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followed by CT KUB might easily give a false impression 
of a ureteric calculus causing obstruction, as presented 
in a given scenario.
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Obstructive uropathy: Is it 
always urolithiasis?
Sir,
A 54-year-old diabetic female was admitted with left lank 
pain and high grade fever since 4 days. Ultrasonography 
showed left hydronephrosis with proximal ureteric 
dilatation. The patient was treated with intravenous 
broad spectrum antibiotics and her sugar levels optimized. 
Urinanalysis showed field full of pus cells. The renal 
function tests were deranged (blood urea 84 mg/dl, 
serum creatinine 2.1 mg/dl). Total leukocyte counts 
were 18,000/mm3. Noncontrast computed tomography 
(CT) scan KUB showed a radiodense shadow at the 
level of L3 vertebrae in left ureter causing proximal 
hydroureteronephrosis [Figure 1]. The patient was 
posted for uretero-renoscopic lithotripsy of the calculus. 
However, on ureteroscopy a necrosed renal papilla was 
found impacted in the proximal ureter [Figure 2a]. It 
was removed and a Double J stent was placed. The 
necrosed papilla with calcification was confirmed on 
histopathologic examination [Figure 2b]. The total 
white blood cells counts reduced to normal limits on 1st 
postoperative day (POD) and she was discharged on POD 
2 on oral antibiotics.

Renal papillary necrosis (RPN) is a clinical condition that 
arises due to impairment of blood circulation to papillary 
tip of renal medulla due to diabetes mellitus, sickle cell 
disease, pyelonephritis, renal vein thrombosis, analgesic 
abuse, genitourinary tuberculosis and obstructive 
uropathy. In many situations, these clinical conditions 
might be found in isolation or in combination with 
each other. Renal allograft (cadaver donor more than 
live donor) after kidney transplantation is also prone to 
this condition[1,2] owing to acute rejection due to fungal 
infections.[3,4]

The diagnosis of RPN remains challenging. Previously, 
intravenous urography was commonly performed 
in such situation. In recent times, CT urography has 
proved to be much more informative in diagnosing 
RPN. Thinner sections, and reconstructed imaging 
with multidetector row CT has further taken us a step 
closer in documenting this condition.[5,6] Necrosed renal 
papilla might get calcified prior to detachment and 
subsequently lead to obstructive uropathy after getting 
impacted anywhere in ureter. Ultrasound at this point, 
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Figure 1: A coronal image showing a radio dense shadow in left proximal 
ureter

Figure 2: (a) An endo-urologic view of the necrosed papilla in ureter. 
(b) A microscopic view of papilla showing crystalline material embedded 
in amorphous background tissue
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showed a glomerular filtration rate of 89 ml/min and 
non‑obstructed normal functioning kidneys.

Surgical approach was via a left flank incision. The vascular 
pedicle was dissected, and the lower polar artery and vein 
were isolated. The isthmus was transacted, and suture ligated 
[Figure 1]. After perfusion, the kidney was transplanted, 
with the renal vein anastomosed to the external iliac vein 
and the main renal artery to the internal iliac artery. The 
lower renal artery was anastomosed to the right deep 
inferior epigastric artery. There was no intraoperative or 
postoperative complication. Patient was discharged on the 
7th day after surgery with a creatinine level of 1.0 mg/dl.

Surgery of horseshoe kidney is generally complex as 
it is frequently associated with vascular and ureteral 
abnormalities. Owing to the complex vascular and urinary 
collection system abnormalities, 17 of 80 kidneys in 
deceased donors could not be transplanted after division.[2] 
Only a third of all horseshoe kidneys contain a single renal 
artery per side.[3] During the separation of a fused renal 
isthmus, the urinary collection system may be injured, and 
a urinary fistula may develop.[2] All of these factors make 
separation of horseshoe kidney difficult in living donors.

In literature, there are only a few case reports of using 
horseshoe kidney in living donors.[4,5] In living donors, the site 
to divide the kidney should be made only after the vascular 
and collecting system anatomy have been meticulously 
evaluated preoperatively using CT angiography.[5]

The routine use of CT angiograms helps in the delineation 
of vascular and urological anatomy in the evaluation of 
donors. Horseshoe kidney can be successfully used as donor 
kidney for live renal transplantation with good results if 
vascular and collecting system anatomy is amenable to 
transplantation. This may expand the living donor pool.

Expanding the living renal 
donor pool by using a 
horseshoe kidney
Sir,
In India, deceased kidney transplantation accounts 
for <2% of all transplants.[1] Shortage of donors has led to 
kidneys with congenital anatomical variations being used 
for renal transplantation. The most common anatomical 
variation of kidney is the horseshoe kidney.

A 49‑year‑old diabetic and hypertensive man 
on hemodialysis were referred to us for a renal 
transplantation. The only donor was his 44‑year‑old 
wife with a horseshoe kidney with double renal 
arteries and veins. The isthmus was supplied by the 
left lower polar artery arising from left common iliac 
artery and was draining through both side lower polar 
veins. A  diethylene triamine penta‑acetic acid scan 

Figure 1: Donor nephrectomy specimen showing transected isthmus and 
two renal arteries
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