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Recommendation

LE

• Patients should be encouraged to complete a diary of their experience.

GR
4

C

6.4.2 Reimbursement of appliances
The care for a continent urinary diversion does not require any specific appliance.
Nor does the patient need any specific material for the management of the diversion itself
once the continent stoma is established.
However, for intermittent self catheterisation the patient will need catheters.
Reimbursement differs in European countries as each country has its own healthcare
insurance system and the personal insurance schemes also vary.
Nurses should be aware of the national rules for reimbursement.
Notwithstanding the differences in national reimbursement systems, a good standard for
reimbursement could be: ‘as many catheters as the patient needs per day, with a maximum
of 8 per day’. If the patient needs to catheterise more than 8 times a day, the patient should
contact their urologist or NS.
Recommendation

LE

• Patients should be informed about the reimbursement for appliances 4

GR
C

6.4.3 Information about possible complications
At discharge, oral and written information about possible complications should be provided
to the patient.
The patient has to be aware that when serious problems occur, he/she should contact the NS,
the urologist or the urology department.
Table 10. Common complications
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Skin irritations due to leakage of urine or infection
Incontinence and leakage
Urinary tract infections
Fever for several days without cause
Excessive mucus production
Metabolic problems
Persisting lumbar pain
Painful catheterisation or urinating
Sexual dysfunction
Low urine production although sufficient fluid intake
Bleeding in or around the stoma
Persisting difficulties when introducing the catheter
Obstructed access to the neobladder
Persisting fatigue or weakness
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•
•

Losing weight without possible explanation
Nausea and vomiting

Extensive information about this topic: see Chapter 8 ‘Nursing management of complications’
Van der Aa 2009, Gharajeh 2008. [107, 108]

6.5

Proactive and preventive care

6.5.1 Travelling with a pouch/neobladder
Travelling should not cause any major problems for the patient who has undergone surgery
for a continent urostomy/neobladder. However the following advice should be discussed with
the healthcare professional:
• If using appliances such as catheters always take extra items and pack them in
hand and
other luggage in case of any missing luggage;
• Ensure information is readily available on where and how to obtain extra supplies;
• Save space in luggage by arranging for catheters to be delivered to the destination
address by the company supplying them, or remove products from boxes;
Extra luggage allowance is available on some carriers on provision of a medical letter.
6.5.2 Medic alert bracelet, ‘Can’t Wait’ card, disability card
Patients may feel more confident if they can carry aids such as a Medic Alert bracelet. This is
an item that is worn at all times by the patient and contains a brief medical history in case a
patient requires emergency care. Many companies who supply urology products produce a
“Can’t Wait” card to use in the community. This allows the user rapid access to toilet facilities
without the need for lengthy explanations or queuing.
6.5.3 Insurance/travel
Travel certificates are available from most manufacturers of catheters and are a useful aid to
the patient who travels abroad. It explains to customs and airport staff about the patient’s
need to carry medical devices/products and relieves the patient of the obligation to provide
public explanations that may be embarrassing. The certificates are available in a variety of
languages.
Conditions of travel insurance are variable depending on the insurance provider. Patients
should be advised to check with their individual provider for any specific concerns. Insurers
often request a medical report prior to agreeing cover.

4

Recommendations

LE

GR

• The NS should give advice on travelling

4

C

• The NS should provide patients with travel certificate and ‘Can’t Wait’
Card on discharge for future use

4

C
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6.5.4 Treatment for UTIs, fluid intake and effect of food and medication on urine
Urine from any type of urinary diversion is usually bacteriuric. [90, 109] It is important that
patients are aware of the signs and symptoms of urinary tract infections. These include:
• Cloudy urine
• Offensive odour
• Visible blood
• Raised temperature
• Influenza like symptoms
• Pain and tenderness in the kidney area
• Nausea and vomiting
Treatment is not recommended in asymptomatic patients [109] even with a positive urinary
culture. Studies identify that UTI occur in 50% of patients with enterocystoplasty. [110]
Escherichia coli (E. coli) is the infecting organism in 50% of cases. Symptomatic patients with
high levels of colonisation of E. coli should be treated with the appropriate antibiotic.
Studies identify that UTI occur in 50% of enterocystoplasty patients. [110] E. coli is the
infecting organism in 50% of cases. There is some evidence that UTI in patients with ileal
bladder may cause urinary incontinence. [111]
Patients with diabetes mellitus and reconstructed bladders have a greater risk of contracting
a UTI. [112]
Recommendation

LE

GR

• Patients should be educated before discharge regarding signs and
symptoms of urinary tract infection

4

C

Fluid intake
An individual’s ideal daily fluid intake depends on various factors including body size
and weight, age, exercise schedule and dietary intake. [113] Maintaining an adequate fluid
intake is essential to minimise the risk of urinary tract infection. Ideally fluid intake for
individuals withenterocystoplasty should be between 2.5 - 3 litres. [114, 115]
Inadequate oral intake is associated with increased incidence of bacteriuria [110], stone
formation [116] and bladder cancer. [117, 118]
Recommendation

LE

GR

• Daily fluid intake of 2.5 - 3 litres

3

B

Colour and odour changes in urine
Individuals with an augmented bladder often have a heightened awareness of changes in
their urine output. Normal urine is clear, straw coloured with almost no odour. [119] Certain
food products, fluids and medication can affect the colour and odour of urine, however these
changes do not necessarily occur in everyone.
Continent Urinary Diversion - April 2010
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Table 11. Examples of colour and odour changes in urine
Medication
Amitriptyline
Anthraquinones
Antibiotics (not all)
Chloroquine
Danthron
Ferrous salts
Ibuprofen
Indomethacin
Levodopa
Methyldopa
Metronidazole
Nitrofurantoin
Phenolphthalein
Phenothiazines
Rifampicin
Senna
Sulphonamides
Triamterene
Vitamin B complex
Warfarin
Food and drink
Alcohol
Asparagus
Beetroot
Red fruit drinks
Oily fish
Total parenteral nutrition

Colour or odour
Blue-green
Red-brown (in alkaline urine)
Offensive smell
Rusty brown, yellow
Orange
Black
Red
Green
Darkens
Darkens (red-black on standing)
Red to brown
Brown or rust yellow
Pink (alkaline)
Pink to red-brown
Red to brown
Yellow-brown (acid urine); yellow-pink (alkaline urine);
darkens on standing
Greenish blue
Blue
Dark yellow
Orange
Lightens colour
Green colour and offensive smell
Pink to dark red
Pink to dark red
Fishy
Offensive

Certain food smells appear to pass through into the urine, e.g. onions, garlic, some
spices.
Adapted from Landowski (2008), Mason (2004), Wallach (1992) and Watsons (1987) [120, 119,
121, 122]
6.5.5 Urine testing from a continent urinary diversion
All dipstick (Multistix) testing should be carried out on a freshly produced urine sample. Older
samples become alkaline due to ammonia formation caused by bacterial breakdown.

6

E. coli is a natural inhabitant of the gut and will therefore be present in small amounts in
stomal urine samples. Dipstick tests showing positive results for leukocytes and nitrites [123]
may not be indicative of a urinary tract infection. Specimens should therefore be sent for
Continent Urinary Diversion - April 2010

culture and sensitivity. If the causative organism is found to be E. coli, withhigh levels of
colonisation, and the patient is symptomatic, this should be treated with antibiotics.
Urine samples have no value in patients withrectal bladders. [124]
Recommendation

LE

• Patients should be educated regarding the changes in their urine as a
result of the procedure

GR
4

C

6.5.5.1 Glucose levels in patients with diabetes
Urine testing in the patient with diabetes may be inaccurate due to glucose absorption by
gastrointestinal segments. [125] A blood test should therefore be used to determine glucose
levels.
6.5.5.2 Pregnancy testing
The accuracy of “over the counter” pregnancy testing has been questioned in women
who have had bladder reconstructed from bowel. [126, 127] Urine that has had exposure
to segments of intestine has been identified as creating false positives. It is therefore
recommended that pregnancy in women with reconstructive bladders is confirmed by blood
test.
Recommendation

LE

GR

• A blood test should be done to confirm pregnancy in women with
reconstructed bladders

