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commercial safety-razor blade of the injector type, costing a
few pence each. One blade is sufficient for any but the very
largest grafts. The simplicity of the machine is such that skin
grafting can be done by every surgeon or general practitioner.
With such a machine it is possible to cover completely very
extensive burns in one operation, and to have the whole
area healed by the end of the fourth or fifth week.

Burned cases, instead of being referred late to plastic units
at the larger hospital could be dealt with by the general sur
geons or general practitioners at their local hospitals, thus
avoiding long hospitalization and the tragedy of old burn
scars and contractures which will need further plastic treat
ment later.

The dermatome* illustrated (Figs. 4, 5 and 6) is built to fit
like a dental hand piece on to the cable of a dental machine.
The drive moves a small blade in a side-to-side cutting action.
We have constructed the machine to take the 'Pal' injector
type safety-razor blade. The blade can be changed in seconds
by turning back the safety lever, pulling back the collar, and

* Available from the Marks Engineering Works, 118 Buiten
gracht Street, Cape Town (patent applied for).

pressing up the base plate. The e movements are rever ed to
hold the blade in place. The hood ends in a guard bar in
front, which keeps the blade cutting at the desired thickness.
The thickne s of cut may be regulated by turning the
milled nut to the appropriate etting. One blade co ling a
few pence will cut several feet of a skin strip and will suffice
for all but the bigge t grafts. The machine may be sterilized
by boiling, autoclaving or immersion in T.C.F. solution,*
but we have found boiling in A.C.10 olutiont best, in that it
ensures hibrication as well as sterilization~

We should like to offer our deepest thanks to Mc. Holmgren
for helping us to prove that the idea was feasible, and to Mc.
Cecil S. Marks, Mc. Kenneth Wheeler and Mc. H. R. Cooke
for many brilliant ideas and much precise work. Thanks are
also due to Mc. B. Todt, of Groote Schuur Hospital, for the
illustrations.

* A 2% solution of each of thymol, cresol and formalin in
methylated spirits.

t A proprietary preparation of mixed oil supplied by the Raven
Oil Co., 170 Piccadilly, London, W 1, and supplied by most
dental suppliers.

HYDROCALYCOSIS AND CALYCEAL DIVERTICULUM
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Hydrocalycosis and calyceal diverticulum are related but
not identical conditions. They both represent dilatations
of the renal collecting system, but differ in their pathological
and radiological features. Their etiology has not been con
dusively established, nor their specific relationship to the
formation of renal calculi. Their importance lies in diagnosis,
particularly radiologically, for on this will depend the manage
ment of the cases and the avoidance of unnecessary surgical
procedures.

Historical
Hydrocalycosis and calyceal diverticulum have long been

recognized. Prather (I941) in an historical survey stated
that a similar condition was described in 1841, albeit under
a different name. Since that time the terminology has differed.
from author to author but the lesions described show
essentially similar features. Watkins (I939) and Winsbury
White (I939) were the first to use the term hydrocalycosis,
and Prather's description is the first reference to calyceal
diverticulum.

Pathology
According to Newman, Lowman and Waters (I952),

Moore (I950), Mathieson (I953), Ferguson and Ward
McQuaid (I955), and Prather, the essential features of
hydrocalycosis and calyceal diverticulum are that they are
dilatations of the renal collecting system lined by transitional
epithelium, although Holm (I948) states that the lining
membrane may be altered by infection or calculus formation.

Dorsey (I949) and Prather differentiate macroscopically
between calyceal diverticulum and hydrocalycosis. The
former consists of a dilatation distal to a minor calyx com
municating with the IDinm calyx by a fine· channel (Fig. lB),

the latter is a dilatation of the calyx itself (Fig. lC). Moore
further subdivides hydrocalycosis on the basis of the
anatomical site (Fig. IC and D). This author does not
recognize calyceal diverticulum as described by Dorsey
(Fig. IB), and considers hydrocalycosis and calyceal
diverticulum (i.e. dilatation of the minor calyx, Fig. ID),
to be synonymous. In addition Dorsey differentiates patho
logically between these two conditions and other localized
cystic dilatations, such as congenital solitary cysts and cysts
following obliterative pyelonephritis.

Etiology

The etiology of both these conditions has not been
determined. Two main theories of their causation are
postulated:

(a) Achalasia. Moore, Prather, and Watkins consider
them to be due to achalasia or spasm of the musculature
in the region of the calyceal neck. The anatomy of these
muscles has been described by Henle (I866) and the hydro
mechanics of the renal calyces has been discussed by Narath
{I 940). On the basis of these descriptions it would appear
that the situation of the lesions will depend on the anatomical
site of the muscles affected. For example, achalasia of the
muscles of the calyceal neck will produce hydrocalycosis,
while affection of the muscles of the renal pyramids will
produce a calyceal diverticulum.

