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PREMIERE PARTIE 

 

INTRODUCTION 

 

La plupart des personnes ont la capacité de contrôler leur miction consciemment et 

volontairement : rétention pendant la phase de remplissage et vidange vésicale en cas de 

besoin. Lorsque la vessie est pleine, des influx nerveux sont véhiculés le long des nerfs allant 

de la paroi vésicale jusqu’à la moelle épinière, parvenant jusqu’au cortex celui-ci peut 

moduler et inhiber le signal de miction en fonction de l’environnement. Dès que la décision 

d’uriner est validée par l’encéphale, le muscle du sphincter strié (volontaire) se relâche et le 

muscle de la paroi vésicale (détrusor) se contracte afin d’expulser le contenu vésical. Par 

ailleurs, les muscles de la paroi abdominale et du plancher pelvien peuvent se contracter 

volontairement pour augmenter la pression vésicale ou la puissance du sphincter. Le contrôle 

de la miction est également réalisé par un sphincter lisse à commande involontaire au niveau 

du col vésical. 

Les lésions neurologiques touchant les niveaux supra-pontiques, la moelle épinière 

dont le cône terminal ou les niveaux infra-sacrés (queue de cheval et nerfs périphériques) 

influent nécessairement sur les contrôles vésico-sphinctériens et induisent des 

retentissements sur les pressions vésicales et du haut appareil. Le maintien de pressions de 

remplissage et de vidange basses est un enjeu primordial en neuro-urologie. L’éducation 

thérapeutique à la pratique des autosondages est ainsi primordial dans ce contexte. 

Certains patients sont dans l’incapacité de réaliser des autosondages par les voies 

naturelles et il est essentiel de pouvoir leur permettre une vidange simple, efficace et à basse 

pression tout en préservant leur qualité de vie et leur autonomie. La cystostomie continente 

(DCC) est un mode de dérivation urinaire proposé aux patient(e)s souffrant de rétention 

d’origine neurologique et sous autosondages. En cas d’hyperactivité du détrusor associée, un 

agrandissement vésical par entérocystoplastie est souvent nécessaire.  

En 1980, Paul Mitrofanoff, chirurgien général français a proposé la réalisation d’un 

conduit cutané étanche fait d’appendice reliant la vessie à la paroi abdominale pour 
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permettre les autosondages des enfants présentant une vessie neurologique, en association 

avec une fermeture du col.  

L’objectif principal de ce type de chirurgie est d’obtenir un conduit entièrement 

étanche, de jour comme de nuit à raison d’environ 5 à 6 autosondages par jour.  La technique 

a donc été modifiée à plusieurs reprises et présente maintenant quelques variantes avec les 

tubes de Monti, Casale faits d’iléon.  

L’article qui suit vise à comparer l’impact du site d’implantation profonde du conduit 

sur la continence et les complications et reprises chirurgicales. Deux techniques chirurgicales 

ont été réalisée sur une population nancéienne adulte et pédiatrique : une implantation sur 

le détrusor de la vessie native ou une implantation sur la face antérieure de 

l’entérocystoplastie. 
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SUMMARY 

 

PURPOSE. Comparing the results of continence and post operative complications between 

two sites of antireflux implantation of the continent catheterizable channel (CCC): native 

bladder or enterocystoplasty. 

 

MATERIELS AND METHODS. A retrospective monocentric study among patients who 

underwent cutaneous continent diversions between 1991 and 2020 with a CCC implanted in 

the native bladder’s detrusor (NB group) or on the anterior flap of the enterocystoplasty (EC 

group). 

 

RESULTS. 106 patients (64 children, 42 adults) underwent surgery, among them, 76 in NB 

group (72%) and 30 in EC group (28%), the majority had a neurogenic bladder (79%). The 

mean age at surgery was 20 years old. The channels were performed with 61 appendix 

(58%), 42 Monti channels (39%), 2 ureters (2%) and 1 skin flap (1%). Bladder augmentation 

(86%) and bladder neck remodeling (63%) were frequently associated.  

The mean follow-up was 13 years. The EC group had significatively more leakage (n = 10, 

33%) than NB group (n = 8, 11%) (p = 0,003) during follow up. There was no significant 

difference regarding other kinds of complications (stenosis, kinks, …). The revision rate was 

around 43% in the two groups; however, more open revision took place in the EC group (p = 

0,009). At the last follow-up checkpoint, 86% of all patients had no leakage (NB: 89%, EC: 

80%. Lack of significant difference). 

