
Steiner M, Quilan D, Goldam SM, Millmond S, Ha-
llowell MJ, Stutzman RE. et al. Leiomyoma of the 
kidney: presentation of 4 new cases and the compu-
terized tomography. J.Urol, 1990; 43: 994-998.
Cortadellas AR, Castellanos Acosta RI, Guzmán 
Fernández A, Pérez Herms S, Munne A, Benkirane 
H. et al. Leiomioma de cápsula renal. Presentación 
de un caso y revisión de la literatura. Arch.Esp.Urol, 
1992; 45: 478-480.
Belis J, Post G y Rochman S. Genitourinary leiom-
yomas. Urol, 1979; 13: 424-429.
Xipell J M. The incidence of benign renal nodules 
(a clinicopathologic study). J.Urol, 1971; 106: 503-
506.
Selli C, Masi A y Vanni L. Conflicting aspects of 
renal leiomyoma with different imaging techniques.
Urol.Int, 1992; 48: 219-222.
Protzel C, Woenckhaus C, Zimmermann U y Kle-
bingat K J. Leiomyoma of the kidney. Differential 
diagnosis aspects of cell carcinoma with increasing 
clinical relevance. Urologe, 2001; 40: 384-387.
Bostwick D y Cheng L. Urologic Surgical Pathology. 
Páginas: 77-173. Mosby-Elsevier; 2ª edición, 2008.
Montoya Lirola MD, García Tabar PJ, Gutiérrez 
Díez JM, Ateca Díaz-Obregón R, Berreteaga Gallas-
teguiJR y Peña Arza, M. El leiomioma renal sinto-
mático. Arch.Esp.Urol, 1993; 46: 833-835.
Nagar AM, Raut AA, Narlawar RS, Bhatgadde VL, 
Rege S y Thapar V. Giant renal capsular leiomyoma: 
study of two cases. Br.J.Radiol, 2004; 77: 957-958.
Clemente Ramos CM, Candia Fernández A. y Allo-
na Almagro A. Leiomioma renal sintomático: una 
masa renal de difícil diagnostico. Actas.Urol.Esp, 
2003; 27: 546-550.

**1.

**2.

**3.

*4.

**5.

**6.

**7.

*8.

*9.

*10.

REFERENCES AND RECOMMENDED READINGS
(*of special interest, **of outstanding interest)

811
ASSOCIATION OF CROSSED RENAL ECTOPIA AND AORTIC ANEURISM. CASE REPORT

Case Reports

Arch. Esp. Urol. 2010; 63 (9): 811-816

ASSOCIATION OF CROSSED RENAL ECTOPIA 
AND AORTIC ANEURISM. CASE REPORT

Javier Fermin Barba Abad, Luis Romero Vargas, Egoitz 
Tolosa Eizaguirre, Anibal Rincon Mayans, David 
Rosell Costa, Jose Enrique Robles Garcia and Ignacio 
Pascual Piedrola.

Urology Department. Clinica Universidad de Navarra. 
Navarra. Pamplona. Spain.

@ CORRESPONDENCE

Javier Fermin Barba Abad 
Departamento de Urología 
Clínica Universidad de Navarra
Avda. Pío XII, 36
31008 Pamplona. (Spain).

javiferbar@hotmail.com.

Accepted for publication: December 23rd, 2009.

Summary.- OBJECTIVE: Renal malformations are rare 
entities and rarely have clinical consequences. Crossed 
renal ectopia has an incidence of 1/2.000 autopsies. 
The association with aortic aneurysm is even more 
exceptional. 

METHODS: We present our case and perform a 
bibliographic review.

RESULTS: To date and in our knowledge , seven cases 
of crossed renal ectopia associated with aortic aneurysm 
were described on the literature. This malformation makes 
the treatment of the aneurysm more complex. The possibility 
of renal function decrease caused by injuries to the renal 



Resumen.- OBJETIVO:  La malformación renal es una en-
tidad poco frecuente y rara vez tiene traducción clínica. La 
ectopia renal cruzada tiene una incidencia de 1 de cada 
2.000 autopsias. Su asociación con un  aneurisma aórtico 
es todavía más excepcional. 

