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LETTERS TO THE EDITOR

AN UNUSUAL COMPLICATION OF URETERAL DOUBLE-J

PLACEMENT: URETERAL PERFORATION

M. Resorlu’, T. Karakan?, M. Kabar?, A. Demirbas?, D. Orsan Demir?, M. Eroglu?

Dear Editor,

Ureteral double-J stent implanta-
tion has become a routine procedure
in the management of a variety of
urinary tract pathologies. Although
this is a safe and simple procedure,
there can be unexpected severe
complications such as malposition-
ing, encrustation, ureteral erosion,
intravascular migration, hematoma
and ureterovascular fistula. Intra-
operative fluoroscopic examination
and postoperative imaging modali-
ties are useful in early diagnosis and
prevention of these complications.
We present a case of right ureteral
perforation during retrograde dou-
ble-J stent implantation. To our
knowledge ureteral perforation due
to double-J stent placement has not
been previously described.

A 68 year-old female patient re-
ferred to our clinic from a different
urology clinic with a diagnosis of
possible ureteral perforation due to
double-j stent placement. According
to her medical history, she had un-
dergone to ureteroscopy 2 weeks
earlier for right ureteral calculi but

operating surgeon could not reach
the stone because of tortuous ure-
teral segment. A double-J stent was
inserted into the collecting system.
But, it was understood that intra-
operative fluoroscopic evaluation
was not performed. Thereafter pa-
tient referred to our clinic. We took a
kidney ureter bladder (KUB) radio-
graphy and detected that the
proximal end of the double-J stent
revolves to medial of kidney (Fig. 1).
Complete laboratory evaluation was
performed and the patient under-
went non-contrast computed tomo-
graphy (CT) which showed that the
tip of stent has perforated the proxi-
mal ureter and bended at retroperi-
toneal area (Fig. 2). A right proximal
ureter stone (10 mm) and a left renal
stone (8 mm) were also detected in
CT imaging. First, double-J stent was
removed, and ureteroscopy was
performed; the proximal ureteric
stone was visualized, fragmented,
and removed. Afterwards, a long-
term double-J stent was inserted.
We could not find any report
about ureteral perforation during
ureteral double-J stent implantation

STENT

Fig 1. — Kidney ureter bladder radio-
graphy shows that the proximal end of
the double-J stent revolves to medial of
kidney.
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Fig. 2. — Non-contrast computed to-
mography shows that the tip of stent has
perforated the proximal ureter and bend-
ed at retroperitoneal area.



in the literature. Although ureteral
stenting is a safe and simple proce-
dure, there can be unexpected severe
complications such as malposition-
ing, encrustation, ureteral erosion,
intravascular migration, hematoma
and ureterovascular fistula (1-4). In-
traoperative  fluoroscopic control
and postoperative imaging modali-
ties are useful in early diagnosis and
prevention of these complications. If
the patient has atypical symptoms
such as gross hematuria, severe pain
or renal colic after double J place-
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ment stent insterion; patient should
be checked via radiologic modalities.
A postoperative KUB will show an
abnormal lie of the stent and CT im-
aging will confirm the diagnosis (4).
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MISPLACEMENT OF EPHROSTOMY TUBE INTO THE INFERIOR VENA
CAVA AFTER PERCUTANEOUS NEPHROLITHOTOMY

M. Resorlu’, E. Ozyuvali?, S. Sarikaya?, M. Yordam?, O.F. Bozkurt?

Dear Editor,

The last step of percutaneous
nephrolithotomy (PNL) procedure is
the placement of nephrostomy tube
to provide hemostasis, maintain
adequate urine drainage and avoid
urine extravasation. However some
major complications can be associ-
ated with this step in a small propor-
tion of patients. In this study, we
report a case of a misplaced nephro-

stomy tube, through the right renal
vein, extending into the inferior vena
cava, after PNL operation.

A 56-year-old male patient who
had a non-functioning left kidney
and upper pole stone in the right
kidney, underwent percutaneous
nephrolithotomy (PNL) for treatment
of renal stone. Percutaneous access
to the collecting system was
achieved using Amplatz dilators and
tract was dilated up to 28 Fr. However

an intense bleeding occurred and it
led to termination of procedure. A
nephrostomy tube was inserted and
then clamped. Patient was hemo-
dynamically stable but when the
nephrostomy tube was tried to
open, intense bleeding was observed
again. A non-contrast computed
tomography performed 24 hours
later showed that nephrostomy tube
in the right renal vein and up the
inferior vena cava (Fig. 1). Patient

Fig. 1. — Non-contrast computed tomography showing the nephrostomy tube in the right renal vein (A) and up the inferior vena
cava (B).
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was taken to the operating room,
and nephrostomy catheter was
pulled back into the renal pelvis
under fluoroscopic visualization. No
bleeding was seen after repositioning
of the catheter.

PNL has significantly higher
stone-free rates when compared
with other endourologic proce-
dures (1). However in differents se-
ries major complications have been
identified with a rate of 0.03% to
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10% (2). In this case, we reported an
uncommon complication of PNL. We
strongly recommend that antegrade
nephrostography must be done rou-
tinely following percutaneous sur-
gery for the control of nephrostomy
tube positioning.
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