 

CONCLUSION. Compared to native bladder, implantation of the CCC in the enterocystoplasty 

is correlated with more frequent leakage and a higher rate of open surgical revisions. For a 

comparable outcome, implantation in the native bladder should be elected. 
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INTRODUCTION 

Since its first description in 1980, the appendix has been appropriate for continent 

catheterizable diversion according to the Mitrofanoff technique [1]. When it is not available 

or applicable, other tissues can be used, such as the ileum, resulting in an ileovesicostomy 

described by Yang and al., Monti and al., later modified by Casale and al. (spiral Monti) We 

can also use the ureter or a skin flap [2–5]. Regarding patients with neurogenic bladders, 

unable or unwilling to use urethral catheterization, appendicovesicostomy and continent 

ileovesicostomy are therapeutic solutions that can be considered. Patients presenting a 

hyperactive and hypocompliant bladder represent ideal candidates to an enlarging 

enterocystoplasty, during the same surgical time [6,7].   

The initial technique described a channel implantation in the posterior flap of the 

native bladder using a submucosal tunnel. However, sometimes the native bladder is not 

accessible to the tube implantation, therefore, other types of implantations have been 

described. For instance, Macedo et al. suggested an implantation on the anterior wall of the 

enterocystoplasty [8]. More recently, Abol-Enein and Ghoneim [9–12] offered a new 

technique of implantation with a serous-lined extramural tunnel. The main purpose is the 

creation of a catheterizable continent channel displaying an antireflux mechanism and a 

correct accessibility to intermittent catheterization. 

The main purpose of this study is comparing the continence between two types of 

implantations of the CCC: submucosal tunnel in the detrusor (native bladder) and 

implantation at the anterior flap of the enterocystoplasty by seromuscular plicature.  

 

MATERIELS AND METHODS 

We conducted a monocentric and retrospective study including a large pediatric and 

adult population who underwent the creation of a CCC between June 1991 and January 

2020. Two different surgical techniques were performed: on the first hand, the implantation 

of the channel in the native bladder’s detrusor (NB group), on the other hand the 

implantation of the channel by seromuscular plicature on the anterior wall of the 

enterocystoplasty (EC group). 

The following informations were obtained in all included patients by charts reviews: 

age at surgery, gender, main underlying pathologies, details of operative reports with the 
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type of channel, bladder augmentation and/or associated bladder neck plasty, early 

postoperative complications, complications appearing during the follow up period and the 

requirement of surgical or non-surgical revision, finally the channel continence at the last 

follow up checkpoint. 

Complications related to the channel during the follow up period were screened. We 

reported leaks, stenosis, deviations, prolapses, fistulas, eventrations, polyps, and abscesses. 

Cutaneous derivation continence was defined as being strictly dry, day and night, 

between clean intermittent catheterizations (CIC). Patients requiring at least one pad for 

leaks between CIC, or those with leaks wetting their clothes were considered incontinent. 

We used a Chi² test to compare postoperative complications, negative outcomes 

during follow up and continence at last follow up checkpoint between the two groups. P 

values less than 0,05 were considered statistically significant. 

 

ETHICS DECLARATIONS 

This retrospective chart review study involving human participants respected the 

ethical standards of the Institutional and National research Committee and the 1964 Helsinki 

Declaration and its later amendments on comparable ethical standards. Over-more, This trial 

was approved by a local ethic committee: the Clinical Research and Innovation Delegation of 

the University of Lorraine (approval number 2020PI311-155) and registered on Clinical Trials 

registry (ID : NCT04922437). Although French law does not require ethics committee 

approval or informed consent for retrospective data collection, the data were anonymized 

and complied according to the requirements of the Commission Nationale Informatique et 

Liberté, the organization dedicated to privacy, information technology, and civil rights in 

France. 

The authors have declared no conflict of interest. 

No funding was received to assist with the preparation of this manuscript. 

 

RESULTS 

Patients characteristics 

Between June 1991 and January 2020, a total of 106 patients including 64 children 

and 42 adults aged between 3 and 65 years at the time of the surgery, underwent the 
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creation of a CCC. The mean age at surgery was 20 years old. The mean follow-up was 13 

years [5 – 342 months]. The characteristics of those patients are listed in Table 1. 