3

B
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7. Products
7.1

Catheters

There is a large array of catheters available and the choice of which size to use is
dependent
on the type of continent urinary diversion.
The choice for the patient with an orthotopic urinary diversion will be similar to the choice for
patients performing regular CISC.
For patients with cutaneous continent diversions the choice will vary according to the specific
surgical technique used.
The two main types of catheters are the ones who need to be lubricated with water-soluble
gel and the ones with a hydrophilic coating. [128] They can have a straight or bent tip. Some
catheters have ‘bigger eyes’, this can sometimes be helpful when there is a problem with
mucus blocking the catheter.
Choosing a catheter can be a very individual process and considerations regarding the
patient’s manual dexterity and lifestyle are important. [128] For wheelchair users using a
catheter with integrated bag or a catheter with a urinary bag placed before catheterisation
can be helpful.
C atheterising channel post-operatively

Fig. 6 Schematic drawing of intermittent self catheterisation of an access channel (Mitrofanoff)

8
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Fig. 7 Intermittent self catheterisation of a Mitrofanoff channel

Many prefer disposable catheters. Rolstad and Hoyman in Hampton and Bryant [129] though
describe and advise the use of a rubber catheter, which is washed with water and soap and
dried after catheterisation and stored in a clean plastic bag between catheterisations. Some
urological departments still use this procedure.
Recommendations

LE

• A large variety of catheters should be available for the patient with 4
a
continent urinary diversion
• The NS should guide the patient in the use of an appropriate 4
catheter

GR
C

C

Fig 8a Various catheter tips

Fig. 8b For an access channel a standard length catheter is used (40 cm)
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7.2

Covers and activity pouches

Patients with a cutaneous continent urinary diversion often need a cover to protect the
stoma, protect clothes from being soiled with intestinal mucus and for discretion. The cover
could be an adhesive, absorbing cover similar to the ones used for wounds. Covers with a
hydrocolloid adhesive with an absorbing centre similar to covers used by patients irrigating
their colostomy, but without a filter, are available.
Patients who experience leakage might have to use a pouching system similar to what
patients with an incontinent urinary diversion use. However, they should use a two-piece bag
in order to be able to disconnect the bag from the wafer and catheterise and afterwards put
the bag back on again.
The choice of a suitable cover or pouch is individual and should be carefully assessed
together withthe patient.
Recommendations

LE

• A wide range of covers and pouches should be available for the 4
patient
to choose from
• The NS should guide the patient in the use of an appropriate 4
appliance

7.3

GR
C

C

Pads

Due to the risk of incontinence (see 5.2) patients with a neobladder will need pads to collect
urine.
Pads are available in many different sizes and shapes with different ability to absorb
urine,
and the grade of incontinence will determine which pads are most suitable.
Patients may need different sizes as daytime incontinence commonly is less severe
than night
time incontinence.
Recommendation

LE

• Patients should receive individual advice regarding their need for pads

10

GR
4

C
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8. Nursing management of
complications
8.1

Physical aspects

8.1.1 Skin irritation
Skin disorders in connection with a continent urostomy is often caused by leakage of urine
pooling on to the skin. The enzymes and the moist may irritate the skin and cause
fungus infection or contact dermatitis. A skin barrier that resists urine erosion could be
used in the case of very small amounts of urine getting in contact withthe skin.
The adhesive cover can also contain material that has an impact on the skin resulting in skin
damage. In that case a different product to cover the skin should be found.
Patients may also suffer from underlying skin diseases such as psoriasis and eczema.
These
should be assessed pre-operatively.
Recommendations

LE

GR

• Patients with skin irritation should consult their NS for help

4

C

• It is important to assess the aetiology in order to provide proper
treatment

4

C

Geng 2009. [67]

8.1.2 Leakage
Some patients with a cutaneous continent diversion may experience leakage (see 5.5).
Leaking may make it difficult to live a normal life and may cause skin problems.
They should always consult their urologist in order to determine the cause and get possible
treatment.
The NS can help solve the immediate problem by finding a solution to collect the leaking
urine and prevent skin irritation.
If a urostomy appliance is used it should be a two-piece bag in order to let the patient take off
the pouch and catheterise the cutaneous continent diversion according to the usual schedule
and apply the pouch back on the wafer again afterwards. The pouch allow leaking urine to be
released through a tap at the bottom.
Recommendation

LE

GR

• Patients should consult a urological specialist if they experience
leakage

4

C
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8.1.3 Bladder stone formation
Bladder stone formation has been found to be the most common complication in patients
withbladder augmented withbowel. [110, 130, 131]
The most common urea splitting organisms cultured from individuals with reservoir stones
are proteus mirabilis [132], providencia and klebsiella [110] which may lead to struvite
stones. [133] These stones develop when urine is alkaline and bacteria are present. [134] The
composition of struvite stones is usually triple phosphate. Patients who catheterise via an
abdominal stoma have a higher risk (66%) than those who pass urine via their native urethra
(15%). [132] The presence of stones increases the incidence of urinary tract infection.

Fig. 9 X-ray showing bladder stones

The incidence of stone formation is recognised to be higher in the immobile patient and those
who catheterise via an abdominal stoma. The use of staples in the formation of the reservoir
also presents an increased risk. [132]
Stones smaller than 5 cm may be able to be removed endoscopically. However open stone
removal may be required for those over 5 cm. [116]
Study data suggests that following a bladder reconstruction a bladder irrigation regime
reduces the incidence of reservoir calculi from 43% to 7% [132], with saline irrigation
recommended twice weekly. However recurrent stones form in some patients despite mucus
management. [135]
8.1.4 Use of cranberry in reduction of UTI, mucus and stone formation
Mucus production can be a problem causing blockage of catheters both in the immediate
post-operative period and when intermittent self-catheterisation is necessary.
To date the most effective treatment in mucosal adherence is the cranberry. [82]
The cranberry, in both juice and capsule format, has become widely used in urology for the
control of:

12
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•
•
•

urinary tract infection [136]
mucus formation [137]
formation of urinar y stones. [138]

A native North American wetland fruit, cranberry (unlike most citrus fruits) does actually
acidify the urine [139]. Early studies [140] identified the production of hippuric acid which had
a bacteriostatic effect on the urinary pH (i.e. pH 5.5), although the concentrations required to
achieve this was argued. Later studies advocated the use of cranberry juice in combination
withoral medication, e.g. ascorbic acid and methenamine hippurate. [141]
E. coli are natural inhabitants of the gut and are therefore present in small amounts in the
urine of patients with reconstructed bladders. If large amounts of mucus are produced and
urine remains static it becomes an ideal medium in which to colonise E. coli and the patient
may become symptomatic with fever, malaise and offensive urine. Under these circumstances
the patient would be given antibiotics.
A meta analysis of studies into the effectiveness of cranberry concluded that there is some
evidence that the juice may decrease the number of symptomatic UTI. [142] This may be
achieved by decreasing bacterial adherence. [143]

Fig. 10 Mucus in a jar

A review on cranberry to prevent recurrent UTIs (2008 updated from 2004) included 10
randomized or quasi-randomized clinical trials. Most (7) studied cranberry in the
form of juice, and 4 studied tablets (1,049 participants in total). The review found “some
evidence” that cranberry juice may decrease the number of symptomatic UTIs over a 12month period compared with placebo/control, especially in women with recurrent UTIs. The
effect on UTIs may be achieved by decreasing bacterial adherence. [143]
A 2009 review on cranberry to treat UTIs concluded that there is no good-quality evidence on
this question. [142]

Continent Urinary Diversion - April 2010
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Recommendations

LE

GR

• Bladder washout should be undertaken to reduce catheter
blockage, UTI and stone formation in high risk patients

4

C

• Advise cranberry products to reduce the risk of UTI

3

B

8.1.5 Metabolic complications in patients following urinar y diversion
Any metabolic complications in patients following urinary diversion depend mainly on the
type of diversion used. In patients having an orthotopic neobladder or a urinary pouch, the
urine remains in contact with the bowel segment for a longer period of time than in patients
having a urinary conduite. The specific type of urinary diversion including the length of used
bowel in the creation of the diversion may influence the severity of the metabolic alterations.
[144]
In the continent type of diversions metabolic alterations can be recorded in up to 50% of the
patients. [144]
The increased acid load in these patients originate mainly from reabsorption of ammonium
chloride from the urine. Consequently, a low urine pH will lead to an increased reabsorbtion
of acid.
The common symptoms of metabolic acidosis following urinary diversion are fatique,
muscular weakness and lethargy, anorexia as well as nausea and vomiting. There may also be
symptoms like abdominal pain, epigastric burning, dehydration, weight loss and an increased
respiration in order to compensate the acidosis. [70, 144, 145]
It is likely that many patients may have alterations in bone mineral density due to the long
lasting acidosis. Women in the post climacterium phase or children seem to be at greatest
risk of developing lowbone mineral density. [144]
In order to reduce the reabsorption of acid it is important to ensure regular emptying of the
orthotopic neobladder or drainage of the pouch.
Apart from metabolic complications, malabsorption of vitamin B12 and bile acid can be
seen. Vitamin B12 deficiency may lead to severe non-reversible neurological damage.
Malabsorption of bile acid may lead to cholegenic diarrhea. [146]
Table 12. Metabolic consequences of continent urinary diversion
•
•
•
•
•
•
•

