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Congenital strictures of the ureteropelvic junction (UPJ) are
currently considered to be a well-studied problem that can be
surgically corrected with positive results in 90% of cases [1-3].
The leading treatment method here is a complete resection of
the narrowed part of the urinary tract with the application of a
pyeloureteral anastomosis at the level of healthy tissues of the
pelvis and ureter. This principle was introduced by the American
surgeons Anderson and Hynes. High efficiency contributed to
its popularity and widespread recognition among urologists [4].

However, there are many clinical situations where it is impos-
sible to perform a radical UPJ resection, to apply an adequate
anastomosis between unchanged tissues or to perform it without
significant tension. First of all, it is difficult to do with extended
strictures of the upper third of the ureter. Even more problem-
atic are situations of secondary hydronephrosis, complicated by
severe inflammatory and cicatricial changes in the pelvis and
ureter, especially in patients with imperative indications for pre-
serving a kidney. The complexity of the surgical task increases
significantly with the frequency of ineffective operations per-
formed at the preliminary stage. The surgeon is usually forced to
use unconventional approaches to restore patency of the upper
urinary tract in such patients.

Ureteroplasty with a tubularized pelvis flap is a very rare op-
tion for urethral reconstruction. This surgical approach allows

replacing extended defects of the upper third of the ureter, and
in some cases the entire ureter. Pelvic tubuloplasty can also be
used to correct hydronephrosis associated with additional ves-
sels to the lower pole of the kidney. Nowadays there are only
a few reports on using tubular pyeloplasty in literary sources
[5-10]. Not all indications for this type of reconstruction have
been studied yet. Thus, not all possible methods for the pelvis
flaps formation have been developed. This article presents the
experience of using this surgical technique in two patients with
complex clinical situations.

Material and methods. The I* clinical case

A 24-year-old patient was admitted to the hospital because of
complaints on periodic aching pain in the left lumbar region and
in the left half of the abdomen, as well as systolic blood pressure
increase to 135-140 mm Hg. From the anamnesis, it is known
that 3 and 5 years ago she underwent open surgical interventions
(antevasal pyeloureteral anastomosis and repeated pyeloure-
teral anastomosis) for left-sided hydronephrosis associated
with additional lower-polar vessels. MDCT showed that the
patient had a significant dilatation of the pelvis in the left
kidney with its atony (Psoas symptom) (Fig. 1). The pelvic-
ureteric junction was narrowed, poorly visualized. It was also
crossed with a large additional artery and vein going to the
lower pole of the kidney.

Fig. 1 Frontal MDCT reconstructions show signs of left hydronephrosis (a) and psoas symptom (b), as well as an additional
lower-polar artery and vein (c, d)
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We decided to perform pelvic tubuloplasty with displacement
of the anastomosis zone below its intersection with the lower
polar vessels. The operation was performed via thoracolumbar
approach in XI intercostal space. After isolation of the kidney
from the cicatricial adhesions, the ureter was cut off just below
the UPJ. The pelvis wound in this area was sutured. UPJ was
resected at the level of normal tissues of the ureter and sutured.
The upper renal vessels were placed up with the help of vascular
elevators. Next, we performed a longitudinal pelvis intersection
in the direction from top to bottom. The upper part of the flap

had a width of at least 10 mm. The lower edge of the pelvis inci-
sion was 10 mm from the lower edge of the pelvis. The width
of the base of the flap was about 20 mm. After turning down the
flap over the lower polar vessels, its distal part was captured
with forceps and pulled (Fig. 2 a). The pelvis was longitudinally
sutured; the formed flap was tubularized by interrupted suture
(Fig. 2 b). Further, an anastomosis was performed between the
pelvic flap and the ureter approximately 2 cm below the lower
polar vessels (Fig. 2 c, d). The postoperative period was without
complications.

