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AN ILEAL NEOBLADDER-ENTERIC FISTULA 10 YEARS AFTER
A RADICAL CYSTECTOMY WITH ILEAL NEOBLADDER CONSTRUCTION
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A 67-year-old male underwent a radical cystectomy and ileal neobladder construction in September

2002.

operation with a side-to-side anastomosis in December of 2002.
frequently, which improved with conservative management.

He developed adhesive ileus postoperatively and underwent an intestine-ascending colon bypass

Subsequently, the patient developed ileus
In February 2013, he had fecaluria and was

diagnosed with an ileal neobladder-enteric fistula based on computed tomography 2 hours after contrast

medium injection.
and ascending colon.

The fecaluria disappeared and he is making steady progress.

He underwent closure of the intestinal anal side of the anastomosis between the intestine

An 1leal neobladder-

enteric fistula as a long-term postoperative complication of ileal neobladder construction is extremely rare,

with no other reports to our knowledge.
to previous reports.

Here, we discuss its cause, diagnosis and treatment, with reference

(Hinyokika Kiyo 60 : 631-633, 2014)
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Fig. 1. An enhanced abdominal-pelvic CT on

excretory phase shows contrast media in the
neobladder and on its right side (arrow).
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Fig. 2. A abdominal-pelvic CT (prone position, 2
hours later) shows the dilated intestine filled
with contrast media (arrow).

Fig. 3. Cystoscopy reveals a fistula.
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Fig. 4. The schema shows closure of the intestinal
anal side of anastomosis between the intes-
tine and the ascending colon was closed
(line).
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