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latrogenic ureteralinjury isanuncommon but potentially severe complication i —

of abdominopelvic surgery. When not identified intraoperatively, it may present
days to weeks later with flank pain, fever, urinary tract infection, and imaging
evidence of obstruction. Early recognition and timely urinary diversion are
essential to prevent sepsis and preserve renal function.
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A 65-year-old patient underwent elective resection of an abdominal mass;
pathology confirmed schwannoma. On postoperative day 15, the patient
developed left flank pain and fever. Laboratory tests showed leukocytosis (WBC
15,000/mm?) and elevated C-reactive protein (150 mg/L); urine culture grew
Escherichia coli. Contrast-enhanced CT demonstrated left hydronephrosis
without stones, suggesting postoperative ureteral obstruction. Retrograde
double-J stenting was attempted but failed. Urgent percutaneous nephrostomy
achieved decompression with clinical improvement under targeted antibiotics.
Definitive exploration revealed a 1 cm stricture of the lumbar ureter, managed
by segmental resection and tension-free spatulated termino-terminal
ureteroureterostomy over an internal stent. Postoperative recovery was
uncomplicated; the stent was removed after 3 weeks. Follow-up ultrasound
showed no persistent pelvicalyceal dilatation.

Delayed ureteral obstruction should be suspected in postoperative patients
presenting with flank pain, fever, and hydronephrosis. When retrograde stenting
fails in the setting of infection, percutaneous nephrostomy provides rapid
decompression and source control, allowing delayed definitive reconstruction.
For short-segment proximal or mid-ureter strictures, ureteroureterostomy
remains a reliable option when performed according to reconstructive
principles.

(stent or nephrostomy) and infection control, followed by
definitive repair when required [1,4,5]. We report a delayed

latrogenicureteralinjury canoccurduringabdominopelvic left ureteral stenosis after abdominal mass surgery managed
Surgery due to the uret.er S prox1m?ty to .ma]or.vascglar.and with staged drainage and termino-terminal reconstruction
visceral structures, with mechanisms including ligation/ [1,6]

entrapment, transection, devascularization, crush, or thermal
damage [1,2]. When unrecognized intraoperatively, it often
presents later with nonspecific symptoms such as flank pain,

Introduction

Case report

fever, sepsis, urinoma, or imaging evidence of obstruction
[1,3]. CT urography with an excretory phase is recommended
to evaluate obstruction and/or urine leak [1]. In delayed
cases, initial management prioritizes urinary diversion

https:/[doi.org[10.29328/journal.jcmei.1001039

A 65-year-old patientunderwent elective surgical excision
of an abdominal mass. The procedure was performed via an
open approach. Intraoperatively, the tumor was located in
proximity to the ureter and required careful dissection for
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complete removal. No ureteral injury was identified during
surgery. Final histopathology confirmed schwannoma. The
immediate postoperative course was initially unremarkable.

On postoperative day 15, the patient presented with
left flank pain and fever, clinically consistent with acute
pyelonephritis. Laboratory evaluation revealed leukocytosis
(WBC 15,000/mm3) and elevated C-reactive protein (150
mg/L). Urine culture (ECBU) grew Escherichia coli, and
appropriate antibiotic therapy was initiated.

Contrast-enhanced @ CT  demonstrated left-sided
hydronephrosis/upper urinary tract dilatation without
evidence of urolithiasis, raising suspicion for postoperative
ureteral obstruction. Retrograde ureteral catheterization
with attempted double-] stent placement was unsuccessful
because the obstructed segment could not be traversed
(Figure 1).

Given concomitant infection and obstruction, urgent
percutaneous nephrostomy was performed, resulting in
immediate decompression and clinical improvement. The
patient completed antibiotic therapy tailored to the culture
results and remained clinically stable.

After resolution of sepsis and optimization for surgery,
definitive exploration identified a short-segment stricture
of the lumbar ureter measuring approximately 1cm. The
stenotic segment was resected, and a tension-free spatulated
termino-terminal ureteroureterostomy was performed over
an internal ureteral stent, with external drainage according
to institutional protocol.