MÉTODOS: Presentamos nuestro caso y revisamos la lite-
ratura.

RESULTADOS: Hasta la fecha y en nuestro conocimiento 
hay descritos 7 casos de ectopia renal cruzada con fusión 
asociados a aneurisma aórtico. Este fenómeno hace que 
el tratamiento del aneurisma sea más complejo pudiendo 
ocasionar una disminución de la función renal por lesiones 
en su vascularización. Para evitarlo, la vascularización re-
nal debe ser estudiada preoperatoriamente mediante prue-
bas como la RM, el Angio-Tac o la Arteriografía. Durante 
la intervención sobre la aorta se deben realizar técnicas de 
conservación vascular y se debe de minimizar el tiempo de 
isquemia renal.

CONCLUSIONES: La asociación de riñón ectópico cru-
zado y aneurisma de aorta es un evento raro. La cirugía o 
procedimientos  sobre la aorta no tienen por qué acarrear 
una perdida de función renal  importante y ésta debe ser 
prevista antes de la intervención. 

Palabras clave:  Ectopia renal cruzada. Aneurisma 
aórtico. Malformación renal.

INTRODUCTION
 
The renal malformations are a slightly frequent entity 
and they rarely have clinical consequences. The renal 
crossed ectopia is the second anomaly in frequency of 
renal fusion  after the horse-shoe kidney. It has an inci-
dence of 1 of every 2.000 autopsies and 1 of every 
1.000 newborns (1).

Several types are described: With fusion (85-90 %), 
without fusion (5-10 %), unilateral and bilateral. Accor-
ding to the fusion morphology the ectopia is described 
as sigmoid or s-shaped kidney, lump kidney, l-shaped 
kidney and disc kidney.

They are normally discovered incidentaly in medical 
check up or in radiological image techniques requested 
for other pathologys evaluation. They usually don´t have 
any influence on patient´s survival and they rarely need 
treatment.

The incidence of aortic aneurysms ranges between the 
1,8 and 6,6 % of autopsies and they suppose the14º  
reason of death in the USA. It suppose a more common 
pathology and constitutes an important part of the vas-
cular surgery activity (2).

The association of these two anomalies is a really excep-
tional phenomenon. The coexistence of these two malfor-
mations, suppose a challenge for the surgeon and often 
his treatment requires a multidisciplinary boarding.

CASE REPORT

A 54-year-old patient comes to the urology consulta-
tion presenting a macrocospic hematuria episode. The 
physical exploration showed a pulsatile mass in meso-
gastrium. Vesical ultrasound was realized and two exo-
phytic formations with a maximum diameter of 2,5 cm 
,suggestive of urothelial tumour, were visualized The 
flexible cystoscopy confirmed the diagnosis and the tran-
surtretral resection was indicated.

After the intervention the anatomopathologic analysis 
showed a slightly differentiated urothelial carcinoma, 
with glandular differentiation and muscular infiltration 
(pT2, G4). The surgical treatment proposed was the ra-
dical cystovesiculoprostatectomy.

In the extension study no signs of local or distant dissemi-
nation were  observed. Incidentally a renal abnomality 
consisting in a crossed renal ectopia with fussion of the 
right kidney with the left one (Figure 1). CT image that 
show the crossed renal ectopia with fussion of the right 
kidney with the left one and the aortic aneurysm ). An 
abdominal aortic aneurysm was also found. The aneu-
rysm size was 8 x 4,9 cm, with a wall thrombus that was 
originating at 5,7 cm of the origin of the renal arteries 
and it was spreading up to the bifurcation iliac vessels . 
Two arterial branches of the ectopic kidney were coming 
from the wall of the aneurysm (Figure 2). Three-dimen-
sional reconstruction of the crossed renal ectopia and 
aortic aneurysm. Two arterial branches of the ectopic 
kidney were coming from the wall of the aneurysm).

