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Renal Cell Carcinoma in an Ectopic Kidney:
Case Report

Ektopik Bébrekte Renal Hticreli Karsinom:
Olgu Sunumu
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SUMMARY

Ectopic kidney is a rare congenital anomaly. lts atypical symptomatology causes a diagnostic as well as therapeutic dilemma.
Tumors arising within an ectopic kidney are also uncommon and may be difficult to diagnose. We present a case of renal cell
carcinoma in an ectopic kidney. Although several conventional imaging techniques were used to define the mass, each provided
limited information and definite diagnosis was just possible with the pathological examination of the spesimen.
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OzZET

Ektopik bdbrek nadir bir konjenital anomalidir. Atipik semptomlari tanisal ve tedavisel karigikliga sebep olur. Ekitopik
bébrekten gelisen timdrler de nadirdir ve tani konmasi glic olabilir. Bu ¢alismada ektopik bobrekte gelisen bir renal hiicreli
karsinom bildirilmistir. Kitlenin tanimlanmasi icin dedisik bircok konvansiyonel gériintileme yéntemi kullanildiysa da, her biriyle
sinirll diizeyde bilgi edinilebildiginden, kesin taniya ancak spesimenin patciojik incelenmesi sonrasinda ulagilabilmistir.

Anahtar Kelimeler: Ektopik bébrek, renal hticreli karsinom.

INTRODUCTION Since the diagnosis of an ectopic kidney is often an
incidental finding on radiography or at surgery, most
renal ectopia are asemptomatic (4). However, a pelvic
kidney can present as an abdominal mass. In a study
of 61 cases of pelvic kidney Kyroigeonias et al. found
that the most common findings were; palpable mass,
31%; abdominal pain, 27%; microscopic hematuria,
24%; bladder symptoms, 22%; renal colic in ectopic
kidney, 19%; gross hematuria, 18%; gastrointestinal
symptoms, 16%; pelvic symptoms in women, 13% and
hypertension and renal failure, 3% (6). Renal stones
and ureteropelvic junction disease are also among the
most frequent lesions encountered. Other complicati-
ons are hydronephrosis, renal abscess and renal
cysts. It has been shown by Gleanson et al. in 1994

Congenital malformations of the urinary system
are present in 10% of the all births (1). The ectopic
kidney in the presacral position can occur in 1 of 800
subjects (2).

The final resting site of the kidney determines the
location of the renal ectopia. A pelvic or presacral kid-
ney is within the true pelvis, opposite the sacrum and
below aortic bifurcation with a short ureter and aber-
rant blood supply (3). The lumbar kidney is located
opposite the sacral promontory in the iliac fossa and
anterior to the iliac vessels. An abdominal kidney is
found adjacent to the second lumbar vertebra and
above the iliac crest (4). There is no single most pre-
ferred location for the ectopic kidney (5).
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that ectopic kidney is more susceptable to hydroneph-
rosis and calculus formation, but the frequency of
other diseases is not different than the usual (7).

Bilaterality of ectopic kidneys are seen only in
10% of renal ectopia. The contralateral kidney is fre-
quently normal but may have some congenital
defects (8). The incidence of contralateral agenesis is
found to be rather high by Malek and collagues in
1971 (9). Skeletal and cardiac systems are among
the other organ systems most frequently involved
(10). Malposition of the colon may be a clue to the
ectopic position of a lumbar or pelvic kidney. Crossed
renal ectopia are more frequent in men and on the left
side (11). Clinically renal ectopia is more readily
recognised in females because they undergo urora-
diologic evaluation more frequently than males.

