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Aim of the work,

Aim Of The work

The purpose of this article is to review the various types of
biologic therapies that have been evaluated for the treatment of renal
cell carcinoma and to lay a foundation for where research will take
this important topic in the future. And also lay a foundation for the

role of surgery in treatment of advanced Renal cell carcinoma




Anatomical Background

Anatomical Background

The kidneys are reddish brown in colour and approximately 10
cm. Long, 5 cm. Wide, and 2.5 cm. thick. They are ovoid in outline,
and the lateral and medial borders are convex, but the medial is deeply
indented and concave at its middle where a wide, vertical cleft ( the
hilus) transmits the structures entering and leaving the kidney, and
leads into a space within it, the sinus of the kidney. The hilus lies
approximately at the level of the first lumbar vertebra. The kidneys
lie obliquely in the upper parts of the paravertebral gutters ( posterior
to the peritoneum ) against the structures covering the sides of the
vertebrae from the last thoracic to the third lumbar.

The superior extremities are medial to the inferior extremities,
and the medial and lateral borders face anteromedially and
posterolaterally. Thus the anterior and posterior surfaces face
anterolaterally and posterolaterally respectively. (Kabalin,1992).

The upper end of the ureter expands into the pelvis of the
kidney, and this passes through the hilus to become continuous with
some short, funnel-like tubes ( calyces ) which unite it to the kidney
tissue. The renal vessels lie anterior to the pelvis of the kidney, but
some of their branches and tributaries pass posterior to it. Lymph
vessels and nerves also pass through the hilus into the sinus which is
packed with fat (Graves,1986).
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The kidney is enclosed in a dense fibrous capsule which is
readily stripped from its surface. At the hilus, the capsule passes into
and lines the sinus of the kidney, becoming continuous with the walls
of the calyces where they are attached to the kidney. The fibrous
capsule is surrounded by a fatty capsule ( perirenal fat ), and this fills
the space inside the loosely fitting sheath of renal fascia which enclose
it with the kidney and suprarenal. The layers of renal fascia fuse with
each other, and become continuous laterally with the transversalis
fascia, superiorly with the diaphragmatic fascia, and medially fuse
around the renal vessels. Inferiorly the layers of the renal fascia are
only loosely united, and may be separated for some distance below the
kidney. Abscesses may form in the fatty capsule and cause swelling
of the loin. The kidney may descend to an unusually low level if the
supporting fatty capsule is absorbed; the renal vessels are then its only
support . Such a descent may lead to kinking of the ureter and failure
of the urine to drain freely down. There may be a considerable
collection of fat ( pararenal fat ) between the peritoneum and the renal
fascia, and air injected into the loose retroperitoneal tissues anterior to
the sacrum ascends to the level of the kidneys, and surrounding them,
makes their outlines readily visible on X-ray examination (William's
etal, 1995).
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Developmentally the kidney is first formed in the pelvis and
ascends to its final position. Its ascent may be arrested at any point ,
and thus the kidney may be found near the superior aperture of the
lesser pelvis. As it ascends, the kidney receives a different blood
supply at each level, thus accessory renal arteries from the aorta may
be found entering the lower pole of a normally placed kidney. When
first formed, the rudiments of the two kidneys are close together and
may fuse anterior to the aorta, forming a horseshoe kidney. Such a
kidney cannot ascend beyond the level of origin of the inferior
mesenteric artery which bars its ascent. The kidneys are larger relative
to body size in children, and, at birth, the kidneys are irregular in
contour with multiple fetal lobations. These lobations typically
disappear in the first years of life. By adulthood, the lateral surface of
the kidney usually forms a smooth convexity with rounded upper and
lower poles; fetal lobulations may persist as an abnormal variation
(William's et al , 1995).

Anatomic Relations

In most individuals the right kidney lies 1 to 2 cm lower in the
retroperitoneum than does the left due to presence of the liver ; The
upper pole of the left kidney typically lies at the level of the 12th
thoracic vertebral body, and its lower pole at the level of the 3rd

lumbar vertebra. The right kidney usually extends from the top of the
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first lumbar vertebra to the bottom of the third lumbar vertebra. The
kidneys are remarkably mobile organs, and their positions vary with
inspiratory and expiratory movement of the diaphragm as well as with
changes in position from upright to supine to head down

(Trendelenburg position) .

The posterior relations of the kidneys to the abdominal wall

musculature are relatively symmetrical (Fig 3-1).
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Fig 3-1 : The posterior relations of the kidneys (McVay, 1984 )

Anterior relations, the right and left kidneys differ significantly in
their relationships to both intraperitoneal and extraperitoneal organs
(Fig 3-2). (McVay, 1984) .
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Fig 3-2 : Anterior relations of the kidneys. (McVay, 1984 ).

Renal Vasculature

The renal artery divides into four or five branches close to the
hilus. The majority pass anterior to the pelvis of the kidney ( but one
or two pass posterior to it ), and giving off twigs to the structures in
the sinus, branch into lobar arteries, one to each papilla. These divide
into interlobar arteries which enter the kidney substance near the
papilla, and ascending at the sides of the pyramid, divide into arcuate
arteries at the corticomedullary junction. The arcuate arteries run
parallel to the surface of the kidney between the pyramid and its
cortical cap. They do not anastomose with adjacent arcuate arteries,

but send branches vertically towards the surface of the kidney, the
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interlobular arteries. Afferent arterioles pass from these to the
glomeruli. The efferent arterioles from the glomeruli either pass to
another group of capillaries around the convoluted tubules, or run as
straight arterioles into the medulla from the glomeruli close to medulla.
The capillaries drain into interlobular veins, and then to the interlobar
veins, which begin deep to the renal capsule as stellate veins,and pass

through the kidney tissue to the sinus.( Sykes, 1963)
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