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Introduction 

In recent years .the greater possibi­
lity and practicability of extensive. 
pelvic surgery for carci~oma o~ the 
cervix has placed a new emphasis on 
methods of repairing permanent 
ureteral damage. To meet this de­
mand various means were adopted, 
such 'as plastic devices or isolated 
blood vessel grafts, but success with 
these methods was far .from satisfac­
tory. Flaps of bladder have been 
used for low ureteral damage with 
better results than the former 
methods. It was later found that an 
isolated loop of small bowel can be 
used conveniently to bridge ureteral 
defects, and acting as a conduit, it can 
carry urine from the kindneys to the 
bladder. Such a procedure enables 
one to preserve the renal tissue, 
which was frequently removed in th·e 
past from lack of confidence and bad 
results in restoring ur~teral con­
tinuity. To a patient who has been 
subjected to debilitating radical 
surgery, it is of utmost importance to 
preserve her renal efficiency. From 
this point of view, by ileal loop re-
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placement, the serious complications 
due to renal insufficien~y can be 
avoided. 

Review of Literature 
In 1894, Finger was . the first per­

son to propose, in writing, reconstruc­
tion of the ureter by a loop of small 
i'ntestine without isolation from its 
mesentery. 

This operation was actUially first 
performed by d'Urso and de Fabii _on 
three dogs in 1900. One dog surviv­
ed the operation and was killed 32 
days after the operation. Autops_Y 
showed a normal kidney, renal pelvis 
and ureter above the anastomoses 
with good healing at both ends. 

Shoemaker (1906) was the first 
to perform human ureteral repair 
with an isolated segment of ileum. 
His patient was a girl of 18, who suf­
fered from severe urinary frequency. 
Her bladder capacity was reduced to 
25 c. c. and the urine was loaded with 
red cells. The right ureteric orifice 
was red and oedematous. First, a 
right nephrectomy was done and the 
kidney showed multiple abscesses. 
Her symptoms were not relieved at 
all. Shoemaker isolated a loop of 
ileum and attached its proximal end 
to the mid-ureter, bringing the distal 
end out on to the skin. The patient 
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Name and 
age 

1'ABLE I 

Details of Patients before· and after the Operation 

Indication for the 
operati.on 

Pre-operative I.V.P. Post-operative I.V.P. 

635 

Result 

1. Mrs. C. M. Uretero-v a gin a 1 and Leak at the lower end Normal left side. Some Alive an d 
(60 yrs.) vesico-vaginal fistula. of right ureter and degree of right sided well 5 years 

following Wertheim bilateral hydronephrosis hydronephrosis (Fig. 3). after. 
hysterectomy. and hydroureter (Fig. 

2). 

2. Mrs. M.D. Extensive bilateral ure- Gross bilateral hydro- Dilatation of the ure- Alive a n d 
(68 yrs.) teral stricture following nephrosis and hydro- ters and the kidney well 2 years 

radiotherapy for carci- ureter from the level of pelvis less marked. after. 
noma of the cervix. the pelvic brim up­

wards. 

3. Mrs. M. B . Extensive radiation ne- Non-functioning 1 eft 
(56 yrs.) crosis of the urinary kidney. Right side 

bladder. normal. ' 

The renal tract was studied by in- a and 1, b). 
travenous pyelography pre- and post- Discussion and Conclusions 
operatively (except case 3) using 

D i e d of 
uraemia 19 
d'ays after 
the opera­
tion. 

Hypaque solution, cystoscopy, blood Case 3, Table I, who died, wa·s de­
electrolytic study and urine exami- · finitely uraemic when she was receiv-

. nation. The steps of the operation · ed for treatment. She was treated 
were as follows: for carcinoma of the cervix elsewhere 

The abdomen was opened by a but unfortunately the dosage of 
midline incision. An 18 inch loop of radium or deep X-rays was not 
ileum was isolated with its mesentery known. Her blood urea was 111 mg. 
attached. The non-isolated portion per cent before the operation, and 
of the bowel was anastomosed. Poly- · hence the latter cannot entirely be 
thene tlJbes were passed along the blamed for her death. There is no 
ureters into the cut ends of the isolat- doubt that her remaining kidney 