Fig. 2. Intraoperative pictures of the stages of pelvic tubuloplasty:
a — formation of the flap and displacement it below the additional vessels; b — the flap is completely tubularized;
¢ — anastomosis between the flap and the ureter; d — the final view of reconstruction

Fig. 3. Frontal MDCT reconstruction demonstrates the absence of obstructive changes
in the upper urinary tract on the left. Arrows indicate the boundaries of the tubular flap of the pelvis
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Fig. 4 a— frontal MDCT reconstruction in the excretory phase; b — antegrade pyeloureterography demonstrates
a complete absence of UPJ patency on the left and an extended stricture of the upper third of the ureter
(the boundaries of the stricture are indicated by arrows)

The ureteric stent was removed 2 months later. The patient did
not complain during further observation. 6 months after surgery
we performed MDCT, which showed a significant decrease in
the size of the renal pelvis, and no obstructive changes in the
UPJ and the ureter (Fig. 3).

The 2" clinical case

A 35-year-old patient came to hospital for performing a left-sid-
ed nephrectomy as she had percutaneous nephrostomy and several
previous inefficient operations related to left-sided hydronephrosis.
We found out from the anamnesis that two years before she had un-
dergone laparoscopic plastic surgery of the ureteropelvic junction
complicated by anastomotic stricture. Subsequently, she underwent
several endoureterotomy with prolonged stenting of the ureter,
which did not bring positive effect. Six months ago, the patient un-
derwent laparoscopic redopyeloplasty and it did not bring positive
changes. Because of existing obstructive changes, the patient was
performed a puncture nephrostomy on the left side. According to
MDCT and antegrade pyeloureterography, there was a lack of pa-
tency of the pelvis-ureteric junction, and an extended stricture of the
entire upper third of the left ureter (Fig. 4). We also noted that the
renal pelvis was very big. Taking into account this fact, the patient
was brought to the operating room to reconstruct the ureter with a
tubular flap of the renal pelvis or with ureterocalicostomy. In case
of impossiblity to perform these techniques we planned to carry out
nephrectomy.

After mobilization of the kidney and ureter from severe cica-
tricial adhesions, we isolated the pelvis carefully, and found out
that the upper half of pelvis was not changed. We cut off the
ureter from the pelvis-ureteric segment and started its sequential
intersection at the level of the upper third in order to search for
normal ureteral tissue. The latter was detected only at the level
of the middle third of the ureter. In this area, the ureter was in-
tersected and spatulated. Due to the considerable extent of the
ureteral defect, even after complete mobilization of the kidney,
it was impossible to perform ureterocalicostomy. Thus, we made
a decision to perform reconstruction of the ureter with a tubular-
ized flap of the pelvis.
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Renal vessels were moved up by vascular elevators. After
that we performed longitudinal incision of the pelvis in the
direction from top to bottom. The upper part of the flap had
the width of at least 10 mm. The lower edge of the pelvis
incision was at the distance of 7 mm from the lower edge of
the pelvis. The width of the flap base was 20 mm. The flap
was turned down. Its distal part was captured by forceps and
pulled. At this moment we found out that the length of the
flap was 2 cm smaller than we needed for the ureter anasto-
mosis. In this connection we made 3 shallow transverse inci-
sions by the scissors on each side of the flap with an interval
of 5-7 mm, retreating 5 mm from its base (Fig. 5). This ma-
neuver allowed extending the flap by 2 cm. Further, we su-
tured the wound of the pelvis longitudinally. The formed flap
was tubularized and connected to the ureter on the stent. The
postoperative period was without any complications. Neph-
rostomy tube was removed after 2 weeks, ureteric stent - 2
months later.
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Fig. 5. Extending the flap with the help of multiple transverse
incisions
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The patient did not complain during further observation.
MDCT performed 3 months after the operation showed a sig-
nificant decrease in the size of the pelvis, no obstructive changes
in UPJ, and a slight narrowing at the border of the upper and
middle third of the ureter (zone of anastomosis) (Fig. 6).
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Fig. 6. Frontal MSCT reconstructions 3 months after surgery
demonstrate good patency of the pelvis-ureteric segment and
moderate narrowing of the ureter at the border of its upper and
middle third (arrows indicate the boundaries of the tubular flap
of the pelvis)

12 months after surgery MDCT revealed no obstructive
changes in the upper urinary tract (Fig. 7).