 

Surgical technique 

The appendix was chosen for the creation of the continent channel in 61 patients 

(58%), spiral Monti or Monti tubes in 42 patients (39%), 2 ureters (2%) and 1 skin flap (1%) 

were also used.  

The proximal portion of the CCC was implanted in two different sites: in the native 

bladder or on the anterior flap of the enterocystoplasty. For those whose implantation was 

made in the detrusor, we used the “Lich Gregoir”’s principle or the “Cohen”’s technique. And 

so, an implantation in the native bladder was performed in 76 patients (NB group), in 30 

patients the CCC were implanted by seromuscular plicature on the anterior flap of the 

enterocystoplasty (EC group) (Figure 1).  

The distal portion of the CCC was connected to the skin either in the iliac fossa or to 

the umbilic. Bladder augmentation by W- or Indiana pouch was performed in 91 patients 

(86%). In this population, we attested two patients affected with multiple sclerosis, flaccid 

bladders with conserved capacities, malformative uropathies, patients previously operated 

for a posterior urethra valve, a patient affected with Sotos syndrome and finally, a few that 

had already beneficiated from a bladder reconstruction. Bladder neck plasty using several 

techniques was frequently associated (67 patients, 63%), including bladder neck closure (36 

patients, 54%), bladder neck suspension (15 patients, 22%), artificial urinary sphincter (6 

patients, 9%), Kurzrock (6 patients, 9%), Kropp (2 patients, 3%) and Young-Dees (2 patients, 

3%). The only few patients who didn’t benefit from a widening enterocystoplasty were 

selected considering the functional characteristics of their native bladder.    

At the end of the procedure, a catheter was left through the channel surgically 

created. Bladder draining was provided by a Foley catheter. The removal of this probe and 

the first catheterizations through the channel was performed between 3 and 6 weeks 

postoperatively by a nurse specializing in stoma therapy. During this consultation, each 

patient was trained to perform self-catheterization through the duct. (Table2) 
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Early postoperative complications 

 Wall abscesses (6 patients) and flange occlusions (3 patients) were the main 

complications that occurred during the month following the procedure. Surgical revisions 

were necessary in only three cases: two flange occlusions and one fistula (Clavien grade IIIB), 

the others were resolved using medical treatment alone. The overall early complication rate 

was 17%. In NB group, the postoperative complication rate was 13% versus 30% in the EC 

group, without a significant difference (p = 0,07). 

 

Follow up complications 

 A total of 41 patients (40%) of the cohort had at least one complication during follow-

up, including leakages, stenosis, kinks, prolapses, fistulas, eventrations, polyps and superficial 

abscesses. 

 The EC group (n = 10, 33%) had significantly more channel leaks than NB group (n = 8, 

11%, (p = 0.003), counting patients requiring surgical revision. 

There was no significant difference between the two groups on the occurrence of 

other complications such as stenosis (p = 0,36), kinks (p = 0,15), prolapses (p = 0,12), fistulas 

(p = 0,12), eventrations (p = 0,25), polyps (p = 0,06) or superficial abscesses (p = 0,09). (Table 

3) 

Surgical revisions were divided in three types: superficial stoma revision, endoscopic 

revision and open surgical revision. The revision rate (at least one revision) was the same in 

the two groups: 43% for the EC and 44% for the NB group. There was a difference between 

the two groups for superficial revision, significantly higher in the NB group (n = 15, 21%) than 

the EC group (n = 0, 0%), (p = 0.003), and significantly more open surgical revision in the EC 

group (n = 12, 40%) than in the NB group (n = 13, 18%), (p = 0.009). For the endoscopic 

revisions, there were no significant difference between the NB group (n = 10, 14%) and the 

EC group (n = 7, 23%), (p = 0.12).  (Table 3) 

 

Continence at last follow up checkpoint 

86% of the patients were leak-free, day and night with an average of four or five 

intermittent catheterizations per day, and an average interval of 4 hours. The continence rate 

did not change depending on the channel implantation site. 89% of patients in NB group (n = 

64) and 80% in the EC group (n = 24) were completely dry (p = 0,11). (Table 3) 
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Subgroup analysis 

 We worked with a population of 106 patients, but it was rather inhomogeneous. It 

was composed of 42 adults and 64 children. We noticed that the EC group included almost 

half of adults which could be a bias for the results, to their disadvantage, as children 

generally present fewer complications than adults. 

