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Urological complications after kidney transplantation is still now one of the main reasons of worsening operation results. Most surgeons
pay a lot of attention to the urinary fistulae. At verifiable urinary fistulae the next tactics significantly depends on the presence of urinary stent.
Subject of the work: to study the effectiveness of implantation as for double J-stents at kidney transplantation for prophylaxis of urinary fistulae.

Materials and methods. The analyzed results of kidney transplantation among 66 patients from 2012 to 2016. There were 37 (56.1 %) men,
the average age of patients was 33.4+12.4 years. All the patients on early after surgical period were done the monitoring of clinic-biological
indexes, ultrasonic examination with scanning of renal allograft. As for the aim of the work all the patients were divided into two groups.

The main group included 35 (53 %) recipients with kidney allografts, everyone of them was set uretero-bladder anastomosis on the double J-stent
during the period from 11.2013 to 06.2016. The average age of patients was 32.6+9.2 years, there were 17 (48.6 %) men, 18 women (51.4 %).

Controlling group involved 31 (47 %) patients. During the period from 01.2012 to 10.2013 at kidney transplantation urinary stents were not
used among the patients. The average age of recipients was 34.3+15.3 years, there were 20 (64.5 %) men, 11 women (35.5 %).

Results. According to the analysis of our clinic material the implantation of J-stent at kidney transplantation for prophylaxis of urinary fistulae
is reliably (p<0.05) effective. In our research there is no connection (p>0.05) with the infection of urinary tracks with the presence of urinary stent.

Conclusions. Implantation of J-stent is effective and safe method of surgical prophylaxis of urinary fistulae and it can be routinely applied
at kidney transplantation.
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CeuoBiqHMIi CTEHT NPHU TPAHCIJIAHTALI HUPKU: OyTH 4 He OyTH?
C. P. Binvoanos, A. O. Hukonenxo, 1. B. Pycanos, O. C. Hukxonenko

VYposoriuHi ycKk1aHEHHSI MICJIsl TPAHCIUIAHTAL] HUPKH 3aJIMIIAI0THCS OJJHIEI0 3 OCHOBHHX IIPUYMH ITOTIPIISHHS pe3ybTariB oneparil. binb-
IIiCTH XipyPriB NPUALIAIOT HAHITIIIBHIITY yBary CE40BUM 3aThoKaM. [1i uac BepnQikoBaHOTO CEYOBOTO 3aTHOKY ITOANIbIIIA TAKTHKA O1IIBIIIOI0
MIpOTO 3aJICKUTh BiJl HASSBHOCTI CEUOBITHOTO CTEHTY.

MeTta po00TH — BUBYUTH €(PEKTUBHICTh IMIUTAHTALlIT TOABIHHNX J-TIONIOHNX CEYOBIHUX CTEHTIB MPHU Mepecali HUPKHU I NPODiITaKTHKI
CE4OBOI'0 3aThOKY.

Marepiasu Ta Mmetomu. [IpoananizoBaHi pe3y/bTaT TpaHCILIAHTALlT HUPKH 66 XBopHX 3a repio 2012—2016 pp. Yomnosikis 6ymno 37 (56,1 %),
cepenHiil Bik — 33,4+12,4 poky. Bcim narienTam y paHHbOMY THicisoniepaniiiHoMy Iepiofi BUKOHYBAaBCsS MOHITOPHHT KJIiHIKO-010XiMIYHIX
MIOKA3HHUKIB, YIBTPA3BYKOBE JOCIIIKEHHS 3 TyTUIEKCHIM CKaHyBAaHHSIM HAPKOBOTO aJIOTPAHCINIAHTATY. 3T1THO 3 METOI0 POOOTH MarieHTH Oyin
noztiieHi Ha ABi Tpym. OCHOBHY TpyIry cTaHOBHIH 35 (53 %) penumieHTiB HIPKOBOTO alOTPaHCIUIAHTATY, SkuM y riepion 3 11.2013 mo 06.2016 p.
CEUYOBITHO-MIXypOBHI aHacTOMO3 (hopMyBaJiil Ha MoABiIHHOMY J-mmofiOHOMY cedoBimHOMY cTeHTi. CepenHiil Bik manieHTiB — 32,649,2 poky,
4onoBikiB Oyno 17 (48,6 %), xinox —18 (51,4 %). KonTtponeHa rpyna Bxirodana 31 (47 %) nmauienTa, sikum y nepioa 3 01.2012 mo 10.2013 p.
ITiJ1 Yac TPaHCIUIAHTALIT HUPKK CEYOBIIHI CTEHTH He 3acTocoByBasu. CepeHiii Bik perunienTis — 34,3+15,3 poky, yonosikis Oyi10 20 (64,5 %),
xinok — 11 (35,5 %).