Postoperative recovery was uneventful. The ureteral
stent was removed 3 weeks later. Follow-up ultrasound
showed resolution of hydronephrosis, with no dilatation of
the pyelocaliceal system.

Discussion

This case illustrates a delayed presentation of iatrogenic
ureteral obstruction following abdominopelvic surgery,

Figure I: Retrograde attempt at ureteral stenting demonstrating inability
to traverse the obstructed left ureteral segment.
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revealed by obstructive acute pyelonephritis. Delayed
recognition is frequent because early postoperative
manifestations are often non-specific and may be
misattributed to postoperative pain, ileus, or unrelated
infection. Recent data confirm that delayed diagnosis
is associated with increased morbidity, including more
readmissions, longer hospital stay, and a higher number of
procedures compared with intraoperative recognition [3].
This time course is consistent with international guideline
observations that most iatrogenic urinary tract injuries
are detected postoperatively, typically around the second
postoperative week [2].

When a postoperative ureteral injury or obstruction
is suspected, prompt imaging is essential. The EAU
Guidelines on Urological Trauma emphasize that contrast
extravasation may be the hallmark sign when present, but
that hydronephrosis or subtle ureteral dilatation can be the
only radiologic finding; when CT is equivocal, retrograde or
antegrade urography provides the best confirmation [1]. In
our patient, CT demonstrated left hydronephrosis without
calculi, supporting a postoperative obstructive mechanism
rather than lithiasis.

In delayed presentations complicated by infection,
management priorities are urgent source control and renal
preservation.Currentguidelinesandexpertrecommendations
support attempting retrograde ureteral stenting when
feasible; however, failure is expected when the obstructed
segment cannot be traversed. In this context, particularly
with pyelonephritis or sepsis, percutaneous nephrostomy
provides rapid and reliable decompression. The American
Urological Association (AUA) Urotrauma guideline (2020
amendment) explicitly supports nephrostomy drainage
when ureteral stenting is not possible or fails to provide
adequate urinary diversion [4]. Contemporary interventional
radiology series also report favorable outcomes with
anterograde/percutaneous multi-step strategies, with high
clinical success and preserved renal function, highlighting
the value of early drainage and endoluminal salvage when
possible [5]. In selected complex cases, combined antegrade-
retrograde “rendezvous” approaches may facilitate stent
placement and restoration of ureteral continuity, as reflected
in the European Association of Urology (EAU) guidance that
stenting can be performed retrogradely, antegradely, or with
combined techniques [1].

Definitive repair is determined by lesion location and
length, tissue viability, and the feasibility of a tension-free
reconstruction. For short-segment proximal or mid-ureteral
strictures, segmental resection with spatulated tension-
free ureteroureterostomy over a stent remains a standard
reconstructive option, provided well-vascularized ends
can be approximated [1]. Recent reconstructive literature
and expert-derived algorithms emphasize core principles-
healthy tissue, wide spatulation, tension-free anastomosis,
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and adequate drainage- and place ureteroureterostomy
among preferred strategies for short strictures in the
proximal/mid ureter, while longer defects may require
ureteroneocystostomy (+ psoas hitch/Boari flap),
substitution techniques, or other complex reconstructions
[6]. In our case, a staged approach-urgent decompression
and antibiotics followed by delayed reconstruction after
resolution of infection-aligned with these principles and
resulted in a favorable outcome.

Conclusion

In postoperative patients presenting with flank pain, fever,
and hydronephrosis, iatrogenic ureteral obstruction should
be actively considered. CT with an excretory/urographic
phase, followed by retrograde or antegrade urography when
needed, is central for diagnosis [1]. In the presence of infection
and obstruction, urgent urinary diversion is mandatory;
if retrograde stenting fails, percutaneous nephrostomy
provides effective decompression and stabilization [4,5]. For
short-segment lumbar/proximal or mid-ureter strictures,
termino-terminal ureteroureterostomy is a reliable definitive
option when reconstructive principles are respected [1,6].
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