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immune reaction with highly elevated levels of  both pro-
inflammatory cytokines and anti-inflammatory cytokines.[2] 
The precise reason for this is not entirely understood, but it 
is the systemic expression of  a healthy and vigorous immune 
system as seen in young age group (15-50 years). Cytokine 
storms have been reported in 1918 influenza pandemic 
during the SARS epidemic in 2003[3] and recently among 
healthy young adults in the 2009 swine flu outbreak. RT 
seen in our patients could be a manifestation of  "cytokine 
storm".

The role of  increased platelet count in the pathophysiology 
of  thrombotic process after coronary bypass surgery 
is highlighted in a previous study.[4] Significantly higher  
(P < 0.001) incidence of  postoperative myocardial 
infarction and late symptomatic vein graft occlusion (7-60 
days) was reported in patients with RT in comparison to 
those with normal platelet counts. Thus, RT secondary 
to H1N1 infection can predispose patients admitted in 
ICU to life threatening complications secondary to deep 
vein thrombosis and pulmonary embolism. Previous 
studies conducted in trauma patients do not support 
the role of  antiplatelet agents in treatment of  extreme 
thrombocytosis.[5] Thus, low-molecular-weight heparin 
and vascular compression stockings are advised in such 
patients. This case series highlights the occurrence and 
clinical significance of  RT in H1N1 positive patients. Small 
number of  patients studied is a limitation of  our case series 
and thus further research is needed.
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Figure 1: Reactive thrombocytosis in H1N1 (+) patients
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Renal Type Clear Cell 
Carcinoma of the Prostate:  
A Diagnostic Dilemma

Sir,
Clear cell lesions of  the urinary tract including the prostate 
often present a diagnostic challenge.[1] Clear cell carcinomas 
that may occur in the prostate include variants of  prostate 
adenocarcinoma, transitional cell carcinoma, and metastatic 
renal cell carcinoma (RCC). However, metastasis to the 
prostate from the RCC is very rare. Renal type clear cell 
adenocarcinoma occurring as primary tumor in an extra 
renal location, especially in the prostate is very rare and was 
described in 2003.[2,3]  We report an unusual case of  renal 
type clear cell carcinoma of  prostate histologically mimicking 
metastatic clear cell RCC.

A 64-year-old male presented with poor stream, dribbling 
of  urine with overflow incontinence since 2 months. Per 
rectal examination revealed Grade II enlarged, firm to hard 
prostate. Urine culture revealed no growth. Ultrasound 
abdomen revealed grade II enlarged prostate with 
thickened bladder wall and mild hydroureteronephrosis on 
the left side. On transurethral resection of  the prostate, 
45 g of  prostate tissue was removed. Histopathology 
revealed clear cells arranged in the alveolar and glandular 
pattern with atypical, enlarged nuclei, and prominent 
nucleoli. Prostatic glands with corpora amylaceae were 
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seen entrapped between the tumor cells [Figure 1]. Based 
on these findings, possibilities of  metastatic clear cell 
carcinoma from kidney, clear cell urothelial carcinoma, 
and renal type clear cell carcinoma of  prostate were 
considered. His serum prostate-specific antigen (PSA) 
was 82 ng/ml. Computerized tomography (CT) abdomen 
showed no growth in the kidney and bladder. Cystoscopy 
done showed no mass lesion in the bladder. In view of  
the above findings, final diagnosis of  renal type clear cell 
carcinoma of  the prostate was made. The patient was 
treated with radical cystoprostatectomy with pelvic lymph 
node dissection. All the lymph nodes and urinary bladder 
showed no malignancy. Postoperatively, a contrast CT scan 
of  the pelvis suggested no local or regional metastatic 
deposits. After one year of  follow-up, the patient is doing 
well with no evidence of  recurrence.

This case presented with two separate challenges; the 
characterization of  the tumor and the subsequent clinical 
management. The cytological features in our case showed 
clear cells with atypical, enlarged nuclei, prominent nucleoli, 
and architectural features such as tubules and alveolar pattern 
immediately suggested metastatic clear cell RCC. Although 
RCC is the classic example of  clear cell carcinoma, only two 
cases metastatic to the prostate have been reported in the 
literature. In our case, there were no clinical or radiological 
evidence of  renal tumor and prostatic uroepithelium was 
normal. The renal lesions generally will be large and involves 
other organs such as lung and bone when metastasis occurs 
to the prostate.[3] The histological features of  clear cell 
carcinoma with high serum prostatic-specific antigen (PSA) 
levels substantiated the prostatic origin. In cases described by 
Singh et al. and Pal et al., the serum PSA were within normal 
limits.[2,3] These tumors arise from the periurethral zone with 
clear cells in the hypernephroid pattern (Gleason’s score of  
3 + 3). Immunohistochemically, they are positive for low 
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Figure 1: Clear cells in the alveolar pattern with entrapped prostatic 
glands (Hematoxylin and Eosin, ×100)

Hepatitis-B Associated 
Cryoglobulinemia Presenting as 
Pseudoleucocytosis

Sir,
Cryoglobulins are serum immunoglobulin (Ig) or 
immunoglobulin complexes that undergo reversible 
precipitation at low temperatures. [1] Cryoglobulins 
may interfere with automated cell counting when 
immunoglobulins precipitate.[2] This results in spuriously 
high leukocyte counts, platelet count and false values for 
red blood cell parameters.[2] Pseudoleukocytosis may be 
the first indication of  the presence of  a cryoglobulinemia 

molecular weight cytokeratin, vimentin, EMA, and negative 
for high molecular weight cytokeratin and PSA.[2,3] Such 
cases should be managed with radical cystoprostatectomy 
with pelvic lymph node dissection. Pathologists should be 
aware of  such entity, whenever they see clear cells in prostatic 
malignancy. One should also differentiate from clear cell 
urothelial carcinoma and metastatic clear cell RCC as the 
treatment option varies.
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