
Conclusion

After exclusion of any underlying pathology in

persistent appendiceal fistula, the simplest procedure of

fistula tract excision and primary repair might be considered

as operative procedure.

References
1. Helmer KS, Robinson EK, Lally KP, Vasquez JC, Kwong KL, Liu TH, et al.

Standardized patient care guidelines reduce infectious morbidity in appendectomy

patients. Am J Surg 2002; 183: 608-13.

2. Cooperman M. Complications of appendectomy. Surg Clin North Am 1983;

63: 1233-47.

3. Ali N, Javaid A. Role of tube cecostomy in preventing post appendectomy abscess

and fistula formation. Pak J Med Sci 2005; 21: 285-8.

4. Deaver JB. Appendiceal fecal fistula. Ann Surg 1924; 80: 56-7.

5. Finlay D J, Doherty G M. Acute abdominal pain and appendicitis. In: Washington

Manual of Surgery. Washington University School of Medicine. Lippincott

Williams & Wilkins 2002; 265.

6. Teubner A, Morrison K, Ravishankar HR, Anderson ID, Scott NA, Carlson GL.

Fistulocyclysis on successfully replace parenateral feeding in the nutritional

support of patients with entercutaneous fistula. Br J of Surg 2004; 91: 625-31.

7. Cro C, George KJ, Donnelly J, Irwin ST, Gardiner KR. Vacuum assisted

closure system in the management of enterocutaneous fistulae. Postgrad Med

J 2002; 78: 364-5.

8. Eleftheriadis E, Kotzampassi K. Therapeutic fistuloscopy: an alternative approach

in the management of postoperative fistulas. Dig Surg. 2002; 19: 230-6.

9. Present DH, Rutgeerts P, Targan S, Hanauer SB, Mayer L, van Hogezand RA, et

al. Infliximab for the treatment of fistulas in patients with Crohn's disease. New

England J Med 1999; 340: 1398-405.

10. Alvarez C, McFadden DW, Reber HA. Complicated Enterocutaneous Fistulas:

Failure of Octreotide to Improve Healing. World J Surg 2000; 24: 533-8.

Vol. 59, No. 3, March 2009 183

Abstract

Use of a bowel segment for ureteral replacement is a

reliable and a feasible procedure with satisfactory results.

We present a patient with a complete left ureteral necrosis

due to infection; with an abscess formation in the

retroperitoneum after a radical cystoprostatectomy and

Studer pouch operation. 

Introduction

Many techniques have been described to repair a

shortened ureter. This problem may be due to a tumour,

retroperitoneal fibrosis or stenosis.1 It may also develop

secondary to trauma or iatrogenically.2 Surgical alternatives

include psoas hitch, Boari flap and

transureteroureterostomy.3 Sometimes a segment of a bowel

may be required to solve the problem. We present a patient

with left ureteric necrosis after a radical cystoprostatectomy

and Studer pouch operation done for a muscle invasive

bladder cancer.

Case Report

A 65 year old man who had undergone a radical

cystoprostatectomy with a creation of a Studer pouch was

admitted with left hydronephrosis which developed one

year after his surgery. He went into acute renal failure after

the operation that lasted for eight weeks, creatinine levels

between 2.5 and 3 mg/dL. During follow up urinoma was

noticed below the left renal lower pole. It was drained and a

nephrostomy tube was placed. After removal of the

nephrostomy tube, recurrent hydronephrosis and abscess

formation was encountered in the same location. The
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Figure 1: Antegrade pyelography on postoperative day 7.



nephrostomy tube was reinserted and abscess was drained

percutaneously. A complete ureteropelvic obstruction was

seen throughy antegrade pyelography. Patient was given

antibiotics for about six weeks for concomittent methicilline

resistant staphlococcus aureus urinary tract infection. A

ureteropyeloplasty was scheduled but at the time of

exploration, no ureteric tissue could be identified, despite a

distended left renal pelvis ending with fibrotic tissue at its

ureteric end. After the resection of a 30 cm ileal segment,

proximal end was anastomosed to the distended renal pelvis

whereas distal end was attached to a formally created

chimney portion of the Studer pouch. Methylene blue

solution was instilled through the nephrostomy tube and no

signs of extravasation were noted at the time of surgery.

Additionally, antegrade pyelography obtained on

postoperative day 7 showed no signs of extravasation.

Nephrostomy tube was then removed (Figure 1 & 2).

Creatinine level was stabilized around 2.5 mg/dL and the

patient remained disease-free for sixteen months after his

last operation. 

Discussion

Ileal ureteral replacement is one of the most

common procedures done for the substition of long ureteral

segment losses. This procedure can be performed either by

open surgery or laparoscopically.4 Preoperative azotaemia

is one of the risk factors for ureteral replacement and when

using an intact ileum may especially cause bacterial

infection, electrolyte absorbtion and mucous secretion.

These factors may cause worsening of renal functions.2,5,6

Chung et al. reported three patients with worsening

azotaemia who had pre-procedure serum creatinine levels

greater than 2 mg/dL. Tailoring the ileum to reduce its

diameter can overcome this problem. Kato et al. reported

that the ileo-psoas tunnel technique is one of the options for

the proximal anti-refluxing mechanism to prevent renal

dysfunction.7 The creatinine levels in our case remained

within normal limits before radical cystoprostatectomy and

the creation of Studer pouch, but the creatinine levels went

up to 2.5 mg/dL after creating the Studer pouch by using 60

cm. of ileum. Since our patient had a 60 cm length of ileal

segment interposed within the urinary tract, we believed

that using an additional ileum would not further detoriate

renal function. In accordance to our expectation, renal

functions including BUN, serum creatinine and electrolyte

levels remained the same after the second ileal

interposition operation.

Conclusion

There are many techniques for the substition of a

shortened ureter. Ileal ureter replacement is one of the most

effective tecniques used for ureteral replacement. Although,

pre-operative azotaemia is a common condition that may be

a contraindication to this kind of surgery, it was not an

absolute contraindication in our case. Ileal ureteric

substitution can safely be done on patients with elevated

serum creatinine levels after previous surgical procedures,

where intestinal segments are interposed within the urinary

tract.
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Figure 2: Antegrade pyelography on postoperative day 7.


