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ABSTRACT

Urinary diversion is often indicated after radical cystectomy for bladder cancer. It can either be non-continent or continent.
lleal conduit and orthotopic urinary diversions (neobladder) are by far the most commonly used diversions. The choice of the
urinary diversion to be carried out is done on several levels in relation to the underlying disease, the state of the patient and the
surgeon preference. It is inappropriate to make direct comparisons between enterocystoplasty and ileal conduit because of the
differences in the choice of patients for each technique making a prospective randomized trial unlikely. The choice of the
technique must be made after clearly informing and explaining explaining to the patient to enable him accept and adapt to his

urinary diversion.
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INTRODUCTION

Urinary diversion is often indicated after radical
cystectomy for bladder cancer. It can either be non-
continent or continent. The choice of the technique must
be made after clearly informing and explaining explaining
to the patient to enable him accept and adapt to his urinary
diversion after surgery as it will influence the patient’s
quality of life. This article is an update on published data
on urinary diversions.

THE PRINCIPLES OF URINARY DIVERSION
PROCEDURES

a. Non-continent urinary diversion

- Bilateral cutaneous ureterostomy requires fitting on each
side of the abdomen and the maintenance of a ureteral
catheter to prevent stenosis of ureterocutaneous
anastomosis [1]. This type of urinary diversion avoids
gastro-intestinal complications as the digestive tract is not
used. This makes this technique a strategic choice for
elderly or frail patients [1].

- lleal conduit has the advantage of avoiding keeping
ureteral catheters in place and creating a single stoma
orifice [1]. This has made this technique the most widely
used on a global scale [1,2]. On the other hand, it can be
responsible for gastro-intestinal complications such as :
prolonged ileus, fistula and / or anastomotic stenosis [1].

In order to optimize this diversion, it will be necessary to
respect certain recommendations [1,3] i.e:
i Avoid placing the stoma below the belt line.
ii. Avoid placing the stoma on a fold or in a deep
skin crease
iii. Atraumatic passage through the muscular wall
iv. Hem the intestinal mucosa at the level of the
stoma

b. Continent Urinary diversion
- Could be heterotopic (ileocolic pouch by Koch or Mainz)
or orthotopic (enterocystoplasty: neobladder by
Hautmann, Studer or Foch)[1].
- Enterocystoplasty allows continent urinary diversion but
requires rehabilitation in order to guarantee satisfactory
continence and bladder voiding [1].
lleal conduit and orthotopic urinary diversions
(neobladder) are by far the most commonly used
diversions [4]. The morbidity and mortality related to these
two techniques are comparable [4,5].
It should be mentioned that ileal conduit and orthotopic
urinary diversions (neobladder) are by far the most
commonly used diversions.

THE CHOICE CRITERIA
The choice of the urinary diversion to be carried out is
done on several levels

a. Inrelation to the underlying disease
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Urinary diversions are performed after cystectomy.
Among the numerous indications for urinary diversion,
radical treatment for bladder cancer most often requires
this procedure [1]. Enterocystoplasty requires an intact
ureter (confirmed by cystoscopy or by extemporaneous
examination of a sample taken from the urethral stump)
and a non-locally advanced tumor (T3b-T4 and or N +).
Non-continent diversions will be indicated in cases other
than the above listed criteria [1].

b.  In relation to the state of the patient
Enterocystoplasty requires a good general health and
cognitive conditions that will enable the patient to perform
muscular exercises or self-catheterizations [1] to facilitate
bladder voiding and the continence bladder [6].

In addition to these factors, a good kidney function with a
glomerular filtration rate> 50mL/min [7] is required.
Contradictive  factors  for  enterocystoplasty are
inflammatory bowel diseases, past history of pelvic
irradiation at high doses [1,7].

