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lump of size 10 cm × 4 cm on the right lower quadrant. 
Transabdominal ultrasound showed two fused kidneys 
which had malrotated pelvicalyceal system forming 
an “S” shaped anomaly called sigmoid kidney, type of 
crossed fused renal ectopia [Figure 1]. A grossly dilated 
tortuous tubular structure representing a persistent 
ureteric bud was seen at the base of the urinary bladder. 
Transrectal ultrasonography showing the opening of 
the lower end of the tubular duct into the prostatic 
urethra was seen. Intravenous pyelography (IVP) and 
micturating cystourethrogram showed a single ureter 

Crossed fused renal ectopia 
with Wolffian duct anomaly
Sir,
A 50‑year‑old man presented with lower abdominal pain 
since 6 months. Physical examination revealed a palpable 

Figure 1: Transabdominal ultrasound showed the presence of two kidneys 
fused at the pole on the right side and an empty left renal fossa. The fused 
kidneys had malrotated pelvicalyceal system forming an “S” shaped 
anomaly called sigmoid kidney. A grossly dilated tortuous tubular structure 
representing a persistent ureteric bud was seen at the base of the urinary 
bladder. It continued upward superiorly and on crossing midline ended in 
blind pouches near the aortocaval region, one of which was abutting the 
upper pole of the fused kidneys

Figure  2: On magnetic resonance imaging  (coronal, sagittal, and axial 
views) studies, the blind ending ureteric duct showed hyperintense signal 
on T1 and T2 sequences but a relatively low signal intensity to that of the 
pelvicalyceal system of the crossed fused kidneys and was not suppressed 
on stir sequence. The lower end of left ureteric duct is opening into the 
prostatic urethra

Nitin
Rectangle



Letters to Editor

233Indian Journal of Nephrology� May 2016 / Vol 26 / Issue 3

on the right which drained both the crossed fused renal 
moieties. The tubular structure previously mentioned 
was nonopacified on IVP. On magnetic resonance 
imaging  (coronal, sagittal, and axial views) studies, 
the blind ending ureteric duct showed hyperintense 
signal on T1 and T2 sequences but a relatively low 
signal intensity to that of the pelvicalyceal system of the 
crossed fused kidneys and was not suppressed on stir 
sequence [Figure 2]. The clinical symptoms were related 
to dilatation of the duct. The patient had no history 
of urinary or infertility complaints. The patient was 
suggested surgery, but he refused further investigations 
and treatment.

This is a case showcasing a rare association of sigmoid 
kidney on the right, absent seminal vesicle, and vas 
deferens on the left, along with obliteration of upper 
end of left ureteric bud. The sigmoid kidney is a subtype 
of crossed renal ectopia. There have been at least two 
cases of crossed renal ectopia with a ureterocele.[1] 
The crossed fused variety of renal fusion anomalies 
involves the two fused kidneys located on one side of 
the vertebral column. It has an incidence of 1:1300–
1:7500,[2] lesser than that of horseshoe subtype. It has a 
male to female predominance of 3:2. It is more common 
to see the left kidney shift its location to the right and 
fuse with the right kidney.[3] Crossed fused ectopia has 
been further classified into several categories depending 
on what extent the fused kidneys are anatomically 
oriented.[4]
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Renal cortical necrosis: 
A life‑threatening 
manifestation of primary 
antiphospholipid antibody 
syndrome
Sir,
The kidney is a major target organ in antiphospholipid 
antibody syndrome  (APLAS).[1] A 28‑year‑old female 
patient with a history of three first trimester abortions 
presented with decreased urine output for 2  weeks 
following an episode of fever. She was hypertensive for the 
past 4 years and was on irregular treatment. On admission, 
her serum creatinine was 7.4 mg/dl, urine examination 
showed 3+ albuminuria and active urinary sediments, 
and ultrasonography revealed normal sized kidneys. 
Antinuclear antibody and anti‑dsDNA were negative, 
C3, C4 levels were normal. Lupus anticoagulant and 
anticardiolipin anticoagulants were positive. The patient 
was dialyzed, and renal biopsy was performed which 
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