.. ed ileal loop and into the opening in failed slowly. 
the dome of the bladder and out Thus it appears that it is mechani­
through the urethra. Anastomosis cally and surgically possible to sub­
of the isolated loop to the dome of ~titute an isolated loop of viable small 
the bladder was performed and an- bowel for damaged ureter or bladder. 
astomosis of the ureters to the cut As it is a formidable operation, it is 
ends of the ileal loop was done. Two better not used for those cases of 
tubes were inserted to drain the ureteric or bladder damage due to 
pelvis and the cave of Retzius. infection, trauma or neoplastic in­
Through and through nylon tension vasion, where simpler methods of 
sutures were applied in the abdo- treatment are quite possible. .Where 
minal parieties and the skin incision the damage to the ureter is exten­
was closed in the usual way (Figs. 1, sive, such as in the past, necessitat-

l 



636 JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF INDIA 

Fig. i (b)-Radiological appearance of the ileal 
loop bladder. (by permission of the Jour. of · 

Obstet. & Gynaec. of Brit. Commonwealth). 

ing troublesome nephrostomies or · 
nephrectomy of a good kidney to 
obviate ureter drainage, this opera­
tion is the method of choice. 

It is interesting to note that very 
little change is found in the elec­
trolyte balance of the body following 
this operation. The blood electrolyte 
study of case I is shown below. 

' 
The preservation of renal function 

· is possible after this operation and in 
fact improvement of a previously 
dilated tract may occur (Figs. 2 and 
3). Moore et al ( 1956) suggest that 

Fig. 2-I.V.P. showing bilateral hydronephrosis 
, and hydroureter due to ureterovaginal and 

vesicovaginal fistula following Wertheim hys­
terectomy. 

(Case 1, Table I) 

Fig. 3-Followup I.V.P. of the same patient H 
months after the construction of ileal bladder, 
showjng normal left side and slight hydrone-

phrosis on the right. 
(Case 1, Table I) . 

TABLE II 

Before One week after Over 2 years 
operation operation after operation 

Plasma K 20.5 mg % 21 mg % 20 mg % 
Plasma Na 345 · mg % 309 mg % 327 mg % 
Plasma Cl 595 mg % 590 mg % 600 mg % 
Blood urea 35 mg % 32 mg% 18 mg % 
Alkali reserve 52 vol. C02 55 vol. C02 53 vol. C02 

----
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hypermotility of the isolated loop 
with its active peristalsis may protect 
the kidney. Hence it is expected that 
more use of this procedure would 
save many kidneys which would have 
been sacrificed previously. 

Acknowledgment 

I wish to express gratitude to late 
Sir Charles D. Read, Kt., F.R.C.S. 
(Eng. and Edin.) , F.R.A.C.S. , 
P.R.C.O.G., Director of the Institute 
of Obstetrics & Gynaecology, .for his 
encouragement and for arranging all 
facilities for this study. Sincere 
thanks are also due to Mr. J. B. 
Blai~ley, F.R.C.S. (Eng.), F.R.C.O.G. 
Consulting Gynaecological Surgeon, 
and Mr. D. M. Wallace, O.B.E., M.S., 
F.R.C.S. (Eng.), Consulting Urologi­
cal Surgeon, both of the Chelsea 
Hospital for Women and the Royal 
Marsden Hospital, London, for their 
help and advice. 

References 

1. Baum W. C. : Jr. Ural. , Baltimore; 
72, 16, 1953. 

2 . Bitker M.P.: Jr. Ural. Med. Par.; 
60, 473, 1954. 

3. Bricker E. M.: Surg. Clm. N. 
Amer.; 30, 1511, 1950. 

4 . Cibert J. , Rolland F ., and 
Brandsma L. C.: Jr. Ural. Med. 
Par.; 58, 485, 1952. 

5 . Couvelaire R. : Jr. Ural. Med. 
Par.; 57, 408 and 53'0, 1951. 

6 . d'Urso and. de Fabii: Quoted by 
Moore et al, 1956. 

7 . Eiseman B . and Bricker E . M .: 
Ann. Surg.; 136, 761, 19~2. 

8. Finger: 
1956. 

Quoted by Moore et al , 

bJ 
9 . Melnikoff A. E. : · Rev. Clin. Ural. ; 

1, 601, 1912. 

10. Moore E. V., Weber R., Woodward 
E. R., Moore J. G. and Goodwin W. 
E.: Surg. Gyn. & Obst.; 106, 87, 
1956. 

11. Pyrah L. N . and Raper F. P.: Brit. 
Jr. Surg.; 42, 337, 1958. 

12. Shoemaker: Quoted by Moore et 
al, 1956. 

.. 