Fig. 7. Frontal and sagittal MDCT reconstructions 12 months
after surgery represent no obstructive changes in the lefi ureter

Results and discussion. Restoration of the upper third of the
ureter by the tissues of the renal pelvis has certain priorities over
other methods of urethral reconstruction. First of all, the ureter
is replaced with histologically identical material. Secondly, the
flap is not completely cut off from the renal pelvis, but has a
feeding leg. These features determine the success of this surgi-
cal technique.

One of the most important issues when using tubular flaps
of the pelvis is the adequacy of their blood supply, especially
in conditions of long-existing hydronephrosis. When the flap
is rotated down, there can be corrugation and inflection of the
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pelvic tissue, which can lead to its trophic violations. This
question undoubtedly requires further study.

Antevasal pyeloureteral anastomosis is a standard surgi-
cal technique for the correction of hydronephrosis in patients
with additional vessels going to the lower pole of the kidney.
But it has a significant drawback — a new anastomosis is very
often located at the level of the same vessel, but on the other
hand. At the same time, a pathological effect of the vessel on
the pelvis-ureteric junction remains. This circumstance can
be considered the main cause of relapse in performing such
operations.

This was the reason why two standard antevasal plasty of
the pyelourethral junction did not lead to positive results in
our first patient. Our experience shows that displacement the
anastomotic zone below the lower polar arteries or veins with
the help of tubular pyeloplasty can exclude the pathological
effect of these vessels on it. Therefore, this reconstruction
can be considered as a standard technique for the surgical
treatment of hydronephrosis caused by uretero-vasal conflict.
However, this requires practical confirmation, because there
is no experience of using such surgical tactics presented in
the world literature now.

The second clinical observation showed the possibility of
reconstruction of an extended defect in the upper and middle
third of the ureter by the tubular flap of the pelvis. The pro-
posed technique for the formation of the flap allowed extend-
ing it by 2 cm and successfully performing an anastomosis
between the flap and the ureter. The main advantage of this
approach is the possibility of extending the flap not by reduc-
ing the width of its base, but by means of small transverse
incisions at various points. This let us to save the blood sup-
ply to the flap.

Conclusion. Ureteroplasty with a tubularized pelvic flap is a
very rare and complex option for urethral reconstruction. This
surgical approach in case of large sizes of the renal pelvis allows
replacing extended defects of the upper third of the ureter. Pelvic
tubuloplasty can also be used to correct hydronephrosis asso-
ciated with additional vessels to the lower pole of the kidney.
However, the feasibility and safety of such surgical approach
requires further study.
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Ureteroplasty with a tubularized pelvis flap is a very rare op-
tion for urethral reconstruction. This surgical approach allows
replacing extended defects of the upper third of the ureter, and in
some cases the entire ureter. Pelvic tubuloplasty can also be used
to correct hydronephrosis associated with additional vessels to the
lower pole of the kidney. Nowadays there are only a few reports on
using tubular pyeloplasty in literary sources. Not all indications for
this type of reconstruction have been studied yet. Thus, not all pos-
sible methods for the pelvis flaps formation have been developed.
This article presents the experience of using this surgical technique
in two patients with complex clinical situations.

Our experience shows that displacement the anastomosis
below the lower polar arteries or veins by using tubular pyelo-
plasty can exclude the pathological effect of these vessels on
it. Therefore, this reconstruction can be considered a standard

technique for the surgical treatment of hydronephrosis caused
by uretero-vasal conflict. However, this requires practical con-
firmation, because there is no experience of using such surgical
tactics presented in the world literature now.

The second clinical observation showed the possibility of
reconstruction of an extended defect in the upper and middle
third of the ureter by the tubular flap of the pelvis. The proposed
technique for the formation of the flap allowed extending it by
2 cm and successfully performing an anastomosis between the
flap and the ureter. The main advantage of this approach is the
possibility of extending the flap not by reducing the width of
its base, but by means of small transverse incisions at various
points. This let us to save the blood supply to the flap.