14

Acidosis
Electrolyte disturbances
Vitamin B12 malabsorption
Bone demineralisation
Stone formation
Periodic stool frequency
Hypomagnesemia
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Recommendations

LE

GR

• All patients should be monitored regularly for B12 deficiency

2b

B

• Patients should be informed to contact the hospital when non- 2b
specific illness occurs

C

• Patients must be advised to consume 2-3 litres of fluids daily

C

4

• Patients must be advised to void regularly/catheterise their pouch 2b
to completion

B

8.1.6 Pain
Once the patient is fully recovered and rehabilitated, the management of the continent urinary
diversion is mostly painless. However, some patients continue to experience pain.
In case of pain when inserting the catheter in the pouch it can be helpful to re-evaluate the
kind of pre-lubricated catheter the patient uses. Sometimes a catheter with another tip can be
useful or prescribe the use of an extra gel to insert the catheter.
Persisting lumbar pain can sometimes occur, in which case a referral to the urological
specialist and a renal check-up will be indicated.
Recommendation

LE

• In case of persisting pain patients should be referred to the urological
specialist for a renal check-up

GR
4

C

8.1.7 Stomal stenosis
Sometimes in cutaneous urinary diversion channels stomal stenosis occurs. This can
sometimes already be within the few hours between the catheterisations, in which case an
ACE-stopper can be helpful. This stopper can be used for one months and can be placed
between the catheterisations [147] Or an l-stent (knotted catheter) can be used.

Fig. 11 ACE-stopper
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Fig.12 Knotted catheter
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Recommendation

LE

• Patency of the cutaneous channel can be maintained at surface level by
use of an ACE stopper

GR
4

C

8.2 Psychological and social issues
8.2.1 Post-operative social considerations
Early promotion of self care and management skills can significantly help patients adapt
psychologically following their surgery. [148]
Many patients will return to work following their surgery but may need to adapt their
activities to follow a less strenuous or physically demanding lifestyle. This in turn may lead
to a reduction in their income and alter their circumstances. There may be additional costs
incurred through the necessity of attending follow-up appointments and visits to hospital.
Patients may also experience a change in their role or status within their family maybe even
becoming dependant. This can lead to increased stress, anxiety and depression. [149]
identified that patients need to feel a part of a community. Patients need to be involved with
family and friends on a social level as well as in the role of care assistants. [52]
Patients requiring catheters may need to consider bathroom facilities within their workplace
or social environment. Advice on how to adapt inadequate facilities must be offered by the
healthcare professional in the post-operative phase prior to discharge. [150, 151]
8.2.2 Cultural aspects
Modern multi-cultural society must be supported by an appropriate healthcare system that
respects and reflects an individual’s culture, religion, race and customs. Being aware and
responding appropriately to cultural differences is an essential part of the healthcare
professional’s role. HCP need to recognise beliefs, values and health practices of different
cultures to ensure that appropriate care and advice is provided. [58] For example; a patient
observing the Sabbath in the Jewish faith may require support if they are required to use
catheters during that time. A patient who fasts during Ramadan may limit their fluid intake
for a 12-hour period, leading to a higher risk of UTI or renal damage in extreme cases. It is
therefore recommended that the nurse specialist or patient should seek appropriate advice
from the religious leader. [58]
8.2.3 Psychological aspects
Having a neobladder or stoma formation is a major event in anyone’s life, patients can very
easily become depressed or anxious. Counselling is vital and should begin prior to surgery
and include family members. [152] Introducing the patient to another who has undergone
the same procedure may be a valuable tool to enable the patient and family to adapt to the
concept of surgery and prepare for the challenges ahead. Communication is integral in a
nurse-patient relationship and necessary for education to be successful, thereby ensuring a
patient is well-prepared to deal withthe challenges of surgery and aftercare. [52]
8.2.4 Impact on quality of life (QoL)
QoL can deteriorate post-operatively for a lot of patients. The first few weeks post-operative
are the most crucial. [153] Practical challenges such as catheters, stomas, access to public
16
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toilet facilities may contribute to a low mood – support from family and friends is vital at this
time. A psycho social assessment pre-operatively will identify potential challenges and allow
the patient time to adapt facilities or develop coping mechanisms that will reduce the risk of
post-operative depression. [154] A highly skilled nurse specialist with good communication
and observation skills will play a critical role in promotion of health and well-being in
patients who are undergoing urinary diversion surgery. [52]

8.3

Sexual function

Radical pelvic surgery can create difficulties with sexual function in both men and women.
Sexual desire is often seriously affected even when nerve sparing techniques are used. [155]
During pelvic surgery damage may be caused to:
• Nerve supply – of the superficial and deep nerves;
• Vascular supply – affecting engorgement and lubrication;
• Tissue–causing tenderness and reduced space.
8.3.1 Sexual dysfunction in males
Erectile dysfunction is defined as the persistent or recurrent inability to attain or maintain
an erection sufficient for satisfactory sexual activity causing marked distress or interpersonal
difficulty. [156]
Erection is a neurovascular phenomenon dependant on the flow of blood in and out of the
penis. During pelvic surgery damage to the blood flow to the corpus cavernosum results in an
inability to maintain satisfactory tumescence.
A significant percentage of men may present with erectile dysfunction prior to surgery. This
information can be collated by pre-operative counselling, completion of sexual function
questionnaires (IIEF) and nocturnal tumescence study (NPT). [157]
Radical pelvic surgery and formation of a reconstructed bladder will invariably result in
some degree of erectile dysfunction. Damage is caused to several structures including the
sympathetic and parasympathetic nerve supply. [158] The percentage of men with erectile
dysfunction after radical cystectomy is high regardless of the type of bladder reconstruction.
[155]
New nerve graph techniques after complete removal of the cavernous nerve have been
developed to potentially recover lost erectile function. [159] Even after nerve sparing of
the neurovascular bundles approximately 50% of men are likely to complain of erectile
dysfunction. Nerve sparing laparoscopic surgery has improved the percentage of preserved
function to between 43% - 97%. [160] It is now recommended that early rehabilitation in the
post-operative phase is commenced to prevent irretrievable loss of erectile function. [161]
Combination therapy of phosphodiesterase type 5 inhibitor and vacuum therapy have also
significantly increased sexual function. [160]
Ejaculation will be affected if there is damage to the urinary sphincter. In the case of surgery
to the bladder, prostate or urethra this will be inevitable.
Orgasmic ability and desire often remain intact due to circulating testosterone levels. It is
important that patients are encouraged to explore alternative methods of sexual expression.
[162] Psychosexual therapy, if available, should be considered so that both partners have the
opportunity to discuss concerns in a supportive environment. [163]
Continent Urinary Diversion - April 2010
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Sperm banking
As a significant number of men survive cancer therapy, including chemotherapy, radiotherapy
and surgery, cryopreservation of sperm should be considered in the pre-operative period.
[164]
8.3.1.1 Treatment of erectile dysfunction
Treatments which may be suitable for men following reconstructive surgery include:
• Injection therapy
• Intra-urethral vasodilating medication (MUSE®)
• Oral medication
• Vacuum therapy
• Penile implants
Injection therapy – A vaso active drug (alprostadil) is injected into the corpus cavernosum with
a fine gauge needle. The effect of the drug is to cause relaxation of the arterial and trabecular
smooth muscle. The cavernous arteries dilate, the corpus cavernosum relaxes and is engorged
with blood. [165] The erection should last approximately 1 hour. Priapism (prolonged erection)
should be treated as a clinical emergency and medical advice sought. Gould et al (1992) [166]
found that some patients suffered from persistent anxiety associated with self injection. Penile
fibrosis may also become an issue. [167]
MUSE® – A small pellet containing alprostadil is inserted into the urethra using a
disposable plastic applicator. Lubrication of the urethra can be achieved either by urination
or by instillation of a water soluble gel prior to insertion of the pellet. The erection should
occur 5 15 minutes after the insertion and can last between 30 - 60 minutes.

