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anormal collecting svstem. Meanwhile partial fusion of
the tw o Mulleran ducts gives rise to the primitive uterus
and Fallopian tubes. The uterus is initially bicornuate,
later becomes septate and attains normal morphology
by the 5 month.

Thus anyv teratogenic mfluence or developmental
aberration at this point of space and time could logically
lead to the association of an ectopic kidney and a
maltormed genital tract.

Morphologically. the ectopic kidney is usually
smaller than normal, with persistent fetal lobulations,
and tacing anteriony. The ureter’s length is usually less,
correspondimy to its proximity to the bladder. The
vascular supply is anomalous, from the distal aorta or
its biturcating branches. Hydronephrosis is present in
halt the cases,

The ectopic Kidnev is distinguished from

nephroptosis by its relative fixity, due to its short ureter
and abnormal vascular pedicle.
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While an ectopic usually
asymptomatic, it may come to light:

I, Durmg anintertility workup

2. Asan abnormal pelvic mass found on examination

ofasymptomatic patient.

kidney s

3. Due to urcteric colic of atypical distribution (often
misdiagnosed as “appendicitis” or “PID")

4. Onevaluaton of recurrent UTI

5. Asanabnormal mass due to hydronephrosis

Thus the pelvic kidney, while usuallv a benign
entity, can sometimes cause serious difficulties mcluding,
svmptomatic hydronephrosis, urinary caleuli or rarcly
dystocia. Possible mjury during the course ot labour
could be prevented by early recognition and Caesarcan
section, if indicated. The worst complication wouid
probably beits removal by mistake as a pelvic neoplasm.
This should not happen with modern imaging
techniques. Routine palpation of the renal tossac when
faced with an abnormal pelvic mass would probably
prevent much of this confusion.