(b) Mechanical Obstruction. Ferguson, Ward-McQuaid
and Dorsey postulate that this is due to fibrosis, which may
be secondary to infection or calculus formation, and Hyams
and Kenyon (I941) consider that a localized obliterative
pyelonephritis may produce it. In dilatation associated
with calculus formation, MacAlpine (I949) states that an
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1
Fig. I. (A) Normal. (B) Calyceal diverticulum. (C) Hydro
calycosis (forniceal type). CD) Hydrocalycosis (minor calyceal
type).

CASE REPORTS

(b) Haematuria, with or without clot colic.
(c) Symptoms associated with infection and pyuria.
(d) Symptoms of calculus colic.
The conditions may be entirely asymptomatic.

Fig. 2 (a). Case 1. IVP demonstrating minor calyceal hydro
calycosis in the upper pole of the right kidney. Retouched.
Fig. 2 (b). Case I. IVP 4 years later. 0 appreciable change
in the appearances.

I. Minor Calyx Hydrocalycosis. A male aged 55 years, with a
history of several attacks of left renal colic for 6 years, during the
last 4 of which repeated X-ray examinations showed a dense
calculus at the lower end of the left ureter without evidence of
back pressure or dilatation of the calyceal system. Six weeks
before the last pyelographic examination he passed a calculus

painlessly and the films revealed that the stone was no longer
visible. All films taken throughout the 4-year period showed a
smooth, localized cavity containing contrast medium in the
upper pole of the right kidney. This showed no change in size
over 4 years. One of the upper minor calyces was not seen and
the cavity containing contrast medium represented a dilated
calyx (Figs. 2a and 2b).

2. Calyceal Di.verticulum. A male aged 43 presented with a history
of colicky pain in the left loin 5 days previously. This had lasted
one day and was relieved by an injection. The urine was cloudy
during the attack but there was no frank haematuria or dysuria.
On the day before he was seen he felt a slight pain in the right
loin similar to a pain experienced there 6 years previously. On
that occasion the attack ended with the passage of a urinary
calculus. Intravenous pyelography (Fig. 3) revealed a small
cavity containing contrast medium distal to the calyces in the
upper pole of the right kidney. A small channel could be seen
communicating with one of the minor calyces. The calyces them
selves showed no abnormality.

3. Calyceal Diverticulum. A female aged 44, first seen giving
a history of an attack of severe pain in the left loin 2 months before.
The attack lasted a few days and was relieved by aspirin. It coin
cided with an attenuated menstrual period. There was no dysuria
and the urine was clear. Intravenous pyelography at that time was
said to have shown a non-functioning left kidney and retrograde
ureteric catheterization was performed. A repeat of the intravenolli
pyelogram 5 days later was said to have shown a normally function
ing left kidney. Since that time the patient had been asymptomatic.
Intravenous pyelography revealed a small cavity containing
contrast medium distal to the calyceal system in the upper pole
of the left kidney and communicating with a minor calyx by a
fine channel. There' was no other abnormality.

4". Hydrocalycosis (forniceal type). A middle-aged male suffered
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obstructive element is not essential and that the cavity
appears to arise as a dilatation around a stone or stones
lying in the renal parenchyma.

In addition, the true relationship of the lesions to calculus
formation is obscure, and it may not be possible to decide
whether the calculus is the primary cause of the obstruction
or is secondary to stasis in the dilated 'cyst'. According
to Ferguson and Ward-McQuaid, if the stone is solitary
the former is more likely, whereas multiple stones are usually
the result of stasis. .

It may be noted that Weyrauch and Fleming (1950) have
described a case of hydrocalycosis which they consider to
be of congenital origin.

Clinical Findings
The clinical findings are variable and no characteristic

syndrome can be described. The most frequent symptoms
are the following:

(a) Aching pain in the kidney region. Of the cases recorded
in the literature this would appear to be the commonest
symptom.
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Fig. 3. Case 2. IVP. A small calyceal diverticulum(--+)
is shown, distal to a relatively normal minor calyx with
which it is connected by a fine channel (+ --+). '
Fig. 4. Case 4. Tomographic section of the left kidney
during lVP, demonstrating a large hydrocalycosis of the
fomiceal type. _

from recurrent urinary infections, which usually responded rapidly
to antibiotics. There was no haematuria and no history of urinary
calculus. Intravenous pyelography (Fig. 4) showed a large cavity
containing contrast medium in the upper pole of the left kidney.
This represented a minor calyx greatly dilated, distal to its junction
with the major calyx. The patient was followed up over a number
of years without alteration in the radiographic appearances and
without clinical deterioration. Of late the attacks of infection
have become less frequent.