Fig. 13 MUSE® applicator

Oral medication – The suitability of oral medication for patients with reconstructed bladders
has been minimally investigated. [168, 169]) Oral agents are known to be more acceptable to
both the patient and the partner. [170]
• Phosphodiesterase type 5 (PDE5) inhibitor. This medication is a facilitator
rather than an initiator of erection. In the presence of sexual stimulation [171] this
group of drugs promotes cavernosal muscle relaxation and inhibits the release of
PDE5 (initiating chemical responsible for detumescence). Erections occur
approximately 20 minutes
after administration. Side effects have reduced and the duration of erection increased in
recent years. This treatment is not suitable for men using nitrates or with a diagnosis of
18
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hypertension or recent myocardial infarction.
•

Apomorphine hydrochloride – This sublingual medication stimulates the
postsynaptic dopamine receptors in the hypothalamus. This enhances the natural erectile
process. [172] However, this is only effective in those with intact sympathetic and
parasympathetic nerve supply.

Vacuum therapy – External vacuum devices produce rigidity through vascular engorgement
resulting in tumescence of the penis. [173] Vacuum devices are available both battery operated
and as hand pumps. They consist of a plastic cylinder, constriction ring, lubrication and the
pump. When the pump is activated, negative pressure (a vacuum) is created. Blood is drawn
into the penis and an erection occurs. The constriction ring is rolled off onto the base of the
penis and the cylinder removed. The erection can be maintained for up to half an hour. This
system has been regarded as the most suitable for stoma patients as it is non-surgical and
will not interfere with other treatments. Criticisms are the coldness of the penis and a lack of
spontaneity.

Fig. 14a and 14b Vacuum therapy devices

Penile implants – This treatment tends to be reserved for men who have not responded to nonsurgical treatments. It involves insertion of prosthesis into the corpus cavernosum. Malleable
prosthesis produces a permanently erect penis which can be bent to accommodate intercourse
and is flexible enough to be moved into a position of concealment. [158] Inflatable prosthesis
consist of two basic designs, an integral inflatable/deflatable unit or those which involve
insertion of a scrotal pump and abdominal reservoir.

Fig. 15 Inflatable penile prosthesis

Continent Urinary Diversion - April 2010

19

Recommendation

LE

GR

• Male patients with post-operative erectile dysfunction should be
assessed for suitability for treatment if requested

4

C

8.3.2 Sexual dysfunction in females
Surgical damage in the female may include:
• Vascular supply – Reduction of lubrication to the vagina;
• Reduction in vaginal length
• Reduction in vaginal elasticity [174, 175]
Some studies have shown that when cystectomy and neobladder construction have been
carried out for benign conditions in females it does not appear to have a negative effect on
sexual function. [155, 176] However, radical cystectomy may require the additional removal
of the ovaries, fallopian tubes, uterus and cervix and appears to have a high risk of female
sexual dysfunction. This includes decreased orgasm, decreased lubrication, lack of sexual
desire and dysparenunia. [175]
8.3.2.1 Vaginismus
Vaginismus (spasm) - This condition can be purely psychological and can often be attributed
to an involuntary pelvic muscle contraction caused in anticipation and fear of pain. This may
be helped by relaxation methods and counselling. [176]
8.3.2.2 Dyspareunia
Dyspareunia - Is a condition where intercourse (penetration) becomes painful. The cause may
be internal scarring or lack of lubrication. Increased lubrication in the form of a water based
gel or experimenting witha change of position can be helpful.
8.3.3 Fertility and pregnancy
Surgery for bladder reconstruction is undertaken in women of all ages and therefore issues
around conception, pregnancy and childbirth must be considered. [127]
Debilitation may lead to loss of ovulation and internal scarring to a decrease of tubal patency.
Fertility preservation
Recent advances in cancer therapy have resulted in an increase in long term cancer survivors.
Techniques to preserve fertility in young women are evolving and include cryopreservation of
ovarian tissue and oocytes. [177, 178] Current clinical guidelines for the collection, storage and
use of tissue for use in fertility preservation varies internationally. [179, 180, 181]
Pregnancy testing in those with bladder reconstruction may lead to false results. Samples
taken may have been subject to reabsorbtion of electrolytes and hormones and therefore the
concentration of human chorionic gonadotrophin can be altered. Blood samples should be
taken. [126, 127]
Urinary tract infections and pyelonephritis are the most commonly identified urological
complication in pregnancy. [132, 182] Urinary tract infections should be treated seriously
and are generally treated withantibiotics immediately as pylonephritis can result in
20
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premature labour. [183] Data suggests that cranberry may provide a protective effect against
asymptomatic bacteriuria and symptomatic urinary tract infections in pregnancy. [184] This
study was carried out on non cystectomised patients.
During the latter stages of pregnancy it may become more difficult to CISC and therefore an
indwelling catheter may be required. [127, 185] For those who catheterise via a Mitrofanoff
channel a longer length catheter may be required (standard length single use catheter is 40
cm) to reach the augmented bladder.
Women with augmentation cystoplasty should be allowed to deliver vaginally and a caesarian
section should be avoided to protect the bladder and augmenting bowel. [110, 182] Advice of
a urological specialist should be sought. Many centres advise booking an elective pre term
caesarean for all other types of bladder reconstruction with joint care between the urological
surgeon and the obstetrician. [185]
Recommendations

LE

GR

• Radical pelvic surgery need not mean the end of an active sex
life for either men or women. Restoration of sexual activity may,
however, require further treatment, a certain degree of adaptability
and specialist intervention

4

C

• Patients should be advised pre-operatively of potential alterations 4
totheir pre-surgical sexual function

C

• Post-operative counselling should include discussion of treatment
options and their suitability for individual patients

C
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9. Abbreviations
ADL
CISC
E. coli
ET
ICS
IgE
IUGA
MBP
MS
MSSU
MUSE®
NS
NSAID
PCEA
PCIA
PDE5
POD1
PSH
PVR
RCT
RN
SP
TPN
TUU
UTI
VAS
VIP bladder
WOC
WOCN
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activity of daily living
clean intermittent self catheterisation
Escherichia coli
enterostomal therapist
International Continence Society
Immunoglobulin E
International Urogynecological Association
mechanical bowel preparation
multiple sclerosis
midstream urine sample
Medicated Urethral System for Erection
nurse specialist
non-steroidal anti-inflammatory drugs
patient-controlled epidural analgesia
patient-controlled intravenous analgesia
phosphodiesterase type 5
post-operative day 1
parastomal hernia
post-void
residual urine
randomised controlled trial
Registered nurse
spina bifida
total parenteral nutrition
transuretero ureterostomy
urinary tract infection
visual analogue scale
vescica ileale Padovana
wound, ostomy and continence
Wound, Ostomy and Continence Nurses Society

Continent Urinary Diversion - April 2010

10. References
1.

2.

3.
4.

5.

6.

7.

8.

9.

10.

11.

12.

