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Abstract

A sixteen-year-old girl reported to department of Gastroenterology, Manipal Hospital, Jaipur with history of chronic
diarrhoea, this diarrhoea was there for 3 months, with watery stool, diarrhoea having no relation to food intake, times
of the day, not relieving with any medicine tried, patient seen my many gastroenterologists earlier normal
duodenoscopy and full colonoscopy, no ileoscopy done. There was a history of laparoscopic cholecystectomy a few
months back for symptomatic gall stones, she could clearly describe that after cholecystectomy one week was
uneventful, then she developed diarrhoea, they met the surgeon, as many people develop bile acid induced
diarrhoea after cholecystectomy same diagnosis was kept, she was given few days cholestyramine, antimotility
drugs and metronidazole but with no benefit.
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Introduction
It presents a case of a sixteen-year-old girl who was reported to

Department of Gastroenterology, Manipal Hospital, and Jaipur with a
history of chronic diarrhea. The diarrhoea was there since 3 months,
with watery stool which was having no relation to food intake, times of
the day, not relieving with any kind of medication tried. Patient went
to many gastroenterologists earlier. She underwent normal
duodenoscopy and full colonoscopy. No ileoscopy has been done.

Case Presentation
On further visit of that sixteen-year-old girl to surgeon and

gastroenterologist, diagnosis was kept as bile acid diarrhoea still
treated conservatively on the recommended line, while the family of
the girl was reassured for gradual recovery, but diarrhoea did not
improve, bile acid binding agent did not work, course of anthelminthic,
antidiarrheal, modified diet did not work, there was insignificant
weight loss, family was distressed, met me at OPD parents and the girl
all were weeping as she was troubled due to watery diarrhoea day and
night, unable to sleep. Two points she told after detailed discussion that
after more water intake diarrhea worsens and before motion, she felt
pain in the right iliac fossa. As we suspected some kind of spurious
diarrhea due to surgical complication and communication of intestine
and ureter, we sent stool sample of the patient for stool urea and stool
creatinine measurement, stool creatinine was 30 mg/dl and stool urea
was 700 mg/dl. It supported the diagnosis of spurious diarrhea (urine
coming from bowel as the watery stool). Now at our center, the patient
underwent contrast-enhanced Compound tomography of the
abdomen; it revealed communication of ileum lower end with right
ureter lower one third. Now diagnosis of Ureteroileal fistula was

confirmed. The patient was referred to the Urologist, she underwent
cystoscopy, urinary bladder was normal, right ureteric stent was
placed, Foleys catheter placed to decrease pressure in bladder for one
month, diarrhoea stopped, patient improved, later on, follow up after
removal of Foleys catheter she was doing fine and she was satisfied
with the treatment.

Figure 1: Ureteroilial fistula clearly visible at the lower one third of
the right ureter with the help of CECT whole abdomen.
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Discussion
Uroenteric fistulae can occur between any part of the urinary tract

and the small and large bowel (Figure 1). Classification is generally
based on the organ of origin in the urinary tract and the termination of
the fistula in the segment of the gastrointestinal tract. Surgery is often
necessary. Congenital fistulae are rare, with most being acquired.
Uroenteric fistulae most frequently occur in a setting of inflammatory
bowel disease. Imaging often helps in the diagnosis. Management of
urinary fistulae includes adequate nutrition, diversion of the urinary
tract, diversion of the gastrointestinal tract, treatment of underlying
inflammatory process or malignancy and surgery [1].

Fistula’s which communicate between the Urinary system and
intestine are rare, and among them, fistulas that involve the urinary
and intestinal tracts means Vesicointestinal fistulas are the most
common, vesicoureteric fistulas are caused by diverticulitis, carcinoma
colon [2]. Ureterocolonic fistulas are caused by the inflammatory
condition of the urinary system or colon like an untreated perinephric
abscess, calculus pyonephrosis.

Intestinovesical fistula has been described as of five types according
to the etiology; which include:

• Congenital
• Traumatic
• Inflammatory
• Neoplastic
• Foreign body

The same classification can be useful for the Ureteroileal fistula [3].
One case report of tubercular ureteritis, pyelitis and pyelonephritis had
a Ureteroileal fistula [4]. Post radiotherapy of carcinoma uterus and
carcinoma cervix many patients developed ureteroileal fistula; one case
report of perforating abdominal trauma with chronic chloride
resorption from ileum have been reported [5]. A review of the
literature shows that involvement of the ureter secondary to
inflammatory bowel disease is rare, it has never been reported with
ulcerative colitis, and there are a few reports of patients developing
Ureteroileal fistulas due to Crohn’s disease [6]. One old case series
reported three patients, who developed the ureteroileal fistula
postoperatively, including one after radical pelvic surgery for advanced
ovarian carcinoma, one following failed transureteroureterostomy and
one after a repeat left ureteral reimplant with a pelvic abscess [7].
Infection and/or urinary leakage had a major role in these cases, like
other previously reported fistulas. Most of the earlier reported patients
underwent surgical excision or revision; many patients were managed
successfully with percutaneous nephrostomy or indwelling ureteral
stents [8]. Crohn’s disease patients are managed with Infliximab with
or without ureteric stenting and bladder catheterization [9]. There are
a few case reports of the Ureteroileal fistula with diverticulitis, many of
these cases are managed by diverting sigmoid colectomy, colostomy

with ureteric stenting; after 4 weeks retrograde pyelogram was done to
document healing of fistula and anastomosis of colon was done after
resection of diverticulitis [10]. Now a day most of the cases are
managed by conservative treatment; by successful conservative
management today we can avoid operative intervention in these rare
fistulas. All the surgeons should be especially careful while operating
close to the ureter [11,12].

Conclusion
It was a very rare case of Ureteroileal fistula which developed post

laparoscopic surgery trauma in a young girl, this patient presented
with chronic spurious diarrhoea, multiple investigations done for
chronic diarrhoea, endoscopies were non diagnostic and finally
contrast compound tomography revealed fistulous s communication
between ileum and ureter. Our patient was managed conservatively
with right ureteric plastic stenting and Foley’s catheterization. Patient
responded well to conservative treatment.
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