DrsCUSSIO

The essential radiological feature in hydrocalycosis and
calyceal diverticulum is a smooth, regular, round or oval
cavity in the renal parenchyma which fills with contrast
medium on intravenous or:. retrograde pyelography. The
contrast medium tends to remain in the cavity for some
time after it has drained from the rest of the collecting
system. In calyceal diverticulum the cavity is distal to the
minor calyx and communicates with it by a fine channel,
whereas in hydrocalycosis the cavity represents a dilated
calyx. This conforms with Dorsey's pathological description
rather than with Moore's and is borne out by the appearances
in the cases described. Features shown in cases 2 and 3
are not described by Moore (Fig. 3). The lesion is
localized and the remainder of the collecting system of the
kidney shows no abnormality'; the kidney functions normally
on intravenous contrast injection and the unaffected' calyces
show no distortion. In calyceal diverticulum the cavity
tends to be rather small (cases 2 and 3) but in hydrocalycosis
it may reach a considerable size (case 4). The lesions are
not rapidly progressive and may be followed up for long
periods, years in some cases, without apparent change.

one of the cases presented showed calculi directly related
to the cavities in the renal parenchyma. However, cases I
and 2 were associated with a history of calculus, although

in case I the calculus was on the ide oppo ite to the lesion
and in case 2 the passage of the calculu predated the discovery
of the lesion by 6 years. In case 3 no calculus was demon
strated but the hi tory of calculus is strongly suggested.
It would appear likely, therefore, that ome definite relation
ship exists between hydrocalyco i, calyceal diverticulum
and renal calculi.

As long as the existence of these condition is recognized
and their possiblity borne in mind, their radiological feature
are usually sufficiently characteristic to permit of an accurate
diagnosis. However, as has been noted, their clinical featur
are variable and uncharacteri tic, a finding borne out by
the fact that only one case in the present eries showed the
symptom most commonly recorded in the literature (i.e.
aching pain in the loin). For this reason the main responsi
bility in their di~gnosis will rest with the radiological findings.

The differential diagnosis therefore, particularly from a
radiological standpoint, would appear to be important:

(a) Tuberculous Lesions. Tuberculou cortical ab ces es in
the earliest stages may present a picture imilar to that of
hydrocalyco is. However, untreated tuberculous lesions
increase progressively in size and the degree of cortical
involvement is considerably greater within a hort perio.d of
time than in hydrocalycosis. In the later tages calcification
may develop within the cortex. In addition, bacteriological
studies' of the urine may reveal the nature of the condition.

(b) Cystic Lesions include solitary congenital cy ts and
parapelvic cysts. Generally neither of these communicate with
the renal collecting system and will not fill with contrast
medium either on retrograde or intravenou pyelography
However, should a cyst rupture into a calyx or into the renal

. pelvis it may be indistinguishable radiologically from hydro
calycosis and the final diagnosis would depend on histological
examination of the lining membrane. The cy ts are lined by
cuboidal epithelium in contradistinction to the tran itional
epithelium of the uninfected hyckocalycosi. Further, the
cysts tend to produce considerably more distortion of the
calyceal system.

(c) Cystic areas secondary to obstruction produced by an
obliterating pyelonephritis will usually not fill with contrast
medium, because they are cut off from the renal collecting
system by the fibrous reaction. Should they fill tbey may be
differentiated by a well-marked irregularity of outline, and a
defonnity of the associated minor calyce .

(d) Tumours of the kidney parenchyma produce calyceal
distortion and, if large enough, deformity of the kidney
outline itself. Even if they undergo cystic degeneration, it is
uncommon for tbe cystic areas to fill with contrast medium
on pyelographic examination.

(e) pyelo-Interstitial Reflux. Tbe contrast medium in the
renal parenchyma bas a rather hazy ill-defined margin in
contradistinction to the clear-cut, well defined margin seen in
bydrocalycosis or calyceal diverticulum. Also the contrast
medium clears from the kidney ub tance relatively quickly.

(f) Renal Papillary ecrosis. The radiological picture
may be similar to calyceal diverticulum but the patients
are critically ill and the condition is commonly associated
with diabetes mellitus or an obstructive uropathy, and
always with pyelonephritis (Chri toffer en and Anderson
1956).

Once the diagnosis bas been made, in the absence of
incapacitating ymptoms, expectant treatment is the choice.
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Recurren1 infection may require intensive medical treatment
for adequate control (case 4). However, if infection is
persistent surgery becomes necessary, the majority of workers
preferring conservative local resection rather than radical
surgery.

Fergu on and Ward-McQuaid consider follow-up radio
logical examinations unnecessary where no complicatipg
symptoms are present. Although cases 1 and 4 support this
contention it is probably desirable to have one or perhaps
two re-examinations at 3-monthly intervals to exclude the
possiblity of a tuberculous lesion with certainty.

