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Adults with repaired bladder exstrophy may develop late upper urinary tract obstruction and stone disease due to
complex reconstructed anatomy. Obstructive acute pyelonephritis is a urological emergency requiring urgent drainage
and antimicrobial therapy, followed by delayed definitive stone treatment once infection is controlled. We report the
case of a 31-year-old man with a history of bladder exstrophy reconstruction, including bilateral ureteral reimplantation
in infancy and a Mitrofanoff catheterizable channel, who presented with febrile right flank pain. Computed tomography
demonstrated right hydronephrosis caused by a large distal ureteral stone [30 x 13 mm; 1200 HU] at the iliac segment,
associated with severe stenosis at the reimplanted ureteral orifice. He received intravenous antibiotics and urgent right
percutaneous nephrostomy drainage. Renal scintigraphy performed after infection resolution showed reduced right
differential renal function [22%]. Definitive surgery was performed via a right iliac approach. The stone was extracted
through ureterotomy; double-J stent placement was initially impossible due to tight terminal ureteral stenosis. The ureter
was transected proximal to the stenosis, a double-J stent was placed, and redo ureteroneocystostomy was completed
after bladder identification by filling through the Mitrofanoff channel. Postoperative recovery was uncomplicated, with
drain removal on postoperative day 2, nephrostomy removal intraoperatively, and discharge after 5 days. The ureteral
stent was removed 1 month later. Follow-up to date is favorable, with no dilation on imaging and serum creatinine
improving to 9 mg/L.
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ureteral orifice, managed by staged drainage followed by
open ureterolithotomy and redo ureteroneocystostomy.

INTRODUCTION

Bladder exstrophy is a rare congenital anomaly
that requires complex reconstruction and lifelong follow-
up. As repaired patients reach adulthood, late

CASE PRESENTATION

complications such as urinary tract infections, stone
disease, and upper tract obstruction may occur,
particularly in those with prior ureteral reimplantation
and continent catheterizable channels [e.g., Mitrofanoff]
[1,2]. Management of ureteral stones is usually guided
by stone size and location; however, altered anatomy and
reimplant-related ureterovesical junction stenosis can
limit endoscopic access and may require open or
reconstructive approaches [3,4]. We report a case of
giant impacted distal ureteral calculus in an adult with
bladder exstrophy repair and Mitrofanoff channel,
complicated by severe stenosis at the reimplanted

A 31-year-old man with a complex surgical
history for bladder exstrophy presented with febrile right
lumbar pain suggestive of obstructive acute
pyelonephritis. His childhood surgical history included
bilateral ureteral reimplantation at 40 days of age and
construction of a Mitrofanoff catheterizable channel.
Physical examination revealed right costovertebral angle
tenderness without peritoneal signs. Laboratory testing
showed elevated serum creatinine of 11 mg/L. Contrast-
enhanced abdominopelvic computed tomography
demonstrated right pyelocaliceal dilation upstream of a
large distal ureteral stone located at the iliac segment,
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measuring 30 x 13 mm with an estimated density of 1200
Hounsfield units [Figurel].

Figure 1: CT scan showing a large distal ureteral stone [red arrow] at the iliac segment with upstream right pyelocaliceal
dilatation

Initial management consisted of appropriate
intravenous antibiotic therapy and wurgent right
percutaneous nephrostomy drainage for temporary
urinary diversion. After resolution of the infectious
episode, renal scintigraphy showed reduced right
differential renal function of 22% compared with 78% on
the left.

Definitive surgical management was then
performed via a right iliac approach [figure2-A]. A
curved oblique incision of approximately 10 cm was
made about 4 cm from the right anterior superior iliac
spine, directed inferomedially. Dissection progressed

layer-by-layer through the musculoaponeurotic planes to
the pelvic retroperitoneum. The iliac vessels were
identified. The vas deferens was recognized and ligated
to facilitate exposure. The pelvic ureter was exposed and
dissected to its terminal portion[figure2-B]. The stone
was localized by palpation and extracted through
ureterotomy using an appropriate forceps [figure 2-C]J.
Attempted placement of a double-J stent failed due to
severe stenosis of the terminal ureter at its vesical
implantation site. The ureter was transected proximal to
the stenotic segment, and a double-J stent was placed
[figure2-B].

