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Abstract

Ureterocalicostomy is a procedure for recurrent pelvic ureteric junction obstruction (PUJO), inaccessible
renal pelvis and renal anomalies associated with PUJO. It requires meticulous dissection of peri pelvic
region. A wide spatulated, tension free, mucosa to mucosa anastomosis, internal stenting and lower pole
amputation are the key features for a successful outcome of Ureterocalicostomy. We had a patient of
upper ureteric injury sustained during laparoscopic converted open adrenalectomy surgery. He also
had undergone multiple previous right hypochondrium surgeries that resulted in severe peri pelvic and
perinephric fibrosis. Ureterocalicostomy was successfully performed in the patient. We hereby emphasize
the possibility of Ureterocalicostomy as a procedure of choice in a case of iatrogenic ureteric injury and
inaccessible pelvis due to severe peri pelvic adhesions. .
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Ureterocalicostomy is a salvage procedure usually performed in patients of recurrent
pelvic ureteric junction obstruction (PUJO) associated with inaccessible renal pelvis due to
peri pelvic fibrosis around upper ureter. Ureterocalicostomy is also considered a primary
procedure of choice in some patients of PUJ obstruction associated with renal anomalies.
Here, we present a case of iatrogenic ureteric injury with loss of upper ureteric segment
sustained during a difficult laparoscopic converted open adrenalectomy treated with
Ureterocalicostomy.

Case report

A forty-four-year-old male presented to our department in September 2018, three weeks
after undergoing laparoscopic converted open right adrenalectomy for incidentaloma. This
patient had significant history of multiple previous right hypochondrial interventions. He
had sustained blunt trauma abdomen with liver injury due to roadside accident in 1997
which was managed conservatively. Thereafter, in November 2014 he underwent Endoscopic
retrograde cholangiopancreatography (ERCP) for biliary sludge. During that procedure of
ERCP, dormie basket got stuck in the CBD requiring a conversion to open cholecystectomy
and CBD exploration with T- tube drainage. In 2005, patient developed common bile duct
stricture and underwent multiple CBD stents placed which were kept in situ for 5-6 years and
then removed. Patient was in regular follow up for his hepatobiliary problem.
In 2014 patient was detected with right adrenal incidentaloma which was kept under
observation. Due to increasing size of the incidentaloma (9x9.3x9.4), he was planned
for adrenal surgery on 27/8/18. Laparoscopic adrenalectomy was planned and started
but because of dense adhesions noted intraoperatively surgery was converted into open
procedure through right subcostal incision. Patient was discharged on post-operative day 6.
Histopathology report of the specimen was myelolipoma of adrenal gland. After three weeks,
patient reported back to the primary surgeon with fever. Ultrasound showed a collection of
11.8x8.9 cm along lower pole of right kidney. Percutaneous pigtail drainage with 10f was
done. Its drained pus initially for 3days and then clear urine. The drainage continued for many
days. CECT scan identified a small rent in posterior part of right renal pelvis with associated
urinoma formation in right para renal space, extending up to right parabolic gutter. Right DJ
stenting was done.
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on 2/11/18 through previous scar excising right subcostal incision.
Ascending colon was mobilized, and ureter was identified, traced
and dissected up to the blind end of upper ureter (Figure 2). On
medial aspect dense adhesions were present between kidney,
pelvis and IVC and renal pelvis was found out to be completely
frozen. Vascular control for kidney was also not possible as hilum
could not reach.

Figure 1: Combined RGP and nephrostogram
showing a gap of approximately 2.5cm between
renal pelvis and upper ureter.

Figure 2: Intraoperative picture showing complete
transection of the ureter at the upper end.
At this stage patient was referred to our department. Xray
abdomen KUB showed malpositioned DJ stent. Thus, DJ stent was
removed. RGP was also performed which showed complete ureteric
obstruction at upper level. Ultrasound guided right PCN was
done. Later a combined RGP and nephrostogram was performed
which showed a gap of approximately 2.5cm between renal pelvis
and upper border of ureter (Figure 1). Patient was planned for
exploration with options of pyeloplasty and Ureterocalicostomy.
Consent for nephrectomy was also taken anticipating dense
adhesions because of his previous procedures. Patient was explored
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There were tough adhesions between kidney, liver and with
other surrounding structures making kidney mobilization difficult.
Pus pocket posterior to kidney was drained. With blunt and
sharp dissections lower pole of the kidney was mobilized. PCN
was removed and through that tract a bougie was passed into
the lower calyx for identification and over its lower pole of the
kidney was amputated. Parenchyma of the lower pole was quite
thick and vascular, so hemostasis achieved. Ureter was spatulated
and was anastomosed with the calyx over DJ stent. Anastomosis
was watertight and tension free (Figure 3). Post-operative events
were not significant and pcn was removed on POD 13. Drain was
removed on POD17. Patient was discharged with stable vitals,
wound healthy, self-voiding and orally accepting well. Patient was
kept on follow up and DJ stent was changed at fourth month.

Figure 3: Anastomosis of transected lower pole of
the kidney with ureter.

Discussion
Neuwist K [1] first described Ureterocalicostomy in 1947 and it
was technically modified by Hawthorne et al. [2]. Ureterocalicostomy
has been accepted as a salvage procedure for recurrent PUJO
and also as a primary surgery for complex ureteropelvic junction
strictures as reported by Kochakaran et al. [3]. It is to be considered
in patients where standard pyeloplasty cannot be used [4-8] i.e.
1.
2.

PUJ obstruction with renal anomalies of fusion/rotation/
ascent.
Intrarenal pelvis or short ureter.
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Conclusion

Previous failed pyeloplasty.

Ureterocalicostomy, when done, gives good result even in postoperative cases and is a measure to salvage the kidney.

Extensive post-operative fibrosis.

Reconstruction associated with trauma.
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