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Distorted Ileal Bladder
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A Case Report

Abstract

Background: The bricker bladder is a common treatment for muscle-
invasive bladder cancer. This paper presents a rare case of a patient with bladder
malignancy who underwent further total cystectomy and ileal replacement of
the bladder due to tumor recurrence, after which the patient developed bladder
stenosis and even bowel obstruction.

Methods: Our therapeutic approach was evaluated and reflected upon by
reviewing the patient’s consecutive course of treatment.

Results: At the patient’s first medical visit, we found a torsion of the bricker
bladder, which led to stenosis of the reconstructed bladder and upper urinary
tract obstruction. After discussion, we performed open surgery to relieve the
obstruction. However, we found that there were serious adhesions between
the bricker bladder and the pubic bone, which made the surgery difficult
to perform. After consultation with the gastroenterologists and in light of the
patient’s condition, we finally underwent conservative treatment (ureteral stent
placement). Six months later, the patient developed intestinal obstruction.

Conclusion: Multiple complications may occur after bricker bladder
replacement, Regular follow-up is important for early detection and treatment.
Our experience is that if a patient develops an ileocecal substitution obstruction,
it is important to perform surgery on the patient’s condition as early as possible.
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Introduction

Bladder cancer is one of the most common carcinomas of the
urinary tract. It is classified into muscle-infiltrating bladder cancer
and non-muscle-invasive bladder cancer according to whether the
tumor invades the muscles. The gold standard treatment for muscle-
invasive cancer is radical cystectomy coupled with urinary diversion
[1]. Tleal substitution of the bladder is one of the more common
methods. However, the postoperative period is associated with
different complications. We report a case of ileal bladder stenosis with
late intestinal obstruction. We hope that this case, together with our
treatment measures, will provide ideas for managing related cases in
the future.

Case Presentation

A 7l-year-old female patient was admitted for bilateral
hydronephrosis after radical cystectomy and ileal substitution of the
bladder for bladder cancer. In June 2020, the patient was found to
have bladder occupancy due to a physical examination, followed by a
cystectomy of the bladder tumor. The postoperative pathology showed
high-grade invasive uroepithelial carcinoma with tumor invasion
into the submucosal layer and no intrinsic muscular infiltration.
Immunohistochemical tests showed CK7 (+), CK20 (+), CD44
(+), Ki-67 (LI:60%), GATA-3 (+), P40 (+). On review cystoscopy
in October 2020, bladder neoplasm was detected, so further

cyst neoplasm electrosurgery was performed, and postoperative
pathology results were returned: (Bladder neoplasm) High-grade
invasive uroepithelial carcinoma with tumor invasion into the
mucosal lamina propria. Further laparoscopic radical cystectomy
and ileocystostomy were performed. Postoperative pathological
return (bladder tumor resection + radical specimen) (Bladder)
invasive uroepithelial carcinoma (high grade), two tumors, sizes
1.1¥1.0*1.0cm and 1.3*0.6%0.4cm, respectively; both tumors invaded
the subepithelial fibrous connective tissues; the closest distance to the
superficial muscular layer was <0.1cm; and there was no intravesical
cancer embolus or nerve invasion. No tumor was seen in any of the
ureteral stumps (left and right) sent for examination. No tumor was

Figure 1: CT images. (A) Hydronephrosis with marked dilatation of the right
renal pelvis and right ureter; (B) lleal substitution of the bladder with the
right pubic.
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Figure 2: X-ray urethrography images. (A) The left nephrostomy tube
was injected with an appropriate amount of contrast, and the left renal
pelvis-ureter was clearly shown throughout with visible dilatation, and the
contrast did not flow out of the right lower abdominal ileostomy; (B) The
right lower abdominal ileostomy was injected with contrast, and some of
the distal ilea were visible, and there was a narrow intestinal canal between
the proximal ileum that was visualized; (C) The ileum was separated from
the bladder, and the two sides were connected through the middle narrow
intestinal canal.

Figure 3: Second CT images. (A) Air-fluid plane visible on emergency CT,;
(B) and (C) Admission CT showed: right lower abdomen abdominal wall
soft tissue density shadow (Marked with a red arrow), incomplete intestinal
obstruction, right renal pelvis ureter significantly dilated fluid accumulation;
(D) and (E) CT-enhanced images.

seen in the tissue of the cut edge of the ureter. No tumor metastasis
was seen in 10 lymph nodes of the left pelvis and 6 lymph nodes
of the right pelvis. The clinicopathological staging is pTINOMX.
After surgery, the patient had undergone bilateral nephrectomies
two months earlier due to severe hydronephrosis and postoperative
ureteroscopy revealed ileostomy stenosis. The patient had no other
specific medical history. The patient had been admitted several
times in the past for hydronephrosis with ureteral stenting. Physical
examination: positive percussion pain in both kidney areas, bilateral
renal fistulae were patent, and urine was slightly turbid and normal
in color. The stoma was erythematous and drained a little urine.
The patient was admitted to the hospital, and CT was perfected. The

right renal pelvis and ureter were significantly dilated and watery and
merged with the ileum at the distal end (Figure 1). Meanwhile, further
X-ray urography showed: localized ileal segment stenosis (Figure 2).
Abnormal kidney function results: BUN 13.30 mmol/L, Cr 185.90
umol/L, white blood cells elevated (15.88x10°g/L), and a positive
urine culture. Calcitoninogen (PCT) was 17.89 ng/mL.