Therefore, we repeated the same comparisons in children only (under 18 years). We 

obtained exactly the same results, which are also significant. (Table 4) 

 

DISCUSSION 

We conducted a retrospective, monocentric study based on a cohort of 106 patients 

affected with neurologic pathologies of their lombo-sacrum or urology malformations. 

Surgery was required in this context to preserve the upper urinary tract, allowing a full, 

simple and low pressure bladder emptying for those patients who were unable to perform 

bladder self-catheterizations. The creation of a cutaneous channel preserves and even 

improve the continence of these patients, allowing them to keep a normal quality of life.  

During follow up, 33% of the implanted channels into the enterocystoplasty 

presented leaks, against only 11% for the ones implanted directly into the detrusor muscle. 

This showcases the necessity to keep the native bladder and link this one with the channel. It 

allows a strong and resistant posterior wall, sealed and resisting the antireflux system. 

Indeed, the location and the path of the antireflux system are two key points for this kind of 

surgery. 

In our study, surgical techniques used are similar to those described in literature and 

the same follow up criteria were monitored [13,14]. We collected different complications 

such as leaks, stemosis, (NB : 19% ; EC : 17%), kinks (NB : 7% ; EC : 13%) or fistulas (NB : 4%). 

The appearance of these complications required a new surgical intervention within a mean 

deadline of 8 years for the leaks, and 4 years for the stenosis. To minimize post operative 

complications, the channel has the be the shortest possible, the straightest and most 

compliant [13]. 

One of the difficulties when using the native bladder for the antireflux system is 

managing the distance between the abdominal wall and the reservoir. A technique for 

making a posterolateral bladder flap by cutting the bladder into a V-shape has been 

described to minimize this distance [15]. This would reduce the length of tubing required 
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between the reservoir and the abdominal wall. However, it is possible that the preservation 

of the native bladder may contribute to the persistence of detrusor overactivity symptoms. 

Indeed, it happens that some patients are still treated with anticholinergics or intradetrusor 

injections of botulinum toxin, despite the performance of an enlargement enterocystoplasty 

[16,17]. But this phenomenon remains hypothetical and requires larger studies to be 

verified. 

In some cases, the choice of the antireflux site at the level of the enterocystoplasty 

remains a possible solution: mainly when the bladder is too small and too deep in the pelvis 

or when its wall is too inflamed and does not allow an anastomosis in good conditions. In this 

context, a technique of implantation at the level of the posterior surface of the bladder 

enlargement has been described and shows good results of continence (91%) and long-term 

complications (33%) [11,12]. Our team has already experimented with this technique in 5 

patients who went under surgery between 2018 and 2019, with a good postoperative 

evolution, but we lack perspective on the analysis of their data to be able to present them in 

this article. 

The channel-related complications reported were well known in the literature and 

frequently cited: leaks, stenosis, kinks, prolapse, fistulas, eventrations, polyps and superficial 

abscesses. The total complication rate of our cohort was around 40% after an average follow-

up of 13 years. These results were expected and comparable with other studies [18,19]. The 

risk of revision surgery decreases with the length of the follow-up, most appear in the year 

following the intervention. Furthermore, the type of cutaneous duct could constitute a bias. 

Other teams have been able to show that Monti and Casale have a greater risk of surgical 

revision than tubes consisting of an appendix. Indeed, the appendix increases the durability 

of the duct, avoids a digestive suture and has anatomical predispositions (no longitudinal 

suture, a natural lumen and a mesentery arranged all along the tube) conferring less trauma 

during iterative self-catheterizations and less risk of ischemia [20]. 

Knowing this, on the one hand it should be noted that we did not count the ducts 

having presented complications which had not been revised surgically (superficial revision, 

endoscopic or in open surgery) because we had decided that these complications were not 

significant in follow-up. On the other hand, it should also be noted that some patients (6 out 

of 106) had a change in the manufacture of the tube during the follow-up (in particular, from 
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an appendix to a Monti tube) which could have modified its future regarding complications 

related to the duct. 

At the end of the follow-up, the continence rate of the skin duct was acceptable, 86% 

among the two groups combined (NBgroup: 86%; ECgroup 80%). This rate is lower than 

those found in other studies: between 88 and 98% [13,17,20,21]. It is possible that this 

difference is related to a long average duration of follow-up (13 years). 

