
 CASE REPORTS

Introduction
The first double-”J” (DJ) stent was first manufactured in
1978[1]. It provides a convenient means of drainage to
the upper urinary tract. These days, DJstents are in
common use because they provide efficient and relatively
safe urinary diversion between the kidney and the urinary
bladder[2]. We report this case to highlight the possible
serious complications with long-term indwelling stents
that frequently result in complications and pose a
management and legal dilemma.

Case Report
A 19 years old young man previously underwent an
open nephrolithotomy in right side and URS with ICPL
in left side to treat right renal stone & left lower
ureteric stone, respectively on the same setting.
Bilateral double J-stent had been inserted at that time
to provide postoperative drainage. The patient never
returned for follow-up or removal of the ureteral stents.
Three years later, the patient presented with a 2-week
history of left lumbar pain and lower urinary tract
symptoms.
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Abstract

Ureteric stents have been used since many years in urologic practice. Many
complications encountered during its use.A 19 years old young man previously
underwent an open nephrolithotomy in right side and URS with ICPL in left side to
treat right renal stone & left lower ureteric stone, respectively on the same setting.
Bilateral double J-stent had been inserted at that time to provide postoperative drainage.
The patient never returned for follow-up or removal of the ureteral stents. Three years
later, the patient presented with a 2-week history of left lumbar pain and lower urinary
tract symptoms.
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Physical examination was normal except a scar mark
in right loin.

Laboratory study findings included normal serum
creatinine. An abdominal radiograph showed forgotten
multiple fragmented encrustated DJ stents on both renal
tracts and bladder area(Fig.-1).

Routine biochemical parameters were anomaly free,
urinalysis revealed urinary tract infection and which was
managed by appropriate antibiotic.

On 22.12.13 large elongated stone over the
fragmented DJ stent in urinary bladder was removed
after cystolitholapaxy (Fig.-2) and fragments in lower
ureter was tried to remove by URS and ICPL but
attempt was not possible. Then bilateral ESWL was
given to break the encrustation over the forgotten DJ
stent.

On 24.01.14 ureteroscopicremoval of multiple
fragmented encrustrated displaced forgotten DJ stent
from both ureters were done (Fig.-3).

On 11.02.14 percutaneous nephrostomy& retrieval of
fragmented encrustated DJ stent frombilateralrenal pelvis
(Fig.-5).Then patient developed urosepsis which was
managed by Inj Meropenam.
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Discussion
Double-J ureteral stents are widely used to provide
adequate drainage of the obstructed upper urinary tract
or to promote healing of ureteral lesions by preventing
urinary extravasation(3). It is now a fundamental part of

Fig.-1: Plan x-ray KUB region Fig.-2: Aftercystolitholapaxy

Fig.-3: After removal of fragmented DJ stent from both
ureter.

Fig.-4:IVU After removal of fragmented DJ stent from
both ureter

urological practice, since its introduction in 1978, many
improvements have been made in stent composition and
design but complications are often encountered and
could result in significant morbidity[1]. Typically ureteral
stents are placed to prevent or relieve ureteral obstruction
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due to an intrinsic or extrinsic etiology, including
obstructing ureteral calculi, ureteral stricture, congenital
anomalies such as ureteropelvic junction obstruction,
retroperitoneal tumor or fibrosis, or that developing after
open or endoscopic ureteral surgery. An increasing
number of double-J stents, including pure polyurethane,
softened polyurethane, polyurethane-derived polymers,
silicone and hydrogel-coated stents are available.
Knowledge of the biocompatibility of these stents,
including their effects on both the uroepithelium and the
urine, should help to determine their safety, particularly
for long-term use(3). With such widespread use
complications have been noted, common side effects
include pyelonephritis, dysuria, loin pain, hematuria, and
urinary frequency and urgency. Bacteriuria is frequent,
and patients often require courses of antibiotics. More
serious complications are stent migration, occlusion,
fragmentation, encrustation and stone formation[1].
These are well described and can lead to increased

Fig.-5: After PCN and removal of B/L fragmented DJ
stent.

morbidity, renal impairment and repeated procedures
for removal [4].Stent may become calcified, brittle and
lose tensile strength and may fracture spontaneously
after being in situ for a longer time[5]. Singh stated, for
example, that Polyurethane stents were to prone
encrustation [6]. Their higher tensile strength contributing
to their rigidity may encourage encrustation; these
encrustations can create a problem at the time of
removal [7,8]. Somers developed an algorithm for
evaluating and treating these complications. All patients
should have intravenous urogram to determine function
and to identify any obstruction. If there is no stent
encrustation, a simple extraction under fluoroscopic
control can be attempted. If significant stent calcification
is present, extracorporeal shock-wave lithotripsy may
be tried first. Open procedures are reserved for those
patients with more than 3 mm of stent encrustation
extending throughout the length of the stent, or with
large volume upper tract calcification. For minimally
calcified stents or for those stents with upper curls that
will not  straighten out on gentle traction, percutaneous
extraction can be attempted in the radiology suite. If
this is unsuccessful, then percutaneous
nephrostolithotomy is the next step[2].

Since in our case the stent was multi-fractured with
encrustation, three different approaches were carried
out as described before to ensure removal of the whole
stent with its casting stones. The first approach was
cystolitholapaxy and removal of fragmented part of DJ
stent; second onebilateral ESWL was given to broken
encrustated forgotten DJ stent andremoval of multiple
fragmented encrustrated displaced forgotten DJ stent
from both ureters were done by URS and third one
bilateral percutaneous nephrostomy & retrieval of
fragmented encrustated DJ stent  from both renal pelvis.

There is still controversy about the factors predisposing
encrustation. While Keane et al.(9] stated that
encrustation was not associated with the level of urinary
calcium. The major risk factor for stent encrustation was
the presence of urolithiasis.  Robert et al.[10] found that
calcium oxalate was the main crystalline phase ,
especially in the absence of infection and suggested
that prophylaxis of encrustation might consists of the
preventive measures usually applied in cases of recurrent
idiopathic calcium oxalate stones. According to Nakame
et al.[11] encrustation and stone formation should be
suspected in patients with persistent bacteriuria and/
or pyuria. The recommended replacing the ureteral stent
more frequently in such patients in order to avoid
complications. Sing et al. recommended the use of an
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efficient stent log under the direct supervision of the
physician with patients with risk factors being monitored
more frequently to avoid mishaps and morbidity[6].

Conclusions
DJ stent are an important tool in a urological
armamentarium to prevent and relieve obstruction. It is
very important to remember that the ureteral stent is a
double edged weapon, which can behave like a friend or
a foe.
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