The possibility of realizing in the same surgical act a 
correction of the aneurysm and the cystoprostatectomy 
was rejected because of the clinical situation of the pa-
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arteries during the surgical procedure is always present. 
Because of this risk of injury of the kidney during surgery 
preoperative evaluation of the vascularization must include 
image technologies as the MRI, CT-angiography or 
conventional arteriography. During the aortic intervention 
vascular conservation must be performed and it is necessary 
to minimize the time of renal ischemia.

CONCLUSIONS: The association of crossed renal ectopia 
and aortic aneurysm is a rare event. The surgical intervention 
of the aorta does not have to necessarily originate a loss of 
renal function. Anyway the worsening of the renal clearance 
must be foreseen.

Keywords: Crossed renal ectopia. Aortic aneurysm. 
Renal malformation.



tient and the big complexity of both surgeries. Finally the 
percutaneous boarding was choosen  because it suppo-
se a less aggressive procedure and in addition it would 
facilitate the later  intervention. We assumed a possible 
loss of renal function caused by the prothesis collapse of 
the aortic branches that were departing from the wall of 
the aneurysm going towards the ectopic kidney.

The vascular surgery service performed the placement of 
the aortic prothesis. Renal dynamic gammagraphy was 
realized preoperatively in order to quantify the loss of 

renal function. For the quantitative study, two areas of in-
terest were delimited, a major size area on the top of the 
renal mass corresponding to the left kidney and a lower 
area of minor size corresponding to the ectopic kidney. 
The vascularization of this area was coming from the 
lowest part of the aorta coinciding with the aneurysm. 
The lower zone presented a limitation of the arrival of 
the radiodrug in the vascular and parenquimatous pha-
ses, with an obstructive excretory curve. The differential 
function percentage was 73,7 % of the left kidney vs. 
26,3 % of the ectopic kidney.
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FIGURE 1. CT image that show the crossed renal ectopia with fussion of the right kidney with the left one and the aortic 
aneurysm.

FIGURE 2. Three-dimensional reconstruction of the crossed renal ectopia and aortic aneurysm. Two arterial branches of the 
ectopic kidney were coming from the wall of the aneurysm.



A lower placement of the prothesis was tried to avoid 
the collapse of the branches proceeding from the aorta. 
In spite of it the postoperative gammagraphy showed a 
practically total functional anullation of the ectopic ki-
dney. The differential function of the left kidney region 
was 93 % opposite to 7 % of the portion corresponding 
to the ectopic kidney (Figure 3). Renal dynamic gamma-
graphy pre and postintervention. The postoperative ga-
mmagraphy shows a loss of function of the inferior ecto-
pic kidney). One month later a radical cystectomy and 
orthotopic substitution was realized with an anatomopa-
thologic result of slightly differentiated transitional cells 
carcinoma with muscular affection (pT3a, pN0, G3). In 
the 3 months review the creatinine was 1.2 mg/dl.

DISCUSSION

When a kidney crosses the middle line and places in the 
opposite side to the insertion of his ureter in the bladder, 
this condition is known as crossed renal ectopia. In 85-
90 % of the cases the ectopic kidney fuses with the or-
thotopic kidney and this entity is known as crossed renal 
ectopia with fusion. It has an incidence of 1 of every 
2.000 autopsies. This malformation meets more frequen-
cy in males (1).

They are normally  asymtomatic cases and they usually 
appear incidentally. They are associated to other ano-
malies (muscle and bones, imperforated anus, cardio-
vascular, myelodisplasy, vesicoureteral reflux, multicystic 
displasia, testicular...) (3).

The fusion that we meet with more frequency is that of 
the superior pole  of the crossed kidney with the inferiror 
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pole of the orthotopic kidney (unilateral fusion). Mc Do-
nald and McClellan in 1957 classified the renal ectopia 
in four types. The type A corresponds to the crossed re-
nal ectopia with fusion, the type B to the crossed renal 
ectopia without fusion, the type C to the unique renal 
crossed ectopia and the type D to the bilateral renal 
crossed ectopia. Our case would be an A type (4). Nor-
mally the ureter of the ectopic kidney crosses the middle 
line and enters the bladder in his normal position. The 
renal pelvises are placed anteriorly by an incomplete 
rotation. The vascular support also can cross the middle 
line (5).