Considering the patient's history and examination findings, we
speculate that the postoperative adhesions caused the bricker bladder
to twist, thus triggering the stenosis. During surgery, the ileocecal
substitute bladder entered the right iliac fossa downward, and the tube
wall was tightly adherent to the pubic bone with a hard texture, which
was difficult to loosen. Given this situation, we decided to temporarily
place an ileal substitution bladder catheter for drainage and adjusted
the nephrostomy tube. The patient had the nephrostomy tube
removed in January postoperatively, and the follow-up patient had
been replacing the ureteral stent but the overall result was still poor.
After 6 months, the patient developed intestinal obstruction, and the
examination revealed a soft tissue density shadow in the abdominal
wall of the right lower abdomen. Dilated effusion of the adjacent
intestinal canal and intestinal obstruction were considered, along
with obvious dilated effusion of the right renal pelvis ureter (Figure
3). After a hospital-wide consultation, the patient was recommended
for surgery to treat the intestinal obstruction. The surgery went well,
and the patient's intestinal obstruction symptoms were resolved after
the operation. Unfortunately, the patient was lost to follow-up.

Discussion

Bladder cancer (BC) is common worldwide and poses a significant
public health challenge, with over 430,000 men and women diagnosed
worldwide every year [1]. In general, bladder cancer is categorized into
muscle-invasive bladder cancer (MIBC) and non-muscle-invasive
bladder cancer (NMIBC) [2]. For MIBC, the guidelines recommend
a combination of treatment modalities such as transurethral resection
of bladder tumor (TURBT), and drug instillation in conjunction with
the grading of the tumor [3-4]. Radical cystectomy (RC) is the standard
surgical treatment for muscle-invasive bladder cancer and non-
muscle-invasive bladder cancer with a high risk of progression [5-7]
After removing the tumor-bearing bladder, urinary diversion (UD) is
mandatory. From a functional standpoint, the UD can be divided into
continent reservoirs (Continent Pouches - Kock, Miami, and Indiana,
and Orthotopic Neobladder) and non-continent reservoirs (Ileal
Conduit - IC, and Cutaneous Ureterostomy - CU). These complex
procedures involving bowel manipulation and multiple anastomoses
might be responsible for most of the complications [8,9]. In contrast,
ileal substitution cystoplasty is prone to complications such as stones,
stoma stricture, and ureteral anastomotic stricture [10].

We report a complex case of ileal replacement bladder
stenosis; few similar cases have been reported. The patient
eventually underwent total bladder resection and ileal replacement
bladder surgery due to the recurrence of bladder malignancy.
Postoperatively, the patient began to experience symptoms of upper
urinary tract fluid retention, which did not improve with multiple
visits. Eventually, he developed a twisted stenosis of the ileocecal
substitute bladder. Due to the difficulty of the surgery, we were not
able to completely resolve the patient's twisted ileal replacement
bladder for the first time and had to use a catheter to relieve the
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fluid accumulation. Eventually, the patient was seen again in the
gastrointestinal surgery department for recurrent bowel obstruction.
Ileal replacement of the bladder was proposed by Bricker in 1950,
has been continuously popularized, and has been the most respected
surgical procedure in the treatment of bladder cancer [7]. Ileal
replacement of the bladder does not require a permanent ureteral
stent, but complications associated with bowel-collar manipulation
have been reported to be common [11]. Common complications of the
bricker bladder are urinary leakage, bowel leakage, bowel obstruction,
Parastomal hernia, and anastomotic stenosis. Ileostomy stenosis [12-
14]. The risk of stenosis is relatively high for these complications, and
one report examined a significantly higher rate of stenosis in patients
with Bricker (separation and regurgitation) anastomosis than with
Wallace (conjoined and regurgitation) anastomosis [15].

However, twisting stenosis of the ileal bladder itself has rarely
been reported. How to prevent complications after ileal replacement
bladder surgery is a major postoperative concern. In this case, we
clarified the cause of fluid retention through a series of examinations
at the time of the patient's consultation, but unfortunately, we were
unable to clarify the cause of the deformation of the replacement
bladder through follow-up. We speculate that tumor recurrence may
have caused adhesion of the replacement bladder to the surrounding
tissues, or simple postoperative scar adhesion may have caused
deformation of the replacement bladder by pulling.

Conclusion

Our case provides a lesson for future work. Early intervention is
quite important for such complications, and it is worth reflecting on
how to prevent such postoperative secondary obstruction, with more
delicate surgical maneuvers and closer postoperative review playing
an important role in preventing the appearance of such associated
symptoms.

Ethics Statement

The publication of this case report was approved by the patient's
written informed consent form and the ethics project review of
Wuhan University School of Medicine (Grant No. JC2019-025).
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