Keywords: ureteral reconstruction, UPJ reconstruction, dis-
membered tubularized flap pyeloplasty

PE3IOME

PEKOHCTPYKIHS BEPXHE TPETH MOYETOUYHHUK 3A CUET TYBYJISIPHOT'O JIOCKYTA JOXAHKHA B
CJIOXKHBIX KIMHUYECKUX CUTYAIIUSAX
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ITnactuka MOYeTOUHHKA TYOYISIPU30BAHHBIM JIOXaHOUHBIM
JIOCKYTOM SIBISIETCS BEChbMa PEAKOH omeparueil yperepaib-
HON pEeKOHCTPYKUUHU. JlaHHBIM XUpYypruyecKkuil Mmojaxoj Io-
3BOJIACT 3aMECTUTh IPOTSHKEHHBIC Ne(EKTH BEPXHEH TpeTH
MOYETOYHHKA, & B OTJCIBHBIX CIydasX ¥ BECb MOYECTOUHHK.
TyOynonnacTuka JTOXaHKHA HCHOIB3YSTCS TaKXkKe M ISl KOp-
PEKINH rUApoHePPo3a, CBI3aHHOTO C JOOABOUYHBIMH COCY/Ia-
MH K HIJKHEMY Hoirocy modkd. OfHaKo MOKa3aHUs K 9TOMY
BHUIY PEKOHCTPYKIHHU IO Cei JIeHb He pa3paboTaHBl W HE
H3yYeHBI PA3JINYHBIE CIIOCOOBI ()OPMHUPOBAHUS JIOXAHOUHBIX
JIOCKYTOB, @ B JINTepaType NPHUCYTCTBYIOT JIUIIb CIUHUIHBIC
OTYETHI 00 NCIONB30BAHUH TYOYISIPHON MUEIOypeTepanIbHON
IUTAaCTUKHU. B cTaThe mpeacTaBieH ONBIT HCIONB30BAHMS JJaH-
HOW XMPYpPrHUECKON TEXHUKH y ABYX HMAllHEHTOB CO CIIOXKHEI-
MU KIMHUYECKUMHU CUTYalUsIMH.

VY mepBoM ciydae OBE CTaHJApTHBIE AaHTEBAa3aIbHEIC
MIACTUKH IHEJIOYPETepaNlbHOTO CEeTMEHTa HEe HMPUBEIH K
MO3UTHBHBIM pesynbTaTaM. Kak moka3piBaeT HAIl OIIBIT,
IepeMeIIeHIe 30Hbl aHACTOMO3a HIUKE MEepPeKpecTa ¢ HUXK-
HEIOJIAPHBIMH apTePHUsIMHU HJIN BEHAMHU 3a CUET HCIHOJIB30-

22

BAaHUS TyOyNApPHOH IUIACTHKHU JIOXaHKH MOXET HCKIIOUHTH
MaTOJIOTHYECKOE BIMSHHE HAa HEro 3THX cocynoB. [losro-
My TyOyJIOIUIacTHKA JIOXaHKH MOXKET OBITh pacCMOTPEHA B
KaueCcTBE CTAaHAAPTHOM METOAMKH XHPYPTHUYECKOTO Jiede-
HHUS THAPOHE(PPO3a, 00YCIOBICHHOTO YPETEpO-Ba3adbHEIM
KOHQIIMKTOM, 4TO TpeOyeT NMPaKTHUECKOro MOJITBEpIXkKIe-
HHS, TaK KaK Ha CETOJHSANIHWHI JeHb B MHPOBOIl IUTepa-
Type ONBIT UCIIOJIB30BAHNUS TAKOH XUPYPTrUIECKOH TaKTUKH
HE OIHUCAaH.