Figure 2: Definitive surgical management through a right iliac approach. [A] Right iliac incision; the yellow arrow indicates
the Mitrofanoff channel. [B] Intraoperative dissection and exposure of the pelvic ureter. [C] Distal ureteral stone after
extraction
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The bladder was filled with 500 mL of normal
saline through the Mitrofanoff channel to facilitate
identification and safe dissection[figure2-B]. Redo
ureteroneocystostomy was performed using two running
hemi-sutures with 4-0 polyglactin [Vicryl]. A Redon
drain [CH 16] was placed, and the wound was closed in
layers. Final fluoroscopic control confirmed satisfactory
positioning of the proximal and distal coils of the ureteral

Figure 3: Intraoperative and postoperative imaging confirming satisfactory positioning of the ureteral stent after redo

stent [figure 3]. The nephrostomy tube was removed
intraoperatively[figure3]. Postoperative recovery was
uneventful; the drain was removed on postoperative day
2, and the patient was discharged after 5 days without
complications. The ureteral stent was removed 1 month
after surgery. Follow-up to date is favorable with no
hydronephrosis on imaging and improvement in serum
creatinine to 9 mg/L.

ureteroneocystostomy

DISCUSSION

Obstructive acute pyelonephritis is a urological
emergency, and current recommendations emphasize
urgent decompression of the collecting system with
antibiotics, followed by delayed definitive stone
treatment after infection control [3,5]. In patients with
complex reconstructed anatomy after bladder exstrophy
repair, retrograde access may be difficult, and
percutaneous nephrostomy provides a reliable method
for emergent drainage.

In the present case, definitive endoscopic
management was limited by a large impacted distal
ureteral stone and severe stenosis at the reimplanted
ureterovesical junction. Impacted ureteral stones are
associated with higher rates of ureteral injury and
postoperative stricture, particularly after traumatic
manipulation, reinforcing the importance of selecting an
approach that minimizes ureteral damage in complex
cases [6]. When distal ureteral stenosis coexists,
combined stone removal and reconstructive repair may
be required to restore durable drainage.

Although ureteroscopy is first-line for many
ureteral stones, ureterolithotomy remains an option for
selected patients, including those with very large or
impacted stones, difficult access, or when concomitant
reconstructive surgery is necessary[4]. In this patient, an
open iliac approach allowed direct stone extraction and
immediate definitive correction of the stenotic distal
ureter by redo ureteroneocystostomy, after failure to pass
a stent across the stenosis.

Functional assessment was important in
surgical decision-making. The affected kidney
contributed 22% of total renal function, supporting renal
preservation. Emerging evidence suggests that ureteral
reconstruction can still be successful in obstructed
kidneys with very low differential function, and may be
considered before nephrectomy in appropriately selected
patients[7]. Intraoperatively, bladder identification in a
previously reconstructed pelvis can be challenging;
controlled filling via a Mitrofanoff channel can facilitate
safe dissection and reconstruction. Catheterizable
channels themselves have known long-term
complication profiles, and familiarity with these
diversions is essential when planning adult urologic
surgery and follow-up[2,8] .

Overall, this case illustrates a practical staged
strategy: urgent decompression and infection control,
delayed functional assessment, and definitive combined
stone removal plus ureteral reconstruction adapted to
complex post-exstrophy anatomy.

CONCLUSIONS

In adults with prior bladder exstrophy
reconstruction, giant impacted distal ureteral stones may
occur in association with stenosis at a reimplanted
ureteral meatus, limiting endoscopic options. A staged
approach—urgent drainage and antibiotics followed by
functional evaluation and definitive ureterolithotomy
with redo ureteroneocystostomy—can effectively relieve
obstruction and preserve renal function, with favorable
early outcomes.
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