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INTRODUCTION 



• 

U!TRODUCTION AND AU: OF THE WORK 

With the advent of long-term intermittent hemo­

dialysis , patients with chronic renal failure are 

leading prolonged lives, Hemodialysis programmes , 

as anew therapy, created new diseases or complica­

tions, 

Acquired cystic disease of' the kidney is such 

a complication of uremia and hemodialysis, which 

had not received ,comparatively, the suitable atten­

tion,though important clinical problems may result, 

Ultrasonic has been used with increasing freq­

uency to evaluate initial disease in uremic patients 

and to re-evaluate disease in patients under regular 

maintenance hemodialysis. 

Ultrasonography is of great help in recognizing 

the acquired uremic renal cystic disease, morever , 

the development of a special modified ultrasonic 

transducer containing a central lumen,permits ultra­

sound to be used as a guide in renal cyst aspiration, 

The aim of this work is to study incidence and, 

epidemiolocy of acquired cystic disease of the kidney 

in uremic and hemodialysis patients with the aid of 

ultrasonography, 
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CLASSIFICATION OF RENAL CYSTS 

Renal cysts are common radiographic and morph­

ologic findings , they are a heterocenous group com­

prising heretable ,developmental and acquired disor 

ders ( Kenneth , !9 75 ) , 

Finding the cysts is relatively easy , but id­

entifying them and interpretinr:; the findinGs are 

relatively difficult, The radiologist seeing paren­

chymal defects , the urologist seeing cysts on the 

capsular surface and even the pathologist seeine; the 

entire sectioned organ , see from restricted points 

of view. Each may use a different term although he 

recognizes the same pattern , each may use the same 

term and intend something different ( Kenneth, !975 ), 

The problem with renal cysts is that they are 

despite their great heterogenity , mostly similar, 

Cysts must ,therefore , be e;rouped and subdivided, 

It is important to dosicnate cysts that have dif'f'erinr; 

patterns of inherit.ance , differing natural histories, 

differing proe;nostic implications and differing ther­

apeutic implicat.ions ( Kenneth , !975 ), 
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Cysts may arine in any part of tho nephron ano 

collecting system, but they have a predillction for 

the loop of Henle and for the collecting tubules and 

peripheral portionn of collecting ducts(Fetterrnan,I974) 

and ( Potter, I972 ) , 

Some patterns are characteristic of ceratin cond-

itions, The cysts in infants with polycystic dlsease of 

autosomal recessive type are characteristically located 

in collectinG tubules md ducts(Potter,f972) and (Hegge, 

I9.65 ) • 

Glomerular and tubular microcysts in peripheral 

cortex are commonly associated with syndromes of multiple 

mal formations ( Ilren stein 1 I97I ) • 

Dysplastic cysts in peripheral cortex are commonly 

associated with rower urinary tract obstruction ( Hecgo, 

I965 ) and ( Ilernstein 1 I968) • 

Kenneth, I975, concluded that , the ten<lency of 

microeysts to localize in the peripheral cortex seems, 

like the similar localizn.tion of dysplastic cysts to 

hold some clue to pathogenesis • Tho responsible agents 

metabolic or otherwise, seem to have its greatest effect 

on the part of the cortex undergoing diff'erent iations 
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late in gestation, the inner two thirds of the cortex 

are often unaffected, 

Polycystic disease, a lesion that affect~ only 

certain nephrons b0cause o:f thol.r immat.url_ty without 

affecting other nephrons that have gone through the 

sa111e stages of development, may be caused by oxterenal 

factors acting through a limited period 0:1' time (Kenneth, 

I975 ) ; 

A generalized susceptibillty wou;:td be more 

compatible with an abnormality residing in the nephron 

itself, If some cystic abnormalities are indee<l sec­

ondary to extrinsic factors that affectl, immature tubular 

structures, then those cysts could be regar<lcd as devel­

opmental, Other cysts arising in later life, even in 

association with heritable disoruors, would not in a 

strict sense be developmental; Cysts arising from a 

genetic abnormality residing within the tubular cells 

themselves would properly be regarded as hereditary 

( Kenneth , I975 ), 

Cysts arising in completely formed nephrone and 

collecting tubules seem to well established by numerous 

expermintal studies, A partial list of nephrotoxic agents 

capable of actin~.; on mature kidneys includes the anti­

helminthic diphenylamine ( Thomas , I957 ) and 
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(Safouh , I970 ) , the citrus funglstat hiphenyl(Booth, 

