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Introduction

The use of intestine in order to increase blad-
der capacity is associated with complications such
as mucosa production, infection, stone formation,
bladder rupture, metabolic disorders, and
changes of tissue which lead to malignancy.

Regarding these problems, investigators have
used natural non-intestinal materials such as
peritoneum, omentum, seromuscular grafts,
dura, and de-epithelialized intestinal segment, but
the results have been hopeless in long-term.(D

Dilated ureter was applied for the first time by
Bellinger and then by Churchill to increase blad-
der volume and the studies indicated that this
method, like intestinal segment, led to an accept-
able increase of bladder capacity, but with none
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of intestinal segment complications.(234)

The use of laparoscopy has had an increasing
application in surgical procedures in the recent
yvears and most urologic procedures have been
performed by this method even in children.(®
Mostly, performing ureterocystoplasty needs two
flank and suprapubic incisions or one large
abdominal midline incision.23 A new method of
ureterocystoplasty is reported in this case study
in which first of all nephrectomy is conducted
with freeing ureter and preserving blood vessels,
then the kidney is removed by Pfannenstiel's inci-
sion and ureterocystoplasty is performed at the
same site.
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Fi1G. 3. intraoperative feature of the patient and the patch
made up of ureter

Case Report

A 9year-old girl with neurogenic bladder and
reflux suffered from repeated infections despite
the use of prophylactic antibiotic and Baclofen.
Blood tests were normal. A hydronephrotic non-
functional left kidney with dilated ureter and
grade IV reflux in the right kidney were observed
in ultrasonography, VCUG, and DMSA scan.
Severe bladder and lateral left ureteral orifice tra-
beculation was seen through cystoscopy. Bladder
volume was 50CC and urine residue was 80¢C,
Accordingly, the patient was candidate for urete-
rocystoplasty. First the patient underwent
nephrectomy in a semi lateral position through
laparoscopy, using two 11 mm trocar at umbilicus
and pararectal site and one 5 mm trocar between
umbilicus and xyphoid. The ureter was longitudi-
nally opened up to 3 cm from ureterovesical junc-
tion with preserving blood vessels and was
sutured with 3.0 polyglicolic as a patch and after
opening the bladder, patch was sutured to the
bladder coronally. Drain and urethral catheter
were placed. The patient was discharged with a
good general condition and with urethral
catheter, which was removed 12 days after sur-
gery. Grade I reflux was indicated in the control
VCUG which was carried out 4 months after the
procedure.(fig. 1,2,3,4)

Discussion

Augmentation of bladder capacity is commonly
used in the management of patients with low
capacity and high-pressure bladder. The use of
intestinal segment is currently considered the
most common method applied to increase bladder
capacity; however, this method is associated with
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multiple known complications.(®)

The use of dilated ureter was first reported by
Bellinger, followed by Churchill in 1993 and was
widely welcomed.(23) The absence of mucosa, elas-
tic surface, an epithelium similar to that of blad-
der, low microbial growth, and low tendency
toward malignancy lead to the popularization of
this method and the use of it as an elective
method if needed.() Urodynamic findings and
clinical results are comparable to ileocystoplasty
and there are reports confirm the effectiveness of
this method even in ureters with little dila-
tion.3.7.8)

Several methods are applied in ureterocysto-
plasty including two separate incisions and one
large intra- or extra-peritoneal incision of
abdomen.(23)

In a study, Reinberg performed nephrectomy
for which he simultaneously used one posterior
incision and one Pfannenstiel's incision to get
access to bladder. In comparison to flank and
intraperitoneal methods, he recommended this
method by which peritoneal cavity remains intact
and a little muscular incision is used.® Since
patients who are candidate for cystoplasty may
need several surgeries and further therapeutic
measures in future due to dysplasia and probable
renal failure, most surgeons tend to use methods
by which less manipulation occurs.(10)
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Since laparoscopy is practical and less invasive,
the tendency for conducting it in children has
been recently considered; as, most surgical proce-
dures such as cystoplasty, pyeloplasty and anti-
reflux surgery are performable by this method in
children.®)

Sanchez carried out laparoscopic cystoplasty by
the use of ileum and ureter via 5 trocars in a
patient who had undergone nephrectomy one
month ago due to TB.(1) We have done nephrec-
tomy and ureterocystoplasty simultaneously via 3
trocars and a 6 cm Pfannenstiel's incision. It is
believed that regarding the advantages of this
technique such as performing the procedure in
one session with few incisions, less manipulation
of intra-abdominal space, less postoperative pain,
acceptable results such as cosmetic outcome, and
early discharge of patient, this method could be a
choice in elective cases.
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