PesyapTaTu. 3rifHOo 3 aHAII30M HAIIOTO KITIHIYHOTO MaTepially IMIUTaHTAaLis ITOABIHHOTO J-10/1i0HOTO CEYOBITHOTO CTEHTY ITiJT 4ac epecaaku
HUPKH YIS TPOPLIAKTHKH CEYOBOTO 3aTHOKY € BiporigHo (p<0,05) edexTrBHOIO. Y HaNIOMY JOCIIKeHH] BiZICyTHIH 3B’ 530K (p>0,05) iHpexmil
CEUOBHIUTFHUX IUISAXIB i3 HASIBHICTIO CEYOBITHOTO CTEHTY.

BucHoBku. IMrtanTariist moaBiiHoro J-moaiGHOro Ce4OBiAHOTO CTEHTY — e()eKTUBHUIT 1 Oe3neu Il MeTo XipypriyHoi IpodiTakTHKK ceuo-
BOT'O 3aThOKY Ta MOJKE PYTHHHO 3aCTOCOBYBATHCS [IPH TIEPECAILI HUPKH.

Knitouogi cnosa: mpancnnanmayis HupKu, aiompaicniaHmamu, ce4o8uli 3amvox, CrmeHmu.
3anopizekuii meouunuit ucypuai. — 2016. — Ne5 (98). — C. 43—46

Mo4eTOYHHUKOBBIN CTEHT NMPH TPAHCILIAHTAILINY NMOYKHU: ObITh WIH He ObITh?
C. P. Bunvoanos, A. A. Huxonenxo, U. B. Pycanos, A. C. Huxonenxo

Vponornl{ecxue OCJIO)KHEHHUS MOCJIE TPaHCIJIAaHTALlMU ITOYKHU OCTArTCA 0)1H0f/i U3 OCHOBHBIX NPUYHUH YXYAUICHUS PE3YJIIbTAaTOB OIICpallUU.
BonbmmaCcTBO XHUPYProB YACIAKT CaMO€ IPUCTAJIbHOC BHUMAaHUE MOYEBbIM 3aTEKaM. HpPI Bequ)I/IL[I/IpOBaHHOM MOYEBOM 3aTEKe Z[aJ'II:Hef/‘II_HaH
TaKTHKA B OOJIBLION CTEIIEHU 3aBUCUT OT HAJIMYHUSI MOYETOYHUKOBOI'O CTEHTA.

Leab padoThl — H3yIUTH 3P HEKTUBHOCTH UMIIAHTAINN JBOHHBIX J-00pa3HBIX MOYETOUHUKOBBIX CTEHTOB TIPH Iepecake MOUKH IS IIPo-
(MIAKTHKKA MOYEBOTO 3aTEKa.

Marepuansl u MeToabl. [Ipoanaan3npoBaHbl pe3yibTaThl TPAHCIUIAHTAIMH TTOYKH 66 60ibHBIX 3a neproq 2012-2016 rr. My»x4nH Obl10
37 (56,1 %), cpenuuii Bo3pacT nanueHToB — 33,4+12,4 rona. Bcem nanpeHTam B paHHEM MOCJIEONEPALIMOHHOM MEPUOJIE BBITIOIHSICS MOHHUTO-
PHHT KIIMHHKO-OMOXMMHUYECKHX ITOKa3aTelel, yIbTPa3ByKOBOE NCCIIEN0BAHKE C IYTUIEKCHBIM CKaHUPOBAHNEM OUSYHOTO aJUIOTPAHCILIAHTATA.

CormtacHo 1ieny pabOThI HAIMEHTHI OBLIN pa3eIeHbl Ha ABe rpymibl. OCHOBHYIO IpymiTy cocTaBuiy 35 (53%) penunueHToB HOUYeYHOTO al-

JIOTpaHCIIIaHTaTa, KOTOpbIM B niepuoa ¢ 11.2013 o 06.2016 r. MO4ETOUHHKOBO-ITY3BIPHBIN aHACTOMO3 (POPMHUPOBAIIH Ha ABOMHOM J-00pazHOM
MOYETOYHUKOBOM cTeHTe. CpenHuil Bo3pacT manuenToB Obu1 32,6+9,2 rona, myxunn — 17 (48,6 %), wenmuH — 18 (51,4 %). Konrponbnas
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rpynna Brmodana 31 (47 %) naunenta, y koroporo B nepuoz ¢ 01.2012 r. mo 10.2013 1. npu TpaHCIUTaHTAIMH TTOYKH MOYETOYHUKOBBIE CTEHTBI
HE HCIONIB30BaNich. CpeHuUA BO3pacT pequnueHToB coctaBmi 34,34+15,3 roxa, myxuun — 20 (64,5 %), xenmuH — 11 (35,5 %).