CASE REPORT

A 66-year-old man was referred to our hospital for
the evaluation of abdominal mass. The patient had no
significant medical or surgical history. He had been
presented to another hospital with the complaints of
weight loss, abdominal pain, fever, macroscopic
hematuria and palpable abdominal mass. It was defi-
ned as a centrally necrotic, 17 x 14 cm sized, irregu-
lar mass within left lower quadrant at computed
tomography (CT) (Figure 1). Besides, during the exa-
mination left kidney didn't show any contrast uptake
and right kidney was in normal localisation with nor-
mal excretory function. Colour doppler ultrasonog-
raphy revealed that both iliac arteries was compres-
sed by the mass without any evidence of invasion.
Blood biochemistry, colonoscopy and thorax CT were
all normal. Intravenous pyelography showed that left
kidney was not functioning and the right kidney and
its collecting system and ureter was normal. At ultra-
sonographic examination left kidney was not present
at its normal localisation. Instead, there was a 138 x
131 mm sized, heterogenous, centrally necrotic mass
in the pelvic region. The physical examination revea-
led a healthy looking man with a palpable mass wit-
hin left lower quadrant of the abdomen.

At the operation through midline incision; the
mass was located in the left lower quadrant at the
level of iliac bifurcation and sigmoid colon was adhe-
rent to the mass from its mesentery. The renal artery
was originating from left common iliac artery. Total
excision of the mass containing left hypoplastic ecto-
pic kidney with partial sigmoid colon resection was
possible and the bowel continuity was constructed
with end to end colo-colonic anastomosis.

Histopathologic examination confirmed that; the
origin of the mass was a nuclear Furhman grade 3
renal cell carcinoma and sigmoid colon itself was not
infiltrated by the tumor (Figure 2).

Figure 1. Contrast-enhanced two-dimentional axial CT
images. (A) Renal mass and soral contrast material
seen in the upper parts of the mass.
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Figure 2. Pathologic evaluation of the left kidney.

Histopathologic examination confirmed renal cell car-
cinoma in the kidney (HE x40).
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Neither 13 lymph nodes from the mesocolon, nor
4 lymph nodes from perirenal tissue contained metas-
tasis. No adjuvant treatment was given by depari-
ments of medical oncology and radiotherapy and the
patient is under control program without any eviden-
ce of local recurrence and metastasis for 24 months.

DISCUSSION

Renal ectopia can present itself just with abdomi-
nal pain and is a predisposing situation to pathology
in the genitourinary system (12). Ureter is usually
shorter and sometimes tortuous and this anatomic
variation predisposes to obstruction and bacterial
infections. Vascular supply is always anomolous
depending on the kidney's final resting site. In a case
report of an ipsilateral ectopic kidney, a common ori-
gin of both the inferior mesenteric and single main
renal artery was also being reported (13). The ureter
usually enters the bladder with normally situated ori-
fice on the same side of the kidney. In our case; the
renal artery was originating from left common iliac
artery and ureter could not be observed within the
mass.

Presacral kidney with normal function requires no
treatment. If the kidney is non-functioning, surgical
intervention is often required.

There appears to be no increased risk of malig-
nancy within an ectopic kidney (4). The incidence of
neoplasms in the horseshoe kidneys is estimated to
be 1% to 12% and more than 50% of them are renal
cell carcinomas (14). However, it is not possible to
give an increased incidence ratio for carcinomas in
the ectopic kidneys with our current experience and
knowledge. A metastatic carcinoma of the gallbladder
due to renal cell carcinoma in the ectopic kidney has
been reported in the literature (15). In the evaluation
of a patient with right lower quadrant mass, metasta-
sis to an ectopic kidney has also been reported (16).

Renal ectopia can present with non-spesific
vague abdominal complaints. Early detection and
recognition of an ectopic kidney can prevent the long
term complications. Malignancy in an ectopic kidney
is a rare event but should be kept in mind for a pati-
ent with a mass in the pelvic region without normally
located kidneys. In case of a solitary ectopic kidney,
removal of the mass in the pelvic region without exa-
mining the other kidney may result with disaster. To
avoid this, the mass must be accurately examined
with multiple imaging techniques. Then the mass can
be removed with similar application of oncological
principles for isolated renal masses.
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