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Annotation. Nephroptosis, or floating kidney, is a pathological condition characterized
by abnormal downward displacement of the kidney, most commonly observed in young, slender
women. The disorder develops due to weakening of the anatomical support system of the kidney,
loss of perirenal fat, abdominal wall laxity, trauma, or genetic predisposition associated with
connective tissue weakness. The clinical presentation varies from asymptomatic cases to severe
flank pain, hypertension, recurrent urinary tract infections, hydronephrosis, and progressive
renal impairment. Modern diagnostic methods, including ultrasonography, intravenous
urography, computed tomography, and renal scintigraphy, play an essential role in confirming
the diagnosis and differentiating nephroptosis from other abdominal and urological disorders.
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NPUYUHDBI, KIMHUYECKHUE NTPOABJIEHUA U JIEYEHUE HE®POIITO3A

Annomauusn. Hepponmo3s, uiu 6Jzy9fcdaiou4aﬂ nouKa, 3mo namoloc2u4ecKkoe CoCmosHue,
xapakmepusyrouieecsi namoiocudecCKum cmewenuem novku 6Hu3, dauje 6ceco Habnrooaemoe y
MOJIOObIX CmpOIZHle HCEHUIUH. 3abonesanue paseueaenicsi eceocmaeue ocrabnenus
aHaAMOMUYECKOU CUCTEMbL I’ZO()()epOfCKU no4ku, nomepu OKOJIONOYEYHOU ofcupoeoﬁ Kiemuyamku,
Opsibnocmu OPIOWHOU CMEHKU, MPABMbL UL 2eHeMUYecKol NPeopacnolONCeHHOCU, C8A3AHHOU
co cnabocmuvio COCOUHUMENBHOU MKAaHU. Knunuueckas Kapmuha sapvupyemcs om
beccuMnmomno2o meyenus 0o 6blpa9fC€HHOZZ 60]Zu 6 NOACHUYe, cunepnionuu, peuudueupymwux
uHgexkyuli  MouegblgooAWUX  nymet, 2uoponepoza U npozpeccupyioujeri  noueyHou
HeooCmamoyHoCcmu. COGp@MeHHbZe Memodbl ()MCIZHOCI’I’ZMKM, 6KJlIo4as  )ybmpda3eyKosoe
uccnedosanue, GHYMpUBEHHYIO ypocpaguto, KOMNbIOMePHYo momozpaguio u cyurmuepapuro
noOYeK, uepaiom BadiCHYI0 poib 8 NOOMBEPHCOeHUU OuacHo3a U ouggepenyuayuu Hepponmosa
om Opyaux ab0OMUHANTbHBIX U YPON02UUEeCKUX 3a001e8aHUl.

Knroueevie cnosa: Hegpponmos, bayscoarowasn Iouxa, Oxononoueynwiii Kup, Crabocmo
Coeounumenvuou  Tkanu, Ilepecu6 Mouemounuka, Benosnviti 3acmoii, [udponeghpos,
Penosackynapuas I'unepmen3sus.

Introduction

Nephroptosis, also known as floating kidney, is a pathological condition characterized by
the downward displacement or excessive mobility of the kidney from its normal anatomical
position. In recent years, this disorder has been increasingly recognized in the fields of urology
and nephrology as a relatively common problem, particularly among women. The higher
prevalence in females is often explained by anatomical and physiological factors, such as weaker
abdominal wall support and changes related to pregnancy and childbirth. The etiology of
nephroptosis is multifactorial. Contributing factors include weakening of the ligaments and
muscles that support the kidney, rapid weight loss leading to reduced perirenal fat, decreased
abdominal wall tone, trauma, and post-pregnancy changes. Depending on the degree of kidney
displacement, the clinical presentation may vary. In the early stages, nephroptosis is often
asymptomatic; however, as the condition progresses, patients may develop lumbar pain, urinary
disturbances, arterial hypertension, and general fatigue.
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If left untreated, nephroptosis can lead to complications such as hydronephrosis,
pyelonephritis, and secondary hypertension. Management strategies for nephroptosis include
both conservative and surgical approaches. Conservative treatment is typically effective in mild
cases and may involve physical therapy, the use of supportive bandages, and dietary
modifications. In more advanced or symptomatic cases, surgical intervention, most commonly
nephropexy, is required to restore and stabilize the kidney in its anatomical position. Early
diagnosis and appropriate treatment are essential for improving patient outcomes and preventing
long-term complications.

Main part

Nephroptosis, commonly referred to as “floating kidney,” is a pathological condition in
which the kidney descends more than 5 cm from its normal anatomical position during postural
changes. Historically, this condition was first described in the 19th century and remains a subject
of debate in nephrology and urology. Although often asymptomatic in early stages, nephroptosis
can cause significant morbidity in advanced cases, including pain, urinary obstruction, and
hypertension. The prevalence is notably higher in women, which is attributed to anatomical and
hormonal factors, as well as pregnancy-related changes. Understanding nephroptosis is clinically
important because it not only affects the urinary system but also contributes to systemic
complications. Modern diagnostic techniques and treatment methods have improved outcomes,
yet early recognition remains essential. The kidney is normally located in the retroperitoneal
space, between the T12 and L3 vertebrae, held in place by perirenal fat, renal fascia, and
surrounding muscles. It plays a vital role in maintaining fluid and electrolyte balance, regulating
blood pressure, and excreting metabolic waste. Stability of the kidney is crucial for its
physiological function. The support system includes Gerota’s fascia, perirenal fat capsule, and
abdominal wall musculature.