Oxford Centre for Evidence-based Medicine Levels of Evidence.. Produced by Bob Phillips, Chris
Ball, Dave Sackett, Doug Badenoch, Sharon Straus, Brian Haynes, Martin Dawes since November
1998. (May 2001).
http://www.cebm.net.index.aspx?o=1025 [access date Oct 3rd, 2008]
Holmes DG, Thraser JB, Park GY, Kueker DC, Weigel JW. Long term complications related to the
modified
Indiana
pouch.
Urology
2002;60:603-606.
http://www.ncbi.nlm.nih.gov/pubmed/12385916
Rowland RG. Complications of continent cutaneous reservoirs and neo-bladders – series using
contemporary techniques. AUA update series 1995;14:202-207.
Wiesner C, Bonfig R, Stein R, Gerharz EW, Pahernik S, Reidmiller H, Thuroff JW.
Continent cutaneous urinary diversion: long term follow up of more than 800 patients with
ileocaecal reservoirs. World J Urol 2006;24:315-8.
http://www.ncbi.nlm.nih.gov/pubmed/12478129
Sahadevan K, Pickard RS, Neal DE, Hasan TS. Is continent diversion using the mitroffanof
principle a viable long term option for adults requiring bladder replacement? BJU Int
2008;102(2):236-40.
Epub 2008 Jul 1.
http://www.ncbi.nlm.nih.gov/pubmed/18279448
Turkolmez K, Baltaci S, Golguz C, Beduk Y, Goguz O. Results of the ureteral re-implantation
with serous lined extramural tunnel in orthotopic ileal W-neobladder. Int J Urol 2004;11:368-73.
http://www.ncbi.nlm.nih.gov/pubmed/15157204
Stenzl A, Jarolim L, Coloby P, Golia S, Bartsch G, Babjuk M, Kakizoe T, Robertson C.
Urethra- sparing cystectomy and orthotopic urinary diversion in women with malignant
pelvic tumors. Cancer 2001;92(7):1864-71.
http://www.ncbi.nlm.nih.gov/pubmed/11745259
Studer UE, Burkhard FC, Schumacher M, Kessler TM, Thoeny H, Fleischmann A, Thalmann GN .
Twenty years experience with an ileal orthotopic low pressure bladder substitute--lessons to be
learned. J Urol 2006;176(1):161-6.
http://www.ncbi.nlm.nih.gov/pubmed/16753394
Varol C, Studer UE. Managing patients after an ileal orthotopic bladder substitution. BJU Int
2004;93(3):266-70.
http://www.ncbi.nlm.nih.gov/pubmed/14764120
Rowland RG. The long term study of continent cutaneous urinary reservoirs and neobladders. J
Urol 1996;155:1217.
http://www.ncbi.nlm.nih.gov/pubmed/8632534
Santucci RA, Park CH, Mayo ME, Lange PH. Continence and urodynamic parameters of continent
urinary reservoirs: comparison of gastric, ileal, ileo-colic, right colon and sigmoid segments.
Urology 1999;54:525-527.
http://www.ncbi.nlm.nih.gov/pubmed/10443720
Webster C, Bukkapatnam R, Seigne JD, Pow-Sang J, Hoffman M, Helal M, Ordorica R, Lockhart
JL. Continent colonic urinary reservoir (Florida pouch): long-term surgical complications (greater
than 11 years). J Urol 2003;169(1):174-6.
http://www.ncbi.nlm.nih.gov/pubmed/12478129

Continent Urinary Diversion - April 2010

23

13.

14.
15.

16.

17.

18.
years

19.

20.

21.

22.

23.

24.

25.

26.

27.

24

Hautman RE, Volkmer BG, Schumacher MC, Gschwend JE, Studer UE. Long term results of
standard procedures in urology: the ileal neobladder. World J Urol 2006;24:305-14. http://www.
ncbi.nlm.nih.gov/pubmed/16830152
Steers WD. Voiding dysfunction in the orthotopic neobladder. World J Urol 2000;18:330-7.
http://www.ncbi.nlm.nih.gov/pubmed/11131310
Steven K, Poulson AL. The orthotopic Kock neobladder functional results, urodynamic features,
complications
and
survival
in
166
men.
J
Urol
2000;164:288-295.
http://www.ncbi.nlm.nih.gov/pubmed/10893568
Tanaka T, Kitamura H, Takahashi A, Masumori N, Itoh N, Tsukamoto T. Long term functional
outcome and late complications of Studer’s ileal neobladder. Jpn J Clin Oncol 2005;35(7):391-4.
http://www.ncbi.nlm.nih.gov/pubmed/15976064
Tollefson MK, Elliott DS, Zincke H, Frank I. Long term outcome of ureterosigmoidostomy: An
analysis of patients with a follow up > 10 years.
BJU Int 2009 Aug 13.
http://www.ncbi.nlm.nih.gov/pubmed/19681892
Ignjatovic I, Basic D. Modified Mainz Pouch II (Sigma rectum pouch) urinary diversion: 12
experience. Acta Chir Iugosl 2007;54(4):73-7.
http://www.ncbi.nlm.nih.gov/pubmed/18595233
Hadzi-Djokic JB, Basic DT. A modified sigma-rectum pouch (Mainz pouch II) technique:
analysis of outcomes and complications on 220 patients. BJU Int 2006;97(3):587-91.
http://www.ncbi.nlm.nih.gov/pubmed/16469032
Khastgir J, Hamid R, Arya M, Shah N, Shah PJ. Surgical and patient reported outcomes of clam
augmentation ileocystoplasty in spinal cord injury patients. Eur Urol 2003;43(3):263-9.
http://www.ncbi.nlm.nih.gov/pubmed/12600429
Awad SA, Al-Zahrani HM, Gajewski JB, Bourque-Kehoe AA. Long term results and complications
of augmentation ileocystoplasty for idiopathic urge incontinence in women. Br J Urol
1998;81(4):569-573.
http://www.ncbi.nlm.nih.gov/pubmed/9598629
Shekarriz B, Upadhyay J, Demirbilek S, Barthold JS, González R. Surgical complications of
bladder augmentation: comparison between various enterocystoplasties in 133 patients. Urology
2000;55(1):123-8.
http://www.ncbi.nlm.nih.gov/pubmed/10654908
Flood HD, Malhotra SJ, O’Connell HE, Ritchey MJ, Bloom DA, McGuire EJ. Long term results and
complications using augmentation cystoplasty in reconstructive urology. Neurourol Urodyn
1995;14(4):297-309.
www.ncbi.nlm.nih.gov/pubmed/7581466
Skinner DG, Lieskovsky G, Boyd SD. Continuing experience with the continent ileal reservoir
(Kock) as an alternative to cutaneous urinary diversion: an update after 250 cases. J Urol
1987;137:1140-1145.
http://www.ncbi.nlm.nih.gov/pubmed/3295300
Turk TM, Koleski FC, Albala DM. Incidence of urolithiasis in cystectomy patients after intestinal
conduit
of
continenturinary
diversion.
J
World
Urol
1999;17:305-7.
http://www.ncbi.nlm.nih.gov/pubmed/10552149
Ginsberg D, Huffman DL, Lieskovsky G, Boyd S, Skinner DG. Urinary tract stones : A complication
of the Kock pouch continent urinary
diversion. J Urol 1991;145:956-959.
http://www.ncbi.nlm.nih.gov/pubmed/2016808
Hautman RE. Neobladder and bladder replacement. Eur Urol 1998;33:512-522.
http://www.ncbi.nlm.nih.gov/pubmed/9643674

Continent Urinary Diversion - April 2010

28.

Abol-Enein H, Ghonheim MA. Functional results of orthotopic ileal neobladder with serous lined
extramural ureteral re-implantation: Experience with 450 patients. J Urol 2001;165:1427-1432.
http://www.urotunisia.com/biblio/Mansoura/functional.pdf
29.
Mast P, Hoebeke P, Wyndaele JJ, Oosterlinck W, Everaert K. Experience with augmentation
cystoplasty:
A
review.
Paraplegia
1995;33(10):560-564.
Review.
http://www.ncbi.nlm.nih.gov/pubmed/8848309
30.
Regan JB Barrett DM. Stented versus non stented uretero-ileal anastamosis : is there a difference
with
regard
to
leak
and
stricture?
J
Urol
1985;134:1101-3.
http://www.ncbi.nlm.nih.gov/pubmed/4057399
31.
Mottaz AE, Zingg EJ, Studer UE.. Ureterosigmoidostomy in adults: long term results
[French].
Prog
Urol
1996
Feb;6(1):87-92.
http://www.ncbi.nlm.nih.gov/pubmed/8624533
32.
Frazer HA, Robertson JE, Paulson DF. Complications of radical cystectomy and urinary
diversion: a retrospective review of 675 cases in 2 decades. J Urol 1992; (148):1401-1405.
http://www.ncbi.nlm.nih.gov/pubmed/1433537
33.
Elmajan DA, Stein JP, Esrig D, Freeman JA, Skinner EC, Boyd SD, Lieskovsky G, Skinner DG. The
Kock ileal neobladder: Updated experience in 295 male patients. J Urol 1996;156:920-925.
http://www.ncbi.nlm.nih.gov/pubmed/8709364
34.
Hautmann RE, De Petriconi R, Gottfried HW, Kleinschmidt K, Mattes R, Paiss T. The ileal
neobladder: complications and functional results in 363 patients after 11 years of follow up. J
Urol 1999;161:422-8.
http://www.ncbi.nlm.nih.gov/pubmed/9915417
35.
Kumar SP, Abrams PH. Detrusor myectomy: Long term results with a minimum follow up of 2
years. BJU Int 2005;96(3):341-244.
http://www.ncbi.nlm.nih.gov/pubmed/16042727
36.
Woodhouse CR, Christofides M. Modified uretero-sigmoidostomy (Mainz II) technique and
early
results.
Br
J
Urol
1998;81:247-52.
http://www.ncbi.nlm.nih.gov/pubmed/9488067
37.
Pickard R. Tumour formation within intestinal segments transposed to the urinary tract. World J
Urol 2004;22:227-234.
http://www.ncbi.nlm.nih.gov/pubmed/15316739
38.
Greenwell TJ, Venn SN, Mundy AR. Augmentation cystoplasty. BJU Int 2001;88:511-525.
http://www.ncbi.nlm.nih.gov/pubmed/11678743
39.
Hautmann RE, Abol-Enein H, Hafez K, Haro I, Mansson W, Mills RD, Montie JD,
Sagalowsky AI, Stein JP, Stenzl A, Studer UE, Volkmer BG for the World Health
Organization (WHO) Consensus Conference on Bladder Cancer. Urinary diversion. Urology
2007;69(1 Suppl):17-49. http://www.ncbi.nlm.nih.gov/pubmed/18314166
40.
Pruthi RS, Chun J, Richman M. Reducing time to oral diet and hospital discharge in patients
undergoing radical cystectomy using a perioperative care plan. Urology 2003;62(4):661-6.
http://www.ncbi.nlm.nih.gov/pubmed/14550438
41.
Maffezzini M, Gerbi G, Campodonico F, Parodi D. A multimodal perioperative plan for
radical cystectomy and urinary intestinal diversion: effects, limits and complications of early
artificial nutrition. J Urol 2006;176(3):945-9.
http://www.ncbi.nlm.nih.gov/pubmed/16890663
42.
Arumainayagam N, McGrath J, Jefferson KP, Gillatt DA. Introduction of an enhanced recovery
protocol
for
radical
cystectomy.
BJU
Int
2008;101(6):698-701.