A positive aspect of the study is that the CCC implantation site’s comparison has 

never been studied with that many patients followed over such a long period of time. To our 

knowledge, our study is one of the most important cohorts concerning the creation of CCC in 

a single center. However, the limit of our study is that we have a total of 106 patients with an 

inhomogeneous population, both composed of adults and children. We noticed that the EC 

group included half of the adults, which could have offered a bias to the results against them 

given the worse postoperative outcome of adults compared with the children. Therefore, we 

made the same comparison with only the pediatric population (under 18 years). We then 

obtained the same findings, which turned to be always significant. 

 Finally, the vast majority of the patients were taken care of for the median 

laparotomy. What is the outcome of this act using robot -assisted coelioscopic surgery? Most 

studies comparing laparotomy and laparoscopy show an improvement in early postoperative 

follow-up: fewer complications and a shorter length of stay [22–25]. In our cohort, the early 

complication rate was 17% (9 in total) and appeared within an average of 12 days. 

Cystectomy associated with continent skin diversion and enlargement enterocystoplasty are 

reasonably feasible by robotic surgery, with a morbidity that appears acceptable for 

experienced surgeons. This approach would be of interest for this population of patients who 

are more prone to multiple laparotomy procedures and the complications associated to 

them.    
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CONCLUSION 

Compared to the implantation in the native bladder, implantation of the continent 

channel on the anterior flap of the enterocystoplasty is associated with more frequent 

leakage and a higher rate of open surgical revisions. As we reported above, the final 

continence rate is identical for CCC implanted into the native bladder and those implanted 

into the enterocystoplasty, therefore, implantation in the detrusor of the native bladder 

should be preferred. 
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TABLES 

Table 1 – Patients’ Baseline Characteristics    

 NB group EC group Total (%) 

Total number 76 (72%) 30 (28%) 106 

    

Gender    

Male 46 (61%) 15 (50%) 61 (58%) 

Female 30 (39%) 15 (50%) 45 (42%) 

    

Age at surgery (mean) 18 y 25 y 20 y 

[quartile 1 – quartile 3] [11.6 – 21.2] [13.5 – 37.5] [11 – 23] 

Children (< 18 y) 51 (67%) 13 (43%) 64 (60%) 

    

Congenital neurogenic bladder 50 18 68 (64%) 

Spina Bifida 37 14 51 (48%) 

Lumbosacral agenesis 7 4 11 (10%) 

Idiopathic neurogenic bladder 4 . 4 (4%) 

Congenital sacral fistula 1 . 1 (1%) 

Type IV mucopolysaccharidosis 1 . 1 (1%) 

    

Malformative uropathies 13 7 20 (19%) 

Bladder exstrophy 8 6 14 (13%) 

Posterior urethral valve 2 1 3 (3%) 

Urethral atresia 1 . 1 (1%) 

Bladder dysfunction on subcervical ectopic 

ureters 

1 . 
1 (1%) 

Sotos syndrom 1 . 1 (1%) 

    

Acquired neurogenic bladder 13 3 16 (15%) 

Neonatal tetraplegia/Cerebral paralysis 4 1 5 (5%) 

Spinal cord tumor 2 1 3 (3%) 

Multiple sclerosis 2 . 2 (2%) 

Spinal cord trauma 4 . 4 (4%) 

Spinal ischemia 1 1 2 (2%) 

    

After carcinologic cystectomy . 2 2 (2%) 
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Table 2 – Perioperative data  

 n (%) 

Continent catheterizable channel  

Appendix 61 (58%) 

Monti tube 42 (39%) 

- Monti 20 (48%) 

- Spiral Monti 16 (38%) 

- Double Monti 6 (14%) 

Ureter 2 (2%) 

Skin flap 1 (1%) 

  

Implantation site  

Native bladder’s detrusor 76 (72%) 

Anterior flap of the enterocystoplasty 30 (28%) 

  

Bladder augmentation 91 (86%) 

  

Bladder neck remodeling 67 (63%) 
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Table 3 – Results     

 NB group 

n (%) 

EC group 

n (%) 
Time to p 

Hospitalization data     

Early complications 4 (13%) 7 (30%) 12 days 0,07 

- Wall abscess 2 (6%) 4 (18%)   

- Flange occlusion 2 (7%) 1 (4%)   

- Fistula 0 (0%) 2 (8%)   

     

Follow up revisions     

At least one revision 32 (44%) 13 (43%)  0,45 

Overall revisions 38 19 
For leaks: 8 y 

For stenosis :4 y 
 

- Superficial stoma revision 15 (21%) 0 (0%)  0,003 

- Endoscopic revision 10 (14%) 7 (23%)  0,12 

- Open surgical revision 13 (18%) 12 (40%)  0,009 

     