Any weakening of these structures may predispose the kidney to abnormal mobility.

Physiologically, minor displacement with respiration is considered normal; however,
excessive downward movement is pathological. A thorough understanding of renal anatomy and
supporting structures is necessary to explain the pathogenesis of nephroptosis and to differentiate
it from other renal disorders.

Nephroptosis is defined as an abnormal descent of the kidney of more than 5 cm when a
patient changes from supine to upright position. It is classified into three stages depending on the
degree of displacement and clinical manifestations. In Stage I, the lower pole of the kidney is
palpable upon deep inspiration; symptoms are minimal. Stage Il is characterized by descent of
the entire kidney below the costal margin in an upright position, often accompanied by pain.

Stage IlI, or advanced nephroptosis, involves significant displacement into the pelvis,
causing marked symptoms and complications such as hydronephrosis. This classification is
important for clinical decision-making, as management strategies vary depending on the stage.

The etiology of nephroptosis is multifactorial. Rapid weight loss, particularly loss of
perirenal fat, is one of the main risk factors. Multiple pregnancies and childbirth can weaken
abdominal wall muscles, increasing susceptibility. Traumatic injuries to the lumbar or abdominal
region may damage renal fascia or ligaments, predisposing to Kkidney mobility. Genetic
predisposition related to connective tissue disorders, such as Marfan syndrome, also plays a role.

Other causes include chronic heavy lifting, prolonged cough, and excessive physical
exertion. Epidemiological data show a higher incidence in slender women aged 20 40 years.
Understanding these etiological factors is crucial for prevention and early intervention.
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The pathogene3|s of nephroptosis involves structural weakening of renal support
mechanisms, leading to abnormal renal mobility. As the kidney descends, ureteral kinking may
occur, causing urinary obstruction and recurrent infections. Furthermore, renal artery stretching
can lead to renovascular hypertension due to activation of the renin—angiotensin—aldosterone
system. Prolonged obstruction results in hydronephrosis and progressive renal damage. Venous
congestion may also develop, contributing to hematuria and varicocele in male patients. The
combination of mechanical and vascular changes explains the variability of clinical presentations
and highlights why early diagnosis is necessary to prevent irreversible complications.

Clinical manifestations of nephroptosis depend on its stage. In early stages, patients may
remain asymptomatic. As the condition progresses, typical symptoms include dull aching pain in
the flank or lumbar region, which intensifies with standing and decreases when lying down.

Gastrointestinal symptoms such as nausea and abdominal discomfort may occur due to
ureteral obstruction. Hypertension, hematuria, and recurrent urinary tract infections are important
signs of advanced nephroptosis. Chronic cases can lead to hydronephrosis, recurrent
pyelonephritis, and progressive renal failure. Because symptoms often overlap with other
abdominal and musculoskeletal disorders, clinical suspicion must be supported by imaging.

Diagnosis of nephroptosis requires both clinical evaluation and imaging studies. Physical
examination may reveal a palpable kidney in standing position. Ultrasonography, especially
Doppler studies, helps assess renal mobility and blood flow. Intravenous urography remains a
classic diagnostic tool, showing downward displacement of the kidney on erect films. Computed
tomography and magnetic resonance imaging provide detailed anatomical information and are
increasingly used. Nuclear scintigraphy can assess renal function and drainage. Differential
diagnosis should rule out renal tumors, congenital anomalies, and other causes of flank pain. A
combination of clinical suspicion and radiological confirmation ensures accurate diagnosis.

Treatment strategies are based on disease severity and patient symptoms. Conservative
treatment, including weight gain, abdominal binders, and physical therapy, is effective in mild
cases. In advanced cases with pain, obstruction, or hypertension, surgical nephropexy is
indicated. Laparoscopic nephropexy is now considered the gold standard due to its minimally
invasive nature, reduced hospital stay, and favorable outcomes compared to open surgery. Long-
term prognosis depends on timely intervention. Untreated nephroptosis may lead to
hydronephrosis, chronic infections, and renal insufficiency. With appropriate treatment, most
patients achieve symptom relief and preservation of renal function.

Conclusion

Nephroptosis is a clinically significant but often underdiagnosed condition characterized
by abnormal kidney mobility. The disorder arises from a combination of anatomical,
physiological, and acquired factors such as rapid weight loss, multiple pregnancies, trauma, and
connective tissue disorders.

Pathogenetically, nephroptosis leads to ureteral kinking, vascular stretching, and venous
congestion, which may result in pain, recurrent infections, hypertension, and progressive renal
dysfunction. Clinical presentation is variable, ranging from asymptomatic forms to severe
complications, necessitating careful diagnostic evaluation.

Modern imaging techniques such as Doppler ultrasound, intravenous urography, and
computed tomography play a crucial role in confirming diagnosis and assessing renal function.

Management depends on the stage and clinical severity.
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Conservative treatment, including physical therapy and abdominal support, remains
effective in mild cases, whereas surgical nephropexy particularly laparoscopic approaches offers
excellent outcomes for advanced disease.

Prognosis is generally favorable with timely recognition and intervention, but delayed
diagnosis may lead to irreversible renal damage. Therefore, increased clinical awareness, early
screening in at-risk groups, and individualized treatment strategies are essential to improving
patient outcomes and preventing long-term complication
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