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Functional Analysis of Anti-Refluxing Augmentation Cystoplasty

Sang Gyu Kim, Jong Gak Park, Choal Hee Park and Sung Chaon Lee

From the Department of Urology, Keimyung University School of Medicine, Taegu, Korea

Augmentation cystoplasty using bowel is effective method for the functional enlargement of blad-
der capacity in contracted bladder due to various causes. Prevention of vesicoureteral reflux after
augmentation cystoplasty is still controversial but generally accepted that prevention of reflux is es-
sential for good long term result.

Therfore, antireflux augmentation cystoplasty including the use of ileocecal valve and hemi-Kock
intussuscepted ileal nipple valve has heen used recently for this purpose.

Herein, we report the result of 3 cases of ileocecal cysioplasty and 6 cases of hemi-Kock
lleocystoplasty. Hemi-Kock ileccystoplasty is better than ileocecal cystoplasty in a viewpoint of re-
flux prevention and continence, but complication is more common and serious in hemi-Koeck
ileccystoplasty than ileccecal cystoplasty. It is considered thal azotemia is not contraindication for
these procedures, and renal function deterioration has not been observed postoperatively.
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Table 1. Preop. Finding & Management of 9 Cases
: : Frequency Azotemia Blad. Capacity
Case Sex Age Disease i) oo ) (o Tx
1 M 42 TB 30 -- 60 ICCR*
2 M 2h TB 20 + 30 ICCP
3 F 55 TB 30 - 30 HKCP**
4 M 23 TB 30 iy 50 HKCP
5 M 4 Epispadias Incont. — = HKCP
6 M 7 Failed 60 — 130 HKCP
7 F 7 reimplant 10 + 10 HKCP
8 F 37 TB 30 = 60 HKCP
9 M 38 TB 20 + : 30t ICCP
*[CCP-Ileocecal cystoplasty

A

Fig. 1. A) IVP reveals left moderate hydroureteronephrosis with contracted bladder and right
NVK. B) IVP reveals improved left hydronephrosis after ileocecal cystoplasty.

/min o] 4%, 30014 404}e] 17, 300|gto] 4
o]l o™, Cerol 30ml/min T RHQl o] & 4% &
8 2 creatinineo] A% o2 2.0mg/dlo] 4l
a=EzAUdot £F 28 dHE EF creati-

ninee] ZrAstgod 1ddM e £F W37} gl
A3 1d s Augez Qs 22]"?%‘%" Aprdat
Atk =% IVPE AA3 695 sdlolA F2F

o] MM (Fig. 1, 2), B ANBHEE
< AA G 1o A W B Fo) Aty &
Nz MAL B 4+ glelen (Fig. 3), hemi-

**HKCP-Hemi-Kock cystoplasty

Kock 323348 e BxsdAe &F
of] 4 ‘ﬂé%&&—.w% 2 & golg (Fig. 4).
% P8 F o2 heim-Kock FAUZHI<
S AAE 14 FHMer MAR 4Y F
o REHewoeg AudHFoH 1ddAe Al
AHNE2L AAsIPY oY ulHF ALLZ A}
T, RGN e o FaEF ol
\51-;\33}.@] oot:‘k A]EAJZ]A ty'-l ,‘1—_%1%5_0_ )-1
Alstg o a7 AHARIAR AL FEHe A
Holx HeAstgdew dal =4 -a—}%_}z-o]ﬂ--




g F4 YRRRY

A

dee 7]53 B4 911

B

F1g 2. A) IVP reveals left marked hydronephrosis and right NVK. B) IVP reveals improved left

hydronephrosis after hemi-Kock ileocystoplasty.
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Fig. 3. Cystogram shows I/V V -U reflux Fig. 4. Cystogram shows no V-U reflux at.
after ileocecal cystoplasty. 21 days after hemi-Kock ilecocystopalsty‘ Su—
prapubic cystostomy tube was seen in left side.

Fig. 5. A) Cystometry tracing of patient with ileocecal cystoplasty shows typical volume dependent
contraction. B) Cystometry tracing of patient with hemi-Kock ileocystoplasty shows no volume depen-
dent contraction and good compliance with low pressure.
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