Continent Urinary Diversion - April 2010

25

http://www.ncbi.nlm.nih.gov/pubmed/18190646
43.

44.

45.

46.

47.

48.

49.

50.
51.

52.

53.

54.
55.
15.
56.

57.

26

Kehlet H, Wilmore DW. Evidence-based surgical care and the evolution of fast-track surgery. Ann
Surg
2008;248(2):189-98.
http://www.ncbi.nlm.nih.gov/pubmed/18650627
Golden TM, Ratliff C. Development and implementation of a clinical pathway for radical
cystectomy and urinary system reconstruction.
J WOCN 1997;24;72-8.
http://www.ncbi.nlm.nih.gov/pubmed/9204855
O’Connell B, Myers H, Twigg D, Entriken F. Documenting and communicating patient care: Are
nursing care plans redundant? Int J Nurs Prac 2000;6(5):276-80. Level of evidence: 4
http://www.ingentaconnect.com/content/bsc/ijn/2000/00000006/00000005/art00009
Barrass BJ, Thurairaja R, Collins JW, Gillatt D, Persad RA. Optimal nutrition should improve the
outcome
and
costs
of
radical
cystectomy.
Urol
Int
2006;77(2):139-42.
http://www.ncbi.nlm.nih.gov/pubmed/16888419
Maffezzini M, Gerbi G, Campodonico F, Canepa G, Parodi D. Current perioperative
management of radical cystectomy with intestinal urinary reconstruction for muscle-invasive
bladder cancer and reduction of the incidence of postoperative ileus. Surg Oncol 2008;17(1):41-8.
http://www.ncbi.nlm.nih.gov/pubmed/17962014
Weimann A, Braga M, Harsany L, Laviano A, Ljungqvist O, Soeters P; DGEM (German Society for
Nutritional Medicine), Jauch KW, Kemen M, Hiersmayr JM, Horbach T, Kuse ER, Vestweber KH;
ESPEN (European Society for Parenteral and Enteral Nutrition). ESPEN Guidelines on Enteral
Nutrition: surgery including organ transplantation. Clin Nutr 2006;25(2):224-44.
http://www.ncbi.nlm.nih.gov/pubmed/16698152
Smedeley F, Bowling TJ. Randomized clinical trial of the effects of preoperative and
postoperative oral nutritional supplements on clinical course and cost of care. Br J Surg
2004;91(8):983-90.
http://www.ncbi.nlm.nih.gov/pubmed/15286958
Skinner EC . Quality of life with reconstruction- seminars. Urol Oncol 2001;19(1):56-58.
http://www.ncbi.nlm.nih.gov/pubmed/11246735
Haugen V, Bliss DZ, Savik K. Perioperative factors that affect long-term adjustment to an
incontinent
ostomy.
J
WOCN
2006;33(5):525-35.
http://www.ncbi.nlm.nih.gov/pubmed/17133141
Marchese K. Using peplau’s theory of interpersonal relations to guide the education of patients
undergoing
urinary
diversion.
Urol
Nurs
2006;26(5):363-371.
http://www.ncbi.nlm.nih.gov/pubmed/17078324
Krupski T, Theodorescu D. Orthotopic neobladder following cystectomy: Indications,
management
and
outcomes.
J
WOCN
2001;28(1):37-46.
http://www.ncbi.nlm.nih.gov/pubmed/11174461
White C. Psychological management of stoma related concerns. Nurs Stand 1998;12(36):35-8.
http://www.ncbi.nlm.nih.gov/pubmed/9732612
Gray M, Beitz J. Counselling patients undergoing urinary diversion. J WOCN 2005;jan/feb:7http://www.ncbi.nlm.nih.gov/pubmed/15718951
Clark PE. Urinary diversions after radical cystectomy. Current treatment Options in Oncology
2002;3:389-402.
http://www.springerlink.com/content/q15621503178p210/
Khan AM. Nursing management of neobladder surgery: The Studer pouch. Urol Nurs 2000;20(3).
http://www.ncbi.nlm.nih.gov/pubmed/11998138

Continent Urinary Diversion - April 2010

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.
72.

73.

Black PK. Psychological, sexual and cultural issues for patients with a stoma. Br J Nurs
2004;13(12):692-4,696-7.
http://www.internurse.com/cgi-bin/go.pl/library/article.cgi?uid=13254
Lobo DN, Macafee DAL, Allison SP. How perioperative fluid balance influences postoperative
outcomes.
Best
Pract
Res
Clin
Anaesthesiol
2006;20(3):439-55.
http://www.ncbi.nlm.nih.gov/pubmed/17080695
Overstreet DL, Sims TW. Care of the patient undergoing radical cystectomy with a robotic
approach. Urol Nurs 2006;26(2):117-22.
http://www.ncbi.nlm.nih.gov/pubmed/16703919
Broseta R et al. Mechanical intestinal preparation in urology: a battle against tradition. Actas
Urol
Esp.
2009;33(1):8-10.
http://www.actasurologicas.info/v33/n01/ENG/3301ED04.htm
Shafii M, Murphy DM, Donovan MG, Hickey DP. Is mechanical bowel preparation necessary in
patients undergoing cystectomy and urinary diversion? BJU Int 2002;89(9):879-81.
http://www.ncbi.nlm.nih.gov/pubmed/12010231
Tabibi A, Simforoosh N, Basiri A, Ezzatnejad M, Abdi H, Farrokhi F. Bowel preparation
versus no preparation before ileal urinary diversion. Urology 2007;70(4):654-8.
http://www.ncbi.nlm.nih.gov/pubmed/17991531
Dizer B. The effect of nurse-performed preoperative skin preparation on postoperative
surgical site infections in abdominal surgery. J Clin Nurs 2009;18(23):3325-32.
http://www.ncbi.nlm.nih.gov/pubmed/19930089
Nichols RL. Preventing surgical site infections: a surgeon’s perspective. Emerg Infect Dis
2001;7(2).
http://www.cdc.gov/ncidod/eid/vol7no2/nichols.htm
National Institute for Health and Clinical Excellence [NICE]. Surgical site infection. NICE clinical
guideline
74.
London:
NICE,
2008.
http://www.nice.org.uk/nicemedia/pdf/CG74FullGuideline.pdf
Geng V, Cobussen-Boekhorst H, Fillingham S, Holroyd S, Kiesbye B, Vahr S. Incontinent
urostomy. European Association of Urology Nurses 2009;13.
http://www.uroweb.org/eau-organisation-governance-structure/nursing/eaun-guidelinesdownload/
Dixon L, Wasson D, Johnson V. Urinary Diversions: A review of nursing care. Urol Nurs 2001;21(5)
337-346.
http://www.ncbi.nlm.nih.gov/pubmed/11998299
Stein R. Continent urinary diversion & the ileal caecal pouch: A review of nursing care. J WOCN
1995;(22)1:51-57.
http://www.ncbi.nlm.nih.gov/pubmed/7704144
Perimenis P, Koliopanou E . Postoperative management & rehabilitation of patients receiving an
ileal
orthoptic
bladder
substitution.
Urol
Nurs
2004;24(5):383-386.
http://www.ncbi.nlm.nih.gov/pubmed/15575106
Bloom BS, Engelhart, Furst, Hill, Krathwohl. Taxonomy of educational objectives. Handbook I,
The cognitive domain. Allyn & Bacon, Boston USA, 1956.
Metcalf C. Stomacare: empowering patients through teaching practical skills. Br J Nurs
1999;8(9):593-600.
http://www.ncbi.nlm.nih.gov/pubmed/10711005
Matthews SD, Courts NF. Orthotopic neobladder surgery. AJN, 2001;101(7).
http://www.jstor.org/pss/3522511

Continent Urinary Diversion - April 2010

27

74.