I96I), the defoliant 2,.4,,5-T ( Courtney, I970 ) , the 

antioxidants dihydromethyl quinolone( Wilson , I959 ), 

nordihydroguaiaretic acid ( Goodman, I970), the experi­

mental antihypertensive agent a111inodiphenylthiazole 

(Carone, I972), the anti-inflammatory agent tetrahydro­

carbazole ( Mcgeoch, I972), and alloxan ( Vargus, I970), 

Many are phenyl derivatives, a point that may or may not 

be pertinent, Most including diphenylamine, aminodi­

phenylthiazole and nordihydroguaiaretic acid which result 

in early cellular necrosis, tetrahydrocarbazol' has been 

reported to cause cellular hyperplas1a(McGeoch,I972 ).The 

administration of such agents to animals after the cess­

ation of nephrogenesis wnuld seem to preclude the poss­

ibility of a heritable disorders, although it might 

identify a genetic predispasition in susceptible animals 

( Kenneth, I9 75 ) , 

The ability of corticosteroid to produce cysts in 

newborn animals, may on the other hand , be related to 

nephrotic immaturity( Filmer, I973), (Ojeda,I972) and 

( Vlachos, I972). rt is reasanably certain that some 

human cystic conditions are acquired as renal paren­

chymal cavitation follow inflammatory and locolized ne­

crotizin:g disorders (Kenneth, I975 ), 
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The classification presented here has been deve-

loped by Kenneth, I9!5, to incorporate radiographic, 

functional and genetic r.ontributions in it::; cl in ice­

pathological correlations, 

The major categories of classification are shown 

in the following tables-

I- Renal dysplasia 

A- Multicystic dysplasia, 

I- Unilateral multicystic kidney, 

2- nilateral multicystic dysplasia, 

ll- Focal and segmental cystic dysplasia, 

c- cystic dysplasia associated with lower urina:ry 

tract obstruction, 

D- Familial cystic dysplasia, 

2- Polycystic disease 

A- In fan tile polycystic disease 

I- Polycystic disease of early in fancy, 

2- Poly~ystic disease of childhood , 

3- Congenital hepatic fibrosis, 

n- Adult polycystic disease, 

3- Renal cysts in hereditary syndromes 

A- Meckel's syndrome, 

lJ- zellweger•s cerebra hepato renal syndrome, 

c- Jeun e 's asphyxiating thoracic dystrophy, 
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D- Tuberous sclerosis complex and Lindau's 

disease, 

E- Cortical cysts in syndromes of multiple 

mal format ions, 

4- Renal cortical cysts 

A-· DifFuse glomerular cystic disease, 

D- Peripheral cortical microcysts, 

c- Juxta-medullary cortical microcysts, 

D- Simple cysts, solitary and multiple, 

5- Renal medullary cystic disorders 

A- Medul:La:ry sponge kidney, 

D- ~;edullary cystic disease complex, 

I- Familial juvenile nephronophtliiasis 

2- Medullary cystic disease, 

3- Renal-retinal dysplasia, 

6- Acquired miscellaneous parenchymal renal cysts 

A- Inflammatory and necrosis 

I- Medullary necrosis, 

2- Lithiasis, 

3- T,lJ, 

~- Ech in ococ cos is, 

D- Neoplacill: 

I- Cystic degeneration of carcinoma, 

2- Multiocular cystadenoma ( Benign cystic 

nephroma), 

3- Dermoid cyst 

c- Ehdometriosis 

D- Traumatic intrarenal hematoma, 
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7- Extra parenchymal renal cysts 

A- PyeloGenic cyst( Pelvic diverticulum) 

B- Parapelvic cyst(LymphanGiectasis) 

C- Perinephric cyst. 