The ectopic kidneys can receive the vascularization from 
the aorta or even the iliac vessels (6,7). The number of 
branches also can be very variable. This capricious cha-
racter requires an exhaustive study of the vessels with 
preoperative image techniques. These vascular anoma-
lies are important and influential in the approximation 
and treatment of these patients. The venous drainage is 
usually anomalous but it is not as important for the future 
surgery (8).

The position of the ureter also can lead us to error. Even 
the normal finding is that the ectopic ureter reach the 
bladder in his right position, his abnormal way among 
the retroperitoneum can confuse the surgeon during the 
procedure. For this reason many authors place a urethe-
ral catheter before the intervention.

The literature contributes with a very small amount of 
cases of crossed renal ectopia with fusion and an aortic 
abdominal aneurysm associated. Up to the date there 
are 7 cases described with the mentioned characteristics 
and one more with no fusion of both kidneys (9).

FIGURE 3. Renal dynamic gammagraphy pre and postintervention. The postoperative gammagraphy shows a loss of 
function of the inferior ectopic kidney. 



The case that we sense beforehand is specially interes-
ting because besides these two malformations the patient 
presents an urologic tumour that concerns the bladder. 
Up to the moment there are no published cases that join 
the three diseases. These three pathologies required a 
less conventional treatment and a detailed preopertive 
study with a multidisciplinary boarding.

The fact that part of the ectopic kidney vascularization 
was coming from the aneurysm wall made easier to cau-
se a decrease of the renal function during the aortic sur-
gery. To avoid the injury the renal vascularization was 
studied with an CT-angiography and three-dimensional 
reconstructions were realized to obtain a major anatomi-
cal precision. The ultrasound, the MR and the conventio-
nal arteriography are other image proofs can also help 
in the approximation of this type of pathology (10,11).

The election technique to treat the aneurysm would have 
been the open surgery because it allows a better preser-
vation of the vessels minimizing the renal damage. The 
literature pleads for interventions among the aorta with 
vascular conservation techniques minimizing the renal 
ischemia time (12,13). The vessels must be respected 
realizing arterial reanastomosis or by-passes. Some au-
thors use hipothermic perfusions of 4 C º Ringer’s solu-
tion to protect the kidney. In spite of all the surgery must 
be realized cautiously  because the preoperative image 
techniques can unnotice small vessels.

We refused to realize both intervention in the same sur-
gery because of the high complexity of both procedures 
and the increased risk of infection and postoperative 
morbidity. We also refused the open surgery for the 
aneurysm treatment because of the the need to perform 
the radical cistectomy in a second time and there were 
an increased risk of infection of the prothesis with a con-
taminated surgery.

The diuretic gammagraphy showed us an ectopic kidney 
with a poor renal function. For this reason we decided 
to perform an endovascular procedure sacrificing part 
of the vessels that arrived to this non functioning ectopic 
kidney. 

Nevertheless in case of these endovascular procedures 
the placemnet of the prothesis not always carry a loss of 
all the branches proceeding from the aneurysmatic wall. 
In this case a lower placement of the prothesis was tried 
leaving the minimal number of excluded vessels. In spite 
of it, a loss of renal function was produced as the posto-
perative gammagraphy showed. Anyway in the three 
months review he only presented a very slight degree of 
renal insufficiency with a creatinine of 1.2 mg/dl.

CONCLUSIONS

The association of ectopic crossed kidney and an aortic 
aneurysm is a rare event.
The surgical inervention among the aorta does not have 
to originate necessarily a loss of renal function. Anyway  
the worsening of the renal clearance must be foreseen.

The renal diuretic gammagraphy is the gold standard te-
chnique to quantify the preoperative renal function and 
it is helpful to decide the boarding of the future interven-
tion.

The renal vascularization must be a studied in the pre-
opertive period with image techniques as the MR, the CT-
angiography or even the conventional arteriography.

During the intervention among the aorta, vascular con-
servation techniques must be performed and it is neces-
sary to minimize the renal ischemia time.
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