Bo BTOpOM KIMHHYECKOM CIydae IMOKa3aHbl BOZMOXKHOCTH
PEKOHCTPYKIIMU MPOTIKEHHOTO AedeKTa BepXHEH U cpeaHeit
TPETH MOUYCTOUHHKA 3a CUET TyOyISIPHOTO JIOCKYTa JTOXaHKH.
IIpennoxennas MeToguKa GOPMUPOBAHHS JOCKYTa ITO3BOJIH-
Jla ero yJUIMHHUTH Ha 2 CM M YCIEIIHO BBIIOJHUTH aHACTOMO3
MEXJIy HAM U MOYETOYHHKOM. OCHOBHBIM HPEUMYIIECTBOM
TaKOTO MOAXO0/A SBISIETCS BO3MOXKHOCTD YIUIMHEHHUS JTOCKYTa
HE 3a CYeT YMCHBIICHHUS ITUPUHBI €r0 OCHOBAHHUS, a C IIOMO-
IIbI0 HEOONBIINX TTONEPEUHBIX HAIAPE30B B PA3INUHBIX TOU-
Kax, 4TO MO3BOJSICT MAKCUMAJILHO COXPAHUTh KPOBOCHAOMKe-
HUE JIOCKYTA.



GEORGIAN MEDICAL NEWS
No 5 (302) 2020

Agboydy

Yot lofgg9mol bgws dgbodgool MgzmblR®gdcos Roo-

ol Ggdgageo bogmymon Gngee jawobogg® bohy-
530930

2a.0093h g6 30, .30y 3060, *g.LEOobmggc 0, '@.Logmbmgo,
'9.bgomdmebos o

Tbo@gmgol  gOmgbgmo  bsdgwogobm  9boggdlodgdos
23.303mgommgols  Lobgenmdols  g@memmaoobs  ©s  by-
QOOEma00l Loman o Lodgoozobm  jarobogy®o (396-
B®0, bo@imgo; *bodgmgols 3mlGodmmdy@o gobsm-
@gdol LodgoEobm gowgdos, 930506

YoObofggmol 3ensli@ogs gosgsl Gydgarobgdyeo
boggengmom  [omdmoygbl g@gndgmo  Mg3mbLR® ]
3ool IgHo 0dg0sm  ™m3gMsEosl  [omdmowygbl. gL
Joogdaogmo dgmmeo odarggs JodmebsaFggmol bgws
dgbodgeol aobg@Emdomo ©aggdHadel, gomgygme dgd-
0bg9390d0 3o — Jmgao Jo@ElLofggmol Jgigemol Lo-
Ygoegosl. gosasls Gydgam3mslBogs,sbggg, dgodeng-
b5 godmygbgd o 0dbgl modgdamols Jggos 3meyglosh
©5353 93000  Lobbando®mggdom ©s3ogdodgodygemo  Jo-
©OMbYBOMmbol gmdgdgoobsmgol. mgdas, wwgls hggbg-
b900  H9306LAOYJ300l 53 Lobgmdolbomgol xg® o6
>0l gd9doggdgao, 5@ oMol Ygl{ogmogmo Qoogsls
bogengmgdoll  Bm@dodgdol Lbgoolbbgs  LaTgoggds,
@0 gOoAY@>To  dmodogds Fbmeme  gOmgyeo  ob-
35M039d0 AYdgegdo 30ge Mm@ gndgemo 3asli@ogol
Ygbobgo.

53BMAgdo omfgmgb s@bodbymo Jodydgogmo Gg-
J6030L 208mygbgdols aodmEomgdsl Mm@ 35309606
Ao 3e0bogg® LodysEogddo.