Erwin-Toth P, Calabrese DA. Nursing issues in the management of urinary diversions in women.
Seminars in Urologic Oncology 1997;15(3):193-199.
http://www.ncbi.nlm.nih.gov/pubmed/9394916
75.
Polt CA. Continuing Education CE 327. The ins and outs of continent urinary diversions. Nursing
Spectrum - Florida Edition, 2003;13/22(16-18).
76.
Kane A. Nursing management of neobladder surgery: The Studer pouch. Urol Nurs
2000;20(3):189-200.
http://www.ncbi.nlm.nih.gov/pubmed/11998138
77.
McDonald C, Jack L . Stories from the bedside: reflections on nursing patients with an orthotopic
neobladder. World Council of Enterostomal Therapists Journal 2003;23(3):32-34.
78.
Beitz JM. Continent diversions: The new gold standards of ileoanal reservoir and
neobladder.
Ostomy Wound Manage 2004;50(9):26-35.
http://www.ncbi.nlm.nih.gov/pubmed/15361631
79.
Pontieri-Lewis V, Vates TS. Postoperative management of patients undergoing radical cystectomy
and
urinary
diversion.
Medsurg
Nursing
1993;2(5):369-74.
http://www.ncbi.nlm.nih.gov/pubmed/8220639
80.
N’Dow J, Robson CN, Mathews JNS, Neal DE, Pearson JP . Reducing mucus production after
urinary reconstruction: A prospective randomized trial. J Urol 2001;165:1433-4.
http://www.ncbi.nlm.nih.gov/pubmed/11342892
81.
Gibbons M. Urinary problems after formation of a Mitrofanoff stoma. Prof Nurse 1995;Jan:221-224.
http://www.ncbi.nlm.nih.gov/pubmed/7855147
82.
Busuttil-Leaver R. Reconstructive surgery for the promotion of continence. Urol Nurs 2004;8:13559.
83.
Fillingham S. Urinary Diversion. In Stoma Care. 2008. ed. Jennie Burch. pp163-181. WileyBlackwell.
84.
Holte K, Kehlet H. Fluid therapy and surgical outcomes in elective surgery: a need for
reassessment in fast-track surgery. J Am Coll Surg 2006;202(6):971-89.
http://www.ncbi.nlm.nih.gov/pubmed/16735213
85.
Bundgaard-Nielsen M, Holte K, Secher NH, Kehlet H. Monitoring of peri-operative fluid
administration by individualized goal-directed therapy. Acta Anaesth Scand
2007;51(3):331-40. http://www.ncbi.nlm.nih.gov/pubmed/17390421
86.
Brodner G, Aken VH, Hertle L, Fobker M, Eckardstein VA, Goeters C, Buerkle H, Harks A,
Kehlet H. . Multimodal Perioperative Management – Combining Thoracic Epidural Analgesia,
Forced Mobilization, Oral Nutrition – Reduces Hormonal and Metabolic Stress and
Improves Convalescence After Major Urologic Surgery. Anesthesia Analg, 2001;92:1594-1600.
http://www.ncbi.nlm.nih.gov/pubmed/11375853
87.
Soeters P, DGEM (German Society for Nutritional Medicine), Jauch KW, Kemen M, Hiersmayr JM,
Horbach T, Kuse ER, Vestweber KH; ESPEN (European Society for Parenteral and Enteral
Nutrition). ESPEN Guidelines on Enteral Nutrition: surgery including organ transplantation. Clin
Nutr 2006;25(2):224-44.
http://www.ncbi.nlm.nih.gov/pubmed/16698152
88.
Daly MJ, Donahoo HC. To eat or not to eat. Annals of Surgery 2008;247(5):730-7.
89.
Chang SS, Cookson MS, Baumgartner RG, Wells N, Smith JA. Analysis of early complications after
radical cystectomy: Results of a collaborative care pathway. J Urol 2002;167(5):2012-6.
http://www.ncbi.nlm.nih.gov/pubmed/11956429

28

Continent Urinary Diversion - April 2010

90.

91.

92.

93.

94.

95.

96.

97.

98.

99.

100.

101.

Nieuwenhuijzen JA, De Vries RR, Bex A, Van Der Poel HG, Meinhardt W, Antonini N,
Horenblas S. Urinary diversions after cystectomy: the association of clinical factors,
complications and functional results of four different diversions. Eur Urol 2008;53:834-44.
http://www.ncbi.nlm.nih.gov/pubmed/17904276
Kouba, J Erik, Wallen EM, Pruthi SR. Gum chewing stimulates bowel motility in patients
undergoing radical cystectomy with urinary diversion. Adult Urology, 2007;70(6).
http://www.ncbi.nlm.nih.gov/pubmed/18158012
Inman BA, Harel F, Tiguert R, Lacombe L, Fradet Y. Routine nasogastric tubes are not required
following cystectomy with urinary diversion: a comparative analysis of 430 patients. J Urol
2003;170:1888-91.
http://www.ncbi.nlm.nih.gov/pubmed/14532800
Kehlet H. Postoperative ileus – an update on preventive techniques. Nature Clinical Practice
Gastroenterology
&
Hepatology
5,
552-558
(12
August
2008).
http://www.nature.com/nrgastro/journal/v5/n10/full/ncpgasthep1230.html
Jain S, Simms MS, Mellon JK. Management of the gastrointestinal tract at the time of cystectomy.
Urol
Int
2006;77(1):1-5.
http://www.ncbi.nlm.nih.gov/pubmed/16825806
Society for Ambulatory Anesthesia . Society for Ambulatory Anesthesia Guidelines for the
management of postoperative nausea and vomiting. Anesth Analg 2007;105:1615-28.
http://www.anesthesia-analgesia.org/cgi/reprint/105/6/1615.pdf
Mangram AJ, Horan TC, Pearson ML, Silver LC, Jarvis WR; The Hospital Infection Control Practices
Advisory Committee. Guideline for prevention of surgical site infection, 1999. Inf Control Hosp
Epidemiol 1999;20(4);247-78.
http://www.cdc.gov/ncidod/dhqp/pdf/guidelines/SSI.pdf
Betsy Lehman Center for Patient Safety and Medical Error Reduction, JSI Research and Training
Institute, Inc. Prevention of surgical site infections. In: Prevention and control of healthcareassociated infections in Massachusetts. Part 1: final recommendations of the Expert Panel.
Massachusetts Department
of Public Health, Boston (MA, USA) 2008:61-8.
http://www.guideline.gov/summary/summary.aspx?doc_id=12921&nbr=6635&ss=6&xl=999#s23
Ene KW, Nordberg G, Bergh I, Johansson FG, Sjöström B. Postoperative pain management – the
influence
of
surgical
ward
nurses.
J
Clin
Nurs
2008;17:2042-50.
http://www.ncbi.nlm.nih.gov/pubmed/18705781
Kehlet H, Dahl JB. Treatment of post-operative pain: a status report. Ugeskr Laeger
2006;168(20):1986-8.
http://www.ncbi.nlm.nih.gov/pubmed/16768902
Kehlet H, Dahl JB. Anaesthesia, surgery and challenges for postoperative recovery. Lancet
2003;362(9399):1921-8.
http://www.ncbi.nlm.nih.gov/pubmed/14667752
Tiesinga LJ, Dassen TWN, Rund J, Halfens G. DUFS and DEFS: development, reliability and validity
of the Dutch Fatigue Scale and the Dutch Exertion Fatigue Scale. Int J Nurs Studies, 1998;35:115123.
http://www.sciencedirect.com/science?_ob=ArticleURL&_udi=B6T7T-3THHC91-G&_user=641710&_
rdoc=1&_fmt=&_orig=search&_sort=d&_docanchor=&view=c&_searchStrId=1075856853&_
rerunOrigin=google&_acct=C000034378&_version=1&_urlVersion=0&_userid=641710&md5=6414eb
9b97d926bcf6d9e0ddc8c0d92d

Continent Urinary Diversion - April 2010

29

102.