Older, less educated, or significantly co-morbid patients
are less likely to benefit from continent diversions [5,8].

c. Inrelation to the patient’s choice:

The respect of the natural anatomy of the human body is
often questioned by the patient during preoperative
consultations with the surgeon. Tao [9] has demonstrated
the complexity and diversity of patients living with an
ostomy as well as decreased self-esteem in some cases.
The lack of sufficient pre- and postoperative counselling
was generally mentioned by ostomates as the main health
care problem [9,10]. The choice of noncontinent diversion
would be more acceptable for patients who are less active
than sports patients [11]. Optimal management is therefore
based on an understanding of patients' perceptions and
their context of life [11], which implies multidisciplinary
care [9]. It is also important to explain to patients who are
candidates for enterocystoplasty that they may require the
use of perineal rehabilitation [1,12] as there is the
possibility of developing postoperative  urinary
incontinence which is a therapeutic risk. The patient may
or may not readily accept enterocystoplasty due to the risk
of having an altered the quality of life.
d. Inrelation to the surgeon:

There is great variability in the choice of the preferred
urinary diversion between hospitals and even surgeons in
the same center [13]. The probability of having a
neobladder in notable oncology centers is 30% to 45%.
This may rise to 75% in pioneer institutions [13]. The
majority of surgeons prefer an ileal conduit for various
reasons: insufficient experience in enterocystoplasty, the
fear of postoperative complications or the high medical
bills related with continent diversions [14]. These factors
may influence how the surgeon counsels his patients on the
pros and cons of each urinary diversion. Thus, influencing
the patients’ final choice.

The International Consultation on Bladder Cancer-
European Association of Urology (ICUD-EAU) strongly
recommends that the realization of radical cystectomy
with urinary diversion should be carried out in hospitals
where at least 40 to 50 interventions per year are carried
out, of which half of these procedures will be performed.
by one or two surgeons, in order to guarantee their
expertise, the availability of a well-trained staff and
minimum of long-term complications [5,15-17]. In
addition, procedures performed at a non-university

hospital center have more readmission rates of patients
within 30 days after surgery [4].

Moreover, the American series of Maurice et al. [2]
showed that the socio-economic status of patients was an
independent predictor of the type of urinary diversion
proposed to patients. In fact, surgeons tend to offer
continent urinary diversions to high-income patients,
whereas low-income patients were offered a non-continent
urinary diversion [2].

DECISION / CHOICE

When the state of the patient and the nature of the
underlying pathology make it possible to propose several
urinary diversions, the patient should benefit from a clear
and precise information on each surgical technique as well
as its complications. As long as there is no evidence of the
superiority of one technique over another in the literature
[1], the patient should have the chance to choose the
urinary diversion that suits him or her. However, the
managing team should offer the techniques it has
competence in so as to ensure that the patient has the best
possible outcome [18].

QUALITY OF LIFE: ENTEROCYSTOPLASTY OR
ILEAL CONDUIT?

It would be inappropriate to make direct comparisons
between enterocystoplasty and ileal conduit because of the
differences in the choice of patients for each technique
making a prospective randomized trial unlikely [15].
Nevertheless, we have found four meta-analysis that have
addressed this issue [20-23]:

- In the meta-analysis of Yang et al. [20] on 29 studies and
Porter et al. [21] on 15 studies, the conclusion was that
there was no difference in quality of life between the two
diversion techniques.

- The meta-analysis of Cerruto et al. on 18 studies showed
that patients with enterocystoplasty had a better quality of
life [22].

- On the other hand, Ziouziou et al. on four studies
concluded that patients having ileal conduit had better
quality of life [23].

WHAT IS THE URINARY DIVERSION OF CHOICE
IN 2020?

The French association of urology prefers replacement
enterocystoplasty in the absence of contraindications. lleal
conduit is offered in other cases. Bilateral cutaneous
ureterostomy should be avoided and indicated only in
palliative cystectomies or in cases where other urinary
diversions are impossible to perform [7].

The European Association of Urology recommends that
replacement enterocystoplasty should not be performed in
case of a positive urethral margin, if the tumor is located
in the cervix (in women) or in the prostate (in men)[24].
The American Urology Association recommends a clear
explanation of all possible urinary derivations for the
patient. However, a negative urethral margin is mandatory
in the case of replacement enterocystoplasty [25].

CONCLUSION

It seems judicious to base the choice of the diversion
technique first on the expertise of the surgical team.
However, the choice of urinary diversion must be decided
in consultation with the patient to suit his or her general
and functional state as well as to his or her way of life.
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