Pesyabrarsl. CortacHO aHa M3y HAIIEro KIMHHYECKOro MaTepualia MMIUIAHTalus ABOWHOro J-00pa3HOro MOYETOYHHKOBOTO CTEHTA IPU
repecajiKe oYK [Uisi IPO(GUIAKTHKUA MOYEBOTO 3aTéKa siBisierTcst foctoBepHO (p<0,05) addexrupHoil. B Haiem HcclieI0BaHUH OTCYTCTBYET
cBsi3b (p>0,05) nHdeKIMu MOUEBBIBOLIIIHMX MyTEH ¢ HATHYHEM MOYETOYHHKOBOTO CTEHTA.

BriBoabl. MIMmmanTarys ABOHHOTO J-00pa3HOr0 MOYETOUHHKOBOTO CTEHTA SIBIIETCs 2D (hEKTHBHBIM M 6€30T1aCHBIM METO/IOM XUPYPTrUIeCKOn
Mpo(MIAKTUKH MOYEBOTO 3aTEKA X MOXKET PyTUHHO TIPUMEHATHCS MIPU MEPECaIKe TOUKH.

Knrouesvte cnosa: mpancnianmayusi noukuy, aiiompancniaumanist, MO4egoll 3ameéx, CneHmal.
3anoposcckuii meouyunckuil sycypuai. — 2016. — Ne5 (98). — C. 43—46

he risk of surgical complications is the highest one during

the first days after the operation. Surgical complications
have a big influence on the direct results of transplantation
itself [1,2]. So, annual survival of kidney allografts without
presence of surgical complications is 93 %, with their presence
is 75 % [3].

Urological complications after kidney transplantation is still
now one of the main reasons of worsening operation results.
The most frequent complications are urinary fistulae, stenosis
and inability of neoanastomosis which can be found among
4-30 % of recipients. At the same time they are the cause of
death among nearly 50 % of patients. A lot of authors link it
with the dystrophic processes in the wall of bladder caused by
the fact that it does not work during long period of time [4].

Most surgeons pay a lot of attention to the urinary fistulae.
This kind of urological complication after transplantation can
be seen among 1.5—4 % of recipients. As a rule, urinary fistulae
develops during the early time period after transplantation, on
the background of the most aggressive starting immunosuppres-
sion and that is why they are the most dangerous as for septic
complications [5].

In turn, joining infectious-septic component in the urinary
fistulae creates additional danger for arrosion of vascular
anastomosis. Performing surgical interference with the aim
of reconstruction of urinary tract on a such unfavourable
background also ends the development of secondary compli-
cations [5,6].

At verifiable urinary fistulae the next tactics significantly
depends on the presence of urinary stent. If there is a drainage
in the wound, urinary catheter and J-stent, the mentioned drain-
ages are in the wound till the stopping of urine leaking from
it. If there is no drainage in the wound, puncture drainage will
perform. For lack of putting stent and catheter, if it is possible
to localise fistula, it is worth trying nephrostomy and/or vesical
catheter and double J-stent. In case if the conservative tactics is
not successful during three weeks, open surgical interference
with reconstruction of urinary tract mainly on the urinary stent
must be done [1,6-9].

The effectiveness of using double J-stents with prophylactic
aim is controversial and requires the following studying.

Subject of the work: to study the effectiveness of implantation
of double J-stents at kidney transplantation for prophylaxis of
urinary fistulae.

Object of study and methods of investigation

During the period from 2012 to 2016, 66 patients were done
kidney transplantation in the clinic of transplantology of State
establishement: «Zaporizhzhia Medical Academy of Postgradu-
ate Education. Ministry of Health Protection in Ukraine» on the

base of interregional centre of transplantology. There were 37
(56.1 %) men, the average age of patients was 33.4+12.4 years.
Monitoring of clinic-biological indexes, ultrasonic examination
with scanning renal allografts were done among all the patients
on early after surgical period.

In all cases neoureterovesicostomia with anti-reflux protection
was formed followed by the methods, developed in the clinic
[10]: the bottom of a bladder was picked out from the paravesi-
cal adipose tissue, muscular layer and mucous membrane were
being dissected throughout 1.5 cm, uretero-bladder anastomosis
was formed by putting the continual stitch with the suture which
resolves itself. Between muscular layer of the bladder, the edge
of anastomosis and the part of ureter above 7-9 mm from the
angle of anastomosis two additional ligatures were setting. The
ureter valve of donor kidney was formed at closing the ligatures.
Ligatures were put in the back part of anastomosis. Muscular-mus-
cular stitch on the bladder was set above the zone of anastomosis.

