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The “silent kidney” as a diagnostical and therapeutical problem conti-
nues to exist with a lot of still unsolved items. The importance of this prob-
lem is determined not only by the interesting and still uncleared aspects, but
also by its practical significance. The question of the terminology of the “si-
lent kidney” is complex and arguable for the time being. The concepts “non-
functioning”, “invisible”, “non-visualizing” kidney are not specified and sa-
tisfactorily distinguished. That is why they are not always being used cor-
rectly.

The “silent kidney’ is commonly used in nowadays-practice. This termin,
interpreted as a clinical concept, doesn’t reflect the nature of the pathologi-
cal process. In some cases this concept can lead to error about the status of the
renal parenchvma.

Important questions in cases of “silent” kidney are:

1. Is the loss of function definite or temporary?

2. What is the reason for the lack of function?

3. What our behaviour should be?

The diagnosis of renal or urinary tract tumours iff some cases is a result
of the reveal of the “silent kidney” and the search for the reason of this pheno-
menon. This fact is quite important because the tumours of the urinary sys-
tem are often found out by accident on the basis of a few symptoms: macros-
copic hematuria, fever or palpable addominal tumour.

Unfortunately, the loss of the renal function in cases with neoplasms is
not an early symptom. However, this can be early observed when there is a
tumour of the ureter, and the bladder because tumours of small size cause an
obstruction of the ureter or of its bladder orifice.

Another important point in the cases with malignant renal and urinary
tract tumours, this is the necessity of surgical treatment when distant meta-
stases are not established. The diagnosis of the tumour as a reason for non-func-
tioning kidney has an essential significance for the patient. That is why, as
early as the correct diagnosis is settled as favorable the prognosis of the di-
sease is.

We observed 250 patients with “silent kidney”. The reason for it in 41
of the cases were tumours of the urogenital system — 16.4% . This fact means
that among the reasons for the “silent kidney” the tumours of the urogenital
system occupies second place after urolithiasis and before renal tuberculosis
(see table I).

According of the kind of the tumour in our cases the renal adenocarcinoma
and the urinary bladder carcinoma are the most often neoplasms (see table 2).

The tumours left are rare but of great interest. In 2 cases the cancer ori-
ginates from the pyelon, in 2 cases there is Wilms’ tumour and in 4 cases —
metastases from female genital neoplasms. There is one case with testicular
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Table 1.
“Silent kidney”
Etiology number %
1. Urolithiasis 141 56.4
2. Tumours of the urinary system 41 16.4
3. Renal tuberculosis 23 9.2 ~
4. Congenital malformations 18 7.2
5. Inflammations 15 6.0
6. Cysts 5 2.0
7. Unknown 4 1.6
8. Others (trauma etc.) 3 1.2
Total 250 100
Table 2.

“Silent kidney” in the urinary system tumours

Kind of the tumour number %

I. Primary tumours:
1. Renal tumours
a) adenocarcinoma
b) Wilms’ tumours
2. Renal pelvic tumours
3. Ureteral tumours
4. Urinary bladder tumours
1I. Metastatic tumours:
1. Women genital tumours
2. Testicle’s tumour
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Total 41 16.4

teratoblastoma. All but four of the cases are confirmed histologically and af-
ter the surgical treatment.

In 1826 G, Konig was the first who described two cases with “medullary
sarcoma” of the kidney. Later P. Grawitz (1883) gives an account to a malig-
nant tumour of the renal parenchyma, and since then one begins to call the
renal tumoursfafter him “Grawitz’s” tumours. It is proved that the hypernephroma
is a renal tumour coming from the renal tubules which is called adenocarci-
noma of the kidney.

Conclusions:

1. In cases of “silent kidney” tumours of the urinary system occupy se-
cond place — 16.4 % — after urolithiasis. This is of great importance for the
urgent surgical treatment and the prognosis.

2. The most frequently observed tumours are renal adenocarcinoma and
urinary bladder tumours.
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«HEMASl» MOYKA TIPH ONMYXO0JiIX MOYENOQOJIOBON CUCTEMDBI
A. Henos, H. Kyaos, I'. ¥3ynos, A. Maiicmopcku, M. T'apdescku, Xp. Canyndxcues

PE3IOME

B pa6orte onuceiBaercst 250 60.bHBIX ¢ T. H. HeMO#l moukoii. [ToquepKuBaercs, uTo oIny-
XOJIH MOYeNOJIOBOM CHCTEMBl 3aHMMAIOT BTOpPOE MECTO CPeiH NPHYHH adyHKUMH OJHOH MOYKH
BCJeJ 32 MOYyeKaMeHHOI 60Je3HbIO, UYTO HMeeT BeCbMa CYlleCTBEHHOe 3HaueHHe KaK AJf Jeye-
HUS (Heo6XOAMMOCTb B HEOTJOXKHOM XHPYPriuecKOM BMellaTeJbCTBe), TaK W AJsS [POTHO3a.
Cpean onyxoJeii, BHI3HIBAIOWHX «HEMYIO» NOYKY HauboJjiee yacThl NMOYeuHBbIH afeHOKADUHHOM
W PpaK MOYEBOro ny3mips.