SUMMARY

1. A brief historical review of dilatations of the renal
collecting system is presented.

2. The pathological changes are discussed with special
reference to the differentiation of hydrocalycosis and calyceal
diverticulum. Theories of causation are presented.

3. The variability of the clinical features is stressed and
the importance of radiological diagnosis is emphasized.

4. Four cases are presented, 2 of hydrocalycosis and 2
of calyceal diverticulum, with radiological illustrations.

5. The differential diagnosis of these conditions and their
relationship to renal calculus is discussed.

6. Management is briefly. outlined.

J wish to thank Dr. Eric Samuel for his helpful advice and
encouragement in the preparation of this paper. I am indebted
to Mr. R. Campbell-Begg and Mr. I. Maisels for pennission to
publish the reports of cases I and 2.
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CO STITUTIONAL HEPATIC DYSFUNCTIO

DENNlS M. K.Rna.ER, M.B. (CAPE TOWN), M.R.C.P..

Department of Medicine, Groote Schuur Hospital, Cape Town, and University of Cape Town

Constitutional hepatic dysfunction is a rare condition in
which there is hyperbilirubinaemia without evidence of liver
disease. This bilirubin gives an indirect van den Bergh
reaction and the disorder is completely benign. Long
continued mild jaundice in a young person is usually con
sidered to be due to chronic viral hepatitis if haemolytic
disease can be excluded, but it is important to bear consti
tutional hepatic dysfunction in mind in the differential
diagnosis. This is particularly so because bed rest features
prominently in the management of viral hepatitis. These
problems are illustrated by the case now presented.

CASE REPORT

In October 1956 a 29-year-old European University lecturer
noted considerable fatigue and was exhausted at the end of each
of his lectures, when there was some discomfort in the right side
of the chest. This troubled him for another 6 weeks, when he
developed a pyrexial illness that lasted a few days. His practitioner,
noting that his urine was dark, found that he had mild jaundice,
and made a diagnosis of infective hepatitis. It was after this that
the patient became slightly nauseated-though he retained his
appetite-and developed intennittent discomfort in the right
upper quadrant. The stools were normal in colour and the urine
was dark only for a few days, while the temperatnre was elevated.
To the patient the illness was no different from attacks of influenza
from which he had suffered in the past. The serum bilirubin was
noted to be 2·2 mg.% (direct 1'3) at this time and 1·4 (direct
O' 9) 2 weeks later.

In spite of spending 6 weeks in bed his symptoms persisted,
and in February 1957 he again saw his practitioner, when the
bilirubin wa 2·0 (direct 0'7). Another 6 weeks in bed did not
produce much improvement, but the symptoms were at no time
severe.

He presented himself at Groote Sehuur Hospital on 16 April
1957. Physical examination was quite negative, save for extensive
lower-motor-neurone paralysis of the left arm, the result of an
attack of poliomyelitis in 1947. Icterus was not detected clinically,
and the urine was free of bile and urobilin, but the serum bilirubin
was 4· 0 mg. % with a negative van den Bergh reaction. Accordingly
he was admitted for further study. Again physical examination
was negative; in particular, the liver and spleen were not enlarged
and there was no hepatic tenderness. These signs were unchanged
after strenous exercise lasting 2 hours. The results of urine analysis
were negative. Examination of the blood revealed: Hb. 13· 5 g. %;
VPC 48%; WBC 10,000 per c.mm. with 76% polymorphs, 22%
lymphocytes and 2 % eosinophils. The erythrocyte sedimentation
rate was 4 mm. in the first hour (Westergren). A blood smear was
normal; there was no microspherocytosis.

Three further estimations of serum bilirubin were made over
the next 5 days. with a negative van den Bergh reaction .and
levels of 1.4, 1· 7 and 1· 5 mg. %. The last 2 figures were obtalDed
before and after 2 hours of exercise. The serum proteins were
albumin 5·6 and globulin 2·7 g.%; alkaline phosphatase 3·5
King-Armstrong units; cholesterol 200 mg. A bromsulfalein
test showed no retention of dye at 45 minutes. The prothrombin
index was 100. Osmotic fragility of the red cells was normal.
The reticulocyte count was 1· 2 %. Shumm's test for methaemal
buminaemia5 was negative. The direct Coombs test was negative.
An oral cholecystogram showed good function of the gall bladder;
there were no calculi. Liver biopsy was essentially normal.

The patient's symptoms responded well to reassurance and the
information that the tests perfonned had been nonnal.

DISCUSSIO

On reviewing the data in this case it becomes apparent
that there are no good reasons for confirming the original
diagnosis of viral hepatitis. In retrospect it seems that he
had chronic fatigue (see below) and a non-specific pyrexial


