (6,9-11,14,17), there is
a diffuse inﬂammatory reaction (chronic pyelonephritis) who inﬁltrates the kidney with lipid-laden
histiocytes called foamy cells, which are arranged
in bands or blocks, giant cells, white cells neutrophils, lymphocytes and plasma cells with little functioning parenchyma (Figures 8,9).
The discovery of the association PX with cancer deserves special mention, which was presented
in 2 patients (20%), both with cancer of the urinary
tract, a squamous cell carcinoma of the renal pelvis
and another with the bladder urothelial carcinoma
(Figures 10,11). The PX associated with renal tumors are rare, Sampol J. Ballesteros (31) mentioned
in the revised 1.7%, being the most frequent kidney
carcinomas and urothelial carcinomas with a much
lower incidence. Suspected in the preoperative is
virtually impossible because they are masked by
this type of pyelonephritis and they are ﬁnding in
the histopathological study (32). These tumors were
associated in our patients with long-standing kidney
stones and chronic urinary infection, the predisposing factors (31).

FIGURE 3. Plain ﬁlm of abdomen showing staghorn
calculi.

In total agreement with the majority of authors (2-7,9,11,12,14-18), nephrectomy becomes
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FIGURE 4. Ultrasound kidney patient XP, shows the increased kidney size, poor differentiation parenchymal, severe
hydronephrosis, detritus on the inside (pyonephrosis?), Evidence of multiple images of stones.

the primary indication, either total or partial, mainly
in children or focused on processes. But we recommend percutaneous drainage before nephrectomy
as the surest way to check the type of bacteria that
commits the kidney. It also allows better access to
surgical nephrectomy (14,33).

Mortality was 10% (1 case) by sepsis associated with cancer as a predisposing factor. Ballesteros Sampol J. (31) in a review article mentions
an overall mortality from this disease of 24% and
speciﬁcity of 4%.
CONCLUSIONS
Our ﬁndings in general were not too different from other communications. Our case essentially was in middle aged women with fever, abdominal and back pain, palpable abdominal mass,
weight loss and prolonged disease evolution.
The most frequent in the laboratory were
anemia, leukocytosis and erythrocyte sedimentation rate accelerated. In the analysis of urine were
hematuria and pyuria.
Bacterial recovery by conventional urine
culture is low, due to obstruction associated process.

FIGURE 5. CT in patients with renal XP, showing enlarged kidney, staghorn calculi, hydronephrosis severe,
lack of elimination of contrast medium and inﬁltration of
the perirenal fat

Ultrasound and CT can be very suggestive
of the diagnosis, even when there is prior experience with this disease. Sonographically a renal mass,
with evidence of stone and hydronephrosis could
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FIGURE 6. Macroscopic view of the surgical kidney
with a XP. Shows enlarged, altered their anatomy for
the inﬂammatory process, with capsular thickening,
intense ﬁbrosis, outgoing and bright yellow nodules.

FIGURE 7. Macroscopic view of the inside of a surgical specimen of a kidney with XP. Presence of multiple
cystic cavities.

suggest the disease. The computed tomography is
always useful to determine the extent of the lesion,
especially when it involves neighboring organs.
This disease should be taken into account before
any veriﬁcation of diffuse or localized renal mass.
We emphasize the importance of percutaneous drainage prior to surgery, which in our view, is a facilitator for nephrectomy. Decrease the volume up to
the kidney removal of the body, and thus facilitates
the surgical process, especially when there are pro-

cesses with perirenal invasion of tissues. Wherever
possible this drainage, septic acute tempered table
facilitates the surgical approach and technique in a
second time. In addition, microbial enhanced recovery. Therefore we recommend, wherever possible,
all crops preoperatively at our disposal, either by
the method of midstream specimen or percutaneous
puncture. Similarly, crops should be made during
surgery. Treatment with antibiotic/s, but by itself is
not able to solve the problem, it is useful in contro-

FIGURE 8. (microscopic viewx – HE.35x): Shows the
presence of numerous histiocytes sparkling grouped
and contained lipids, which are called xantomatoides
cells that are associated with a diffuse inﬂammatory
inﬁltrates, where cells are round, the plasmocytes.

FIGURE 9. (microscopic view - higher intermediate):
Shows foam cells (arrow up), multinucleated giant
(downward arrow) and mononuclear inﬂammatory
inﬁltrate.
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FIGURE 10. (microscopic view - higher intermediate):
Squamous cell carcinoma invading. There are some
pearls corneas in the middle (arrow).

lling the infection and prevents septic complications. For the effectiveness of this therapy is vital to the
well-identiﬁed bacterial agents, with their sensitivity. But the deﬁnitive treatment is always surgical,
with total or partial nephrectomy as appropriate.
Obstruction and chronic urinary infection
are predisposing factors for recurrent urinary tract
tumors, making it understandable association with
cancer of the PX. On the contrary we did not ﬁnd
a clear explanation of its association with Psoriasis. Although we know that both diseases could be
due to immune disorders may suffer from chronic
infection that these patients could be a trigger of
Psoriasis, in genetically predisposed individuals.
Septic surgical complications were more
frequent due to several factors, but stress the concomitant infection and adherence to adjacent structures affected kidney, which involved a laborious and
traumatic surgery.
Whenever the diagnosis of certainty is
Histopathological either macro or microscopic, which is essential not only to conﬁrm the diagnosis of
PX, but also its association with cancer.
We consider this disease as a chronic inﬂammatory infectious process, with acute outbreaks
of infectious origin.
The mortality was associated with concurrent diseases, mainly cancer.

FIGURE 11. (medium increase – HE.10x): Appearance of invasive urothelial carcinoma area.
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