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EXPERIENCE ON THE USE OF EXTRA SLIM GASTROINTESTINAL
ENDOSCOPES IN ILEAL CONDUIT ENDOSCOPY
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Using extra slim gastrointestinal endoscopes, we have examined ileal conduits in two patients.
This endoscope has almost the same caliber as a flexible cystoscope and has multiple manipulation
levers and channels as ordinal gastrointestinal endoscopes. It is often difficult to examine ileal
conduits with flexible cystoscopes because ileal conduits lack continent mechanisms and cannot be
dilated adequately with water irrigation. With air insufflations, extra slim gastrointestinal endoscopes
could adequately distend ileal conduits, and with multiple levers, they provided much more freedom of
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manipulation than flexible cystoscopes. Visualization of ureterointestinal anastomosis sites and

biopsy of tumors could be performed very easily.

We strongly recommend the use of extra slim

gastrointestinal endoscopes than flexible cystoscopes when retrograde examinations and procedures are

necessary in patients with ileal conduits.

(Hinyokika Kiyo 53 : 283-286, 2007)
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Fig. 1. Tumor recurrence at the site of uretero-
intestinal anastomosis. A clear visual
field is attained by simultaneous insuf-
flation of the ileal conduit with air and
aspiration of blood. A biopsy was per-
formed using a biopsy forceps thorough an
extra slim gastrointestinal endoscope.
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Fig. 2. The site of ureterointestinal anastomosis
was easily identified. A ureteral stent
could be indwelled in a retrograde fashion.
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Fig. 3. (A) Pictures of an extra slim gastroin-
testinal endoscope. The two levers are
for horizontal and vertical movements.
One button is for insufflation and water
irrigation, and the other button is for
aspiration. (B) An extra slim gastroin-
testinal endoscope (middle) is compared
with a flexible cystoscope (right) and an
ordinary gastrointestinal endoscope (left).
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