Follow up complications     

Leakage 8 (11%) 10 (33%)  0,003 

Stenosis 14 (19%) 5 (17%)  0,36 

Kinks 5 (7%) 4 (13%)  0,15 

Prolapse 3 (4%) 0 (0%)  0,12 

Fistula 3 (4%) 0 (0%)  0,12 

Eventration 1 (1%) 0 (0%)  0,25 

Polyp 0 (0%) 1 (3%)  0,06 

Superficial abscess 4 (6%) 0 (0%)  0,09 

     

Last follow up checkpoint     

Continence 64 (89%) 24 (80%)  0,11 
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Table 4 – Same comparison in children (< 18 years) 

  NB group                       

n (%) 

EC group               

n (%) 

p 

Total 48 (78%) 13 (21%) 
 

Follow up revisions       

At least one revision 22 (54%) 7 (54%) 0,3 

Overall revisions 25 9 
 

- Superficial stoma revision 12 (25%) 0 (0%) 0,02 

- Endoscopic revision 5 (10%) 2 (15%) 0,3 

- Open surgical revision 8 (17%) 7 (54%) 0,002 

      
 

Follow up complications     
 

Leakage 6 (13%) 6 (46%) 0,003 
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FIGURES 

 

 

 

Figure 1 – Implantation in the enterocystoplasty: seromuscular plicature on the anterior 

wall of the enterocystoplasty – V. Gomola 

 - Creation of a Casale tube and U-shaped enterocystoplasty 

 - Alignment and anastomosis of the tube on the plasty 

 - Plicature of the plasty around the tube with non-absorbable thread 

 - Photograph of the alignment and anastomosis of the tube on the plasty 

 - Photograph of the plicature of the plasty around the tube 
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Figure 2 – Implantation of the channel in the bladder’s detrusor 

- Legends of the lateral view of the bladder implantation (from the top to the bottom): 

channel (appendix or Monti channel), mesentery, bladder and bladder neck. And in 

the front, pubis 

- Legends of the frontal view of the bladder implantation:  1-bladder, 2-bladder neck, 

3-mesentery, 4-channel (appendix or Monti channel) 

- Photographs of the implantation of the channel in the bladder’s detrusor with an 

antireflux mechanism 
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TROISIEME PARTIE 

 

DISCUSSION 

 La création des conduits cutanés continents font partie des procédures chirurgicales 

de l’urologie reconstructrice dans le cadre de pathologies neurologiques à retentissement 

urologique. L’objectif principal est de préserver la continence ainsi que la qualité de vie des 

patients en créant un conduit facilement accessible pour la réalisation des autosondages. 

Nous avons pu rapporter notre expérience nancéienne dans ce domaine par le recueil d’une 

cohorte de 106 patients opérés entre 1991 et 2020 avec une durée de suivi allant jusqu’à 28 

ans. 

 Le site d’implantation, le trajet et le système antireflux du conduit sont les points clés 

de ce type de chirurgie. Pour minimiser les complications, le tube doit être le plus court, le 

plus droit avec la meilleure compliance pour permettre les autosondages itératifs. 

 Le résultat principal de l’étude montre que l’implantation à la face antérieure de la 

néovessie conduisait à plus de fuites et de reprises chirurgicales que l’implantation dans le 

détrusor de la vessie native. Notre équipe nancéienne recommande donc, lorsqu’il est 

possible, l’implantation au niveau du détrusor de la vessie native. 

 Une des difficultés à implanter le conduit dans la vessie native est la distance jusqu’à 

la paroi abdominale. Parfois la vessie native est trop petite ou trop profonde pour permettre 

l’anastomose du conduit. Pour pallier ce problème, certains ont décrit la réalisation d’un 

lambeau vésical postéro-latéral. Cette technique permet de réduire la distance entre la paroi 

abdominale et l’implantation profonde du conduit. 