303900 353096 0L Jgdmbgggedo 3ogmmy@mgm@geno
bga3gbBol m®ds 6@ ggsbogng®ds 3anoliBogsd wawgdo-
00 Jggao 5O godmoem. 53BMmMdol asdmELoggdom,
SbalBmInbol bmbol  gowssyomgdsd  xgs®goobols
J399m0 gosgsl Hydgagmo dgobBogzol aodmygbgdom

Ygbodgnms  godm@ocbml  Jsmmammaog@o  aogangbs
Lolbandodmggdby. odo@md, gosgsl  Gyogmm3mmsl-

B0gs godangds gobbogrga 0dbgl 9@ gnOMmgsboemydo
30bx@oJdoon 3s3m§g99mo Jommbyn@mbol Jodym-
3090 339@bsamdol LHsbEsMmEG Y dgnmesw. mydie,
>0bodbyemo  3@sodBogge  Jmombmgl  oEsliFygdgdsl,
GoEyobo mgl Lodgsbogdm @modg@s@ydsdo slgmo
Joogdaogmo  BodBogol godmygbgdol asdmELogngds
oM oMol s g®oao.

dgmmg geobogy® Jgdobggzoby ©o33003905d ohggbs
YoOlofggmol bgos s Vo Igbsdgools aobg@mmdogno
©999JBoL  M930bLbEAGYJ300L  Ygloda gdermdsbo  goo-
ol Gogeg®o bogagmom. bsgamgmnol gm®do®gdols
Ygdmmsgobgdgands dgmmeds  Yglsdangdgemo  gobows
dolbo wopMdgegds 2 d-om ©s dolbs s JomlsaFggnl
Yol 5bsLEMIMbol FoMds@gdom gl gds. skigmo
doamdol  doMmoms©  30BMSAGLMosl  Fomdmaowygbls
boggagmols spa®dgangdols gbodangdbamds s@s Jolo
do®ol  ogof@dmgool  bodx by, s@sdge  Lbgowslbgs
Voo To  dzodgoo  asbogo  0bizobogdol  bodyby.
9L 9bOYbggeymals  bogamgmol  Lolbardmdsmepgdols
doJbodog @ Jgbos@bybgdsl.

EARLY POSTOPERATIVE COMPLICATIONS IN PATIENTS DURING DENTAL IMPLANTATION

Borisenko A., Antonenko M., Zelinsky N., Stolyar V., Popov R.

Bohomolets National Medical University, Institute Post-graduate Education,
Department of Therapeutic Stomatology, Department of Dentistry, Kyiv, Ukraine

Generalized parodontitis and caries complications lead to
tooth loss in individuals of different age groups. As a result of
this often there is a violation of the integrity of the dentition,
which leads to functional disorders of the muscular apparatus,
temporomandibular joint and cosmetic defects. This further
causes alterations in the patients’ socialization [1,28].

The restoration of the integrity of the dentition is an important
component, which further leads to the harmonious functioning
of the masticatory system and whole body. One of the primary
key corrective segments in this process is dental implantation.
[2,31]. Recent years, a considerable success has been achieved
in this field, and has led to another stage in the development of
modern dentistry [20,22,27]. An unresolved problem is the ex-
istence and functioning of both the implant and the orthopedic
implant-supported structure [3,11,13].

But, unfortunately, there are quite a number of significant
complications in the implantation process [4,5,25]. Most often,
during the implantation operation, perforations of the maxil-
lary sinus, nasal cavity and mandibular canal occur; damage to
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the alveolar ridge, mandibular canal, and neurovascular bundle
[12,17,18]. Most authors note the occurrence of bone necrosis,
cleavage of the cortical bone plate, bleeding, damage of the oral
mucosa. As the most common complication observed is an im-
proper installation of the implant [15,16,30]. There are no data
on the relationship and features of dental implant complications
caused by previous diseases that led to tooth loss. There are prac-
tically no data on the peculiarities of complications arising in the
initial stages of surgical treatment. Thus, the literature data are
ambiguous, debatable and sometimes controversial. With this in
mind, the issue of dental implantation is of particular importance
and requires further development including different age groups
[19,24].

Aim of the study is to improve the results of dental implanta-
tion and to avoid its complications based on identification of the
causes of complications of dental implantations and developing
preventative measures in people of different age groups.

Material and methods. 65 patients aged 35-60 years with
secondary adentia were under our supervision. The main study
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