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AAbbssttrraacctt

Renal disorders are among the most common

sonographically detected fetal abnormalities.

Pyelectasis is one of the most common diagnoses in

the prenatal period. The present study was conducted

on 50 fetuses who suffered from antenatal renal pelvis

dilatation during the third trimester. 70% of the cases

diagnosed as antenatal renal pelvis dilatation were

males and 30% were females. Idiopathic cases

represented 74%. Most of cases resolved

spontaneously, as detected by ultrasound done in the

first month of life. 20% of cases showed stationary

course that required follow up. Only 10 % of cases

needed surgery.
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Introduction

Renal disorders are among the most common sonographically

detected fetal abnormalities (Crane et al. 1994; and Dicke et al., 2006).

Pyelectasis is one of the most common diagnoses in the prenatal period

with a prevalence varying from 2%-5% (Sairam et al., 2001).

Hydronephrosis detected antenatally was first reported in the

early 1980s, since when there have been many case reports and studies

describing the postnatal diagnosis associated with these findings (Jaswon

et al., 1999).

The structure of the fetal kidneys and measurement of renal

pelves anteroposterior diameter are able to be reliably assessed by

ultrsonography(Moorthy et al., 2003).

Commonly accepted thresholds for pathologic renal pelvis

dilatation (RPD) requiring further prenatal or postnatal evaluation are an

anteroposterior measurement of the renal pelvis of 4 mm or greater at less

than 33 weeks gestation or 7 mm or greater at more than 33 weeks

gestation (Aviram et al., 2000; and Coplen et al., 2006).
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Aim of the Work

1- Antenatal diagnosis of fetal renal pelvis dilatation with

ultrasound done in the second or third trimester.

2- Postnatal evaluation of these infants within the first month of

life using ultrasound and renal function tests in the form of serum urea

and cretinine levels.
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Anatomy and Embryology of the Genitourinary

System

Kidneys

The kidneys lie along the borders of the psoas muscles and are

therefore obliquely placed. The position of the liver causes the right

kidney to be lower than the left. The adult kidney weighs about 150 g.

The kidneys are supported by the perirenal fat (which is enclosed in the

perirenal fascia), the renal vascular pedicle, abdominal muscle tone, and

the general bulk of the abdominal viscera. Variations in these factors

permit variations in the degree of renal mobility. The average descent on

inspiration or on assuming the upright position is 4–5 cm. Lack of

mobility suggests abnormal fixation (eg, perinephritis), but extreme

mobility is not necessarily pathologic (Tanago and Nguyen, 2008).

On longitudinal section (Figure 1), the kidney is seen to be made

up of an outer cortex, a central medulla, and the internal calices and

pelvis. The cortex is homogeneous in appearance. Portions of it project

toward the pelvis between the papillae and fornices and are called the

columns of Bertin. The medulla consists of numerous pyramids formed

by the converging collecting renal tubules, which drain into the minor

calices at the tip of the papillae (Aizenstein et al., 1997).
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Figure (1): Anatomy and histology of the kidney and ureter. Upper
left: Diagram of the nephron and its blood supply .Upper right: Cast of
the pelvicaliceal system and the arterial supply of the kidney. Middle:
Renal calices, pelvis, and ureter (posterior aspect). Lower left: Histology
of the ureter. The smooth-muscle bundles are arranged in both a spiral
and a longitudinal manner. Lower right: Longitudinal section of kidney
showing calices, pelvis, ureter, and renal blood supply (posterior aspect)
(Tanago and Nguyen, 2008).