 Cependant, il semblerait que la préservation d’une grande partie de la vessie native 

pourrait contribuer à la persistance d’une hyperactivité vésicale. Dans d’autres cohortes, 

certains patients étaient encore traités pour hyperactivité vésicale dans les suites d’une telle 

chirurgie contrairement à ceux ayant bénéficié d’un agrandissement vésical dans le même 

temps. 
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 L’implantation dans le détrusor de la vessie native a ses avantages mais n’est pas 

réalisable dans toutes les situations. Dans certains cas, l’implantation dans 

l’entérocystoplastie est la seule solution possible : pour la plupart, pour difficultés 

anatomiques avec une vessie trop profonde et éloignée de la peau. Une technique 

d’implantation a donc été décrite par Abol-Enein et Ghoneim, à la face postérieure de 

l’entérocystoplastie avec de bons résultats sur la continence et les complications post 

opératoires. Notre équipe a pu en faire l’expérience avec au total 5 patient mais nous 

manquons de recul pour pouvoir les présenter dans ce projet. 

 A notre connaissance, il s’agit de la cohorte monocentrique la plus importante 

étudiant l’impact du site d’implantation du conduit. Par ailleurs, une des limites de notre 

étude se trouve également dans sa population qui est très hétérogène, composée d’adultes 

et d’enfants. Nous avons remarqué que le groupe EC comptait pour la moitié des adultes, ce 

qui a pu biaiser les résultats contre celui-ci étant donné les suites opératoires à court et long 

terme des adultes par rapport aux enfants. Nous avons donc refait les comparaisons avec 

seulement une population pédiatrique (moins de 18 ans) et nous avons eu les mêmes 

résultats, et toujours significatifs. 

 En outre, il est essentiel de mentionner le biais d’indication. La stratégie était 

d’implanter dans le détrusor de la vessie native chaque fois que possible et dans 

l’entérocystoplastie dans les autres cas. Il n’est pas toujours possible de savoir par avance et 

le chirurgien doit être préparé à d’éventuelles complications d’implantation dans la vessie 

native et le choix d’anastomose à l’entérocystoplastie peut devenir une obligation. Dans cette 

circonstance, l’anastomose à la partie antérieure ou postérieure selon la technique de 

Ghoneim conditionne la préparation et la confection de l’agrandissement vésical. 

 

CONCLUSION 

 Comparée à l’implantation dans la vessie native, l’anastomose du conduit continent 

cutané à l’entérocystoplastie est associé à plus de fuites et un taux de reprises chirurgicales 

ouvertes plus important. Comme il a été montré précédemment, le taux de continence au 

dernier suivi est identique entre les deux sites. 

 C’est pourquoi, nous recommandons donc lorsqu’il est possible d’anastomoser le 

tube au détrusor de la vessie native. 
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RESUME DE LA THESE : 

 

OBJECTIF. Comparer les résultats entre deux sites d’implantation de la technique antireflux 

de la dérivation cutanée continente : vessie native ou néovessie. 
 

METHODES. Etude rétrospective monocentrique sur une population adulte et pédiatrique, 

opérée entre 1991 et 2020 pour création d’un conduit continent implanté dans le détrusor 

(groupe D) ou par plicature séromusculaire à la face antérieure de l’entérocystoplastie 

(groupe EC). 
 

RESULTATS. 106 patients (64 enfants, 42 adultes) dont 76 dans le groupe D (72%) et 30 dans 

le groupe EC (28%), présentant une vessie neurologique (79%), un Spina Bifida (48%) ou une 

exstrophie vésicale (13%) ont été opérés. L’âge moyen à l’intervention était de 20 ans. Les 

conduits ont été réalisés avec 61 appendices (58%), 42 tubes de Monti (39%), 2 uretères (2%) 

et 1 lambeau cutané (1%). Agrandissement vésical (86%) et cervicoplastie (63%) étaient 

fréquemment associés. La durée moyenne de suivi était 13 ans. Le taux de complication était 

respectivement 26% (D) et 40% (EC). Le groupe EC (n = 10, 33%) avait significativement plus 

de fuites que le D (n = 8, 11%) (p = 0,003). Il n’existait pas de différence pour les autres 

complications (sténose, chicane, prolapsus…). Le taux de reprise chirurgicale était de 43% 

dans les deux groupes, avec significativement plus de reprises par voie ouverte pour le 

groupe EC (p = 0,009). Au terme du suivi, 86% des patients ne présentaient aucune fuite (D : 

89% ; EC : 80%. Pas de différence). 
 

CONCLUSION. Comparée à la réimplantation dans la vessie native, la réimplantation du 

conduit continent à la face antérieure de l’entérocystoplastie est associée à une survenue 

plus fréquente de fuites, et à un taux de reprise chirurgicale ouverte supérieur. Pour un 

résultat final comparable, la réimplantation dans le détrusor est à préférer. 
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