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Introduction



The incidence of urologic complications in pediatric kidney transplantation is reported to range between 2.9%-18% [1-3]. These complications include urinary leaks and anastomotic strictures as well as lymphoceles in some series. Major urologic complications are significantly higher in patients who are not stented at the time of transplant [4]. While technical complications may be reduced by placing a stent, the risk of other infectious complications may be increased. It has been shown that stent placement may significantly increase the risk of BK viremia and subsequent nephropathy [5]. Additionally, the rate of urinary tract infections post-operatively may be reduced by early stent removal [6]. In most literature, early stent removal is defined as prior to Post-Operative Day (POD) 15.

Challenges in the pediatric population

Commonly after kidney transplantation, our pediatric patients need either a hemodialysis catheter, peritoneal dialysis catheter or a ureteral stent removed in the operating room, as most procedures are done with either sedation or general anesthesia. This adds cost, logistical complexity and additional anesthetic risk for each patient. We therefore wondered if it would be safe to consider very early stent removal (<POD #5) in patients who do not otherwise need to return to the operating room to have another procedure (i.e. recipients of a pre-emptive transplant or recipients whose dialysis access was removed during the transplant operation). We only considered very early stent removal in patients who had an otherwise normal bladder and were making urine pre-operatively.

Our experience


Over the last 14 months (January 2017 - February 2018) we have performed 29 pediatric kidney transplants. Of these 29 patients, 3 were felt to be good candidates for very early stent removal. These 3 recipients were over the age of 10 and had anatomically normal bladders. Two of the recipients had FSGS and one had IGA nephropathy. Two of the recipients received living donor grafts. At the time of transplant, the ureteral anastomosis was done using the Lich-Gregoir ureteroneocystostomy technique. The bladder end of the double J stent was tied to the foley catheter using a 6-0 absorbable mono filament suture. On the day of discharge when the foley catheter was removed, the attached stent came out with the foley as intended. In 2 patients this was done on POD #3, and in 1 patient this was done on POD #4. In all 3 patients, the stent was removed without complication via this method.

Results

In these last 29 patients we have seen BK viremia and UTI rates of 10% within the first 3 months after transplant. We have seen a leak rate of 3% and no strictures in this patient population. In the 3 patients in the very early stent removal protocol, there has been no BK virus, no UTI and no leak or stricture.

Opinion

Although this is not the first description of this technique in the literature [7, 8], there is not much written about it in the pediatric population. Perhaps the pediatric population is one of the most useful applications given the challenges described above. We believe that in carefully selected patients it is safe to remove the ureteral stent before POD 5. As we become more comfortable with this protocol in normal bladders we may extend it into patients who have not made a normal amount of urine pre-operatively.
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