As for the aim of the work all the patients were divided into
two groups:

The main group included 35 (53 %) recipients with kidney
allografts, everyone of them was set uretero-bladder anastomosis
on the double J-stent during the period from 11.2013 to 06.2016.
The average age of patients was 32.6+9.2 years, there were 17
(48.6 %) men.

Controlling group involved 31 (47 %) patients. During the
period from 01.2012 to 10.2013 at kidney transplantation uri-
nary stents were not used among the patients. The average age
of recipients was 34.3+15.3 years, there were 20 (64.5 %) men.

Continual normally divided records were shown with the av-
erage value and standard deviation (M+SD). For the description
of frequency data the percentages were used, the differences
among groups were valued with the help of y*-test and Fisher’s
exact test. Statistical data processing was done with the help of
crosstabs analysis, disperse and correlational analysis.

All types of analysis were performed with the usage of pro-
grammes of statistical analysis Microsoft Office Excel 2007 i
“Statistica 6,0” for Windows (StatSoft. Inc., USA) v.6.1 license
Ne AXXR712D833214FANS. Differences between groups,
prognostic value of criterion, correlational dependence were
reliable at P<0.05. In all cases values P were bidirectional.

Results and their discussion

According to the analysis of our clinic material the implan-
tation of J-stent at kidney transplantation for prophylaxis of
urinary fistulae is reliably (p<0.05) effective (Tables 1, 2).

Necessity of implantation double J-stents at kidney transplan-
tation is under discussion as for literature data.

Some authors think that at renewal continuity of urinary
tracks with the usage of urinary stent, probability of urinary
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Table 1  groups use a double J-stent routinely (6—8) and remove it 2—4

Characteristic of comparing groups

Data, unit of measurement M?angn;jo)up Contr(c::llré% )group
Patient with obesity, n (%)
(BMI>30 kg/m?) 2 (5.7 %) 2 (6.5 %)
Deceased donor, n (%) 8 (22.9 %) 8 (25.8 %)
Living unconnected organ o o
donor (husband or wife), n (%) 4(1.4%) 4(12.9%)
Neoureterovesicostomia
on the urinary stent, n (%) 35 (100 %) 0(0%)
Urinary fistulae, n (%) 0 (0 %)* 4(12.9 %)*
True bacteriuria
(>/105 colonies/ml), n (%) 3(86%) 2(6.5%)

Note: * — differences between groups are statistically significant
(p<0.05).

Table 2

Characteristic of patients with urinary fistulae

Risk factors, unit of measurement Patients W|thn:2nary fistulae
Patient with obesity, n (%) o

(BMI >30 kg/m?) 0(0%)
Deceased donor, n (%) 1 (25 %)

Living unconnected organ 0(0%)

donor (husband or wife), n (%) °
Neoureterovesicostomia o

without urinary stent, n (%) 4 (100 %)

Day of appearing urinary fistulae

after kidney transplantation, day 19.0¢18.2

complications is less significantly than at without J-stent ana-
stomosis [11-16].
During early post operational period it is possible to find urinary
fistulaes in 3—5 % cases, when double J-stents are not used [8].
A double J-stent may be placed to protect the anastomosis,
particularly in cases of tricky anastomoses. Several transplant

weeks later (level of evidence: 2b). Absolute evidence for using
double J-stents is too short or bad vascularized ureter (in that
case uretero-uretero anastomosis is used), transplantation of the
third graft or among children (level of evidence: 3) [8].

In accordance to the literature data, implantation of urinary
stents can cause the infection of urinary tracks [17—19]. Another
sources refute this statement [ 13—16,20] and indicate to the con-
nection of true bacteriuria (>/105 colonies/ml [21]) after kidney
transplantation not with the presence of stent but among the
female recipients, long usage of bladder catheter and postponed
function of renal allograft [14,15].

In our research there is no connection (p>0.05) of urinary
tracks’ infection with the presence of urinary stent (7able 1).

Some authors think that it is essential to use urinary stents only
among the patients with obesity (body mass index—BMI>30kg/m?),
at deceased organ donation and among the recipients with renal
allograft from living unconnected organ donor [18,22].

According to our data, recipient’s obesity, kidney allograft
from deceased or living unconnected organ donor do not influ-
ence (p>0.05) on the frequency of formation of urinary fistulae
(Tables 1, 2).

So, implantation of double J-stent is effective and safe method
of surgical prophylaxis of urinary fistulae and it can be routinely
applied at kidney transplantation.

Conclusions

1. Formation of neoureterovesicostomia on urinary stent at
kidney transplantation is effective and safe method of surgical
prophylaxis of urinary fistulae .

2. Urinary tracs’ infection after transplantation is not linked
with the presence of urinary stent.

3. Implantation of a double J- stent can be routinely used at
kidney transplantation.

Conflicts of Interest: authors have no conflict of interest to
declare.
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