103.

104.

105.

106.
107.

108.

109.

110.

111.

112.

113.
114.

115.

116.
117.

30

Hofman M, Ryan JL, Figueroa-Moseley CD, Pierre JP, Morrow GR. Cancer-related fatigue: The
scale of the problem. Oncologist 2007;12(S.1):4-10.
www.theOncologist.com
Rubin GJ, Rebecca Hardy R, Hotopf M. A systematic review and meta-analysis of the incidence
and severity of postoperative fatigue. J Psychosomatic Research, 2004;57:317-326.
http://www.ncbi.nlm.nih.gov/pubmed/15507259
Adamsen-Rosenberg S, Kehlet H, Dodds C, Rosenberg J. Postoperative sleep disturbances:
mechanisms and clinical implications. Br J Anaesthesia, 1996:76:552-559.
http://bja.oxfordjournals.org/cgi/reprint/76/4/552.pdf
DeCherney AH, Bachmann G, Issacson K, Gall S. Postoperative fatigue negatively impacts the
daily lives of patients recovering from hysterectomy. The American College of Obstetricians and
Gynecologists,
2002;99(1).
http://journals.lww.com/greenjournal/Abstract/2002/01000/Postoperative_Fatigue_Negatively_
Impacts_the_Daily.11.aspx
Dormann C. Ostomy Basics. RN;72(7):22-7.[Pubmed in process].
http://www.ncbi.nlm.nih.gov/pubmed/19645224
Van Der Aa F, Joniau S, De Baets K, De Ridder D. Continent catheterizable vesicostomy in
an adult population: Success at high costs. Neurourol Urodyn 2009;28:487-491.
http://www.ncbi.nlm.nih.gov/pubmed/19260090
Gharajeh A. Intrapouch injections of botulinum toxin type A for the management of unit
contractions of a continent urinary diversion. Can Urol Assoc J 2008;2(4):417-9.
http://www.ncbi.nlm.nih.gov/pubmed/18781211
Falagas ME, Paschalis I, Vergidis MD. Urinary tract infections in patients with urinary diversion.
Am
J
Kidney
Dis
2005;46(6):1030-7.
http://www.ncbi.nlm.nih.gov/pubmed/16310568
Greenwell TJ, Woodhams SD, Smalley T, Mundy AR. Effect of antibiotics on enterocystoplasty
urinary
nitrosamine
levels.
Urology
2001;58(5):660-4.
http://www.ncbi.nlm.nih.gov/pubmed/11711332
Zehnder P, Dhar N, Thurairaja R, Ochsner K, Studer UE. Effect of urinary tract infection on reservoir
function in patients with ileal bladder substitute. J Urol 2009;181(6):2545-9. Epub 2009 Apr 16.
http://www.ncbi.nlm.nih.gov/pubmed/19375089
Thulin, H, Steineck G, Kreicbergs U, et al. Hygiene and urinary tract infections after cystectomy in
452 Swedish survivors of bladder cancer. BJU Int. 2009 Oct 23. [Epub ahead of print]
www.ncbi.nlm.nih.gov/pubmed/19863516
Gilbert R. Fluid intake and bladder and bowel function. Nurs Times 2006;102(12):55.
http://www.ncbi.nlm.nih.gov/pubmed/16594566
Blackley P. Practical stoma wound and continence management. 2nd ed. Research publications,
Vermont, Victoria, Australia:p181. 2nd ed. Research publications, Vermont, Victoria 2004,
Australia:p181.
Busuttil-Leaver R. Care of patients with internal urinary pouches. In. Stoma care and
rehabilitation. Ed. Breckman B. UK: Elsevier, 2005.
http://www.kriso.lv/Stoma-Care-Rehabilitation/db/9780443100918.html
Greenwell T, Venn S. Zen and the Art of Mitrofanoff Maintenance. Urology News 2002;6(2):12-15.
http://www.pinpointmedical.com/article_read.php?id=821&publication=urology-news&link_id=5
Michaud DS, Spiegelman D, Clinton SK, Rimm EB, Curhan GC, Willett WC, Giovannucci EL. Fluid
intake and the risk of bladder cancer in men. N Engl J Med 1999;340(18):1390-7.
http://www.ncbi.nlm.nih.gov/pubmed/10228189

Continent Urinary Diversion - April 2010

118.

119.
120.
121.
122.
123.
124.

125.

126.

127.
128.

129.
130.

131.

132.

133.

134.

Gray M, Krissovich M. Does fluid intake influence the risk of urinary incontinence, urinary tract
infection
and
bladder
cancer?
J
WOCN
2003;30(3):126-31.
http://www.ncbi.nlm.nih.gov/pubmed/12761483
Mason P. Test on specimens of urine and stools. Pharm J 2004;272:544-547.
www.pharmj.com/pdf/cpd/pj_20040501_clinicaltesting04.pdf
Landowski R. Senior pharmacists medical information. London: University College Hospitals,
London, UK, 2008.
Wallach J. Interpretation of diagnostic tests: A synopsis of laboratory medicine. 5th edition.
Philadelphia, PA: Lippincott Williams & Wilkins, US, 1992:737-8.
Watson D. Drug therapy – colour changes to faeces and urine. Pharm J 1987;236:68.
Beynon M, Nicholls C. Urological investigations. In: Urological Nursing. 3rd edition. London:
Bailliere Tindall, 2004:25-42.
Pahernik S. Wiesner C., Gillitzer R., Stein R., Thuroff J.W. Conversion from colonic
conduit into recto-sigmoid pouch (Mainz pouch II). BJU Int 2006;97(1):157-60.
http://www.ncbi.nlm.nih.gov/pubmed/16336348
Türkeri LN, Simsek F, Sav A, Ilker YN, Akdas A. Enzymatic treatment of ileal segments
used for urinary tract reconstruction. Int Urol Nephrol. 1996;28(5):655-63.
http://www.ncbi.nlm.nih.gov/pubmed/9061425
Nethercliffe J, Trewick A, Samuell C, Leaver R, Woodhouse CR. False-positive pregnancy tests in
patients
with
enterocystoplasties.
BJU
Int
2001;87(9):780-2.
http://www.ncbi.nlm.nih.gov/pubmed/11412213
Fillingham S. Managing pregnancy in women with urinary diversion. Br J Nurs 2008;17(18):1154-8.
http://www.ncbi.nlm.nih.gov/pubmed/18946392
Leaver R., Pressland D. Intermittent self-catherization in urinary tract reconstruction. Br J
Commun
Nurs
2001;6(5).
http://www.ncbi.nlm.nih.gov/pubmed/11893951
Hampton BG, Bryant RA. Ostomies and continent diversions: nursing management. St Louis:
Mosby, 1992;29-94,105-120.
Surer I, Ferrer FA, Baker LA, Gearhart JP. Continent urinary diversion and the
exstrophyepispadias
complex.
J
Urol
2003
Mar;169(3):1102-5.
http://www.ncbi.nlm.nih.gov/pubmed/12576862
Daher P, Zeidan S, Riachy E, Iskandarani F. Bladder augmentation and/or continent urinary
diversion:
10-year
experience.
Eur
J
Pediatr
Surg.
2007;17(2):119-23.
http://www.ncbi.nlm.nih.gov/pubmed/17503306
Hensle TW, Bingham J, Lam J, Shabsigh A . Preventing reservoir calculi after augmentation
cystoplasty and continent urinary diversion: the influence of an irrigation protocol. BJU Int
2004;93(4):585-587.
http://www.ncbi.nlm.nih.gov/pubmed/15008735
Mishra SK, Muthu V, Rajapurkar MM, Desai MR. Kidney transplantation in abnormal bladder.
Indian
J
Urol
2007;23(3):299-304.
http://www.ncbi.nlm.nih.gov/pubmed/19718334
Steggall MJ, Omara M. Urinary tract stones: types, nursing care and treatment options. Br J Nurs
2008
May
8-21;17(9):s20-3.
http://www.ncbi.nlm.nih.gov/pubmed/18567165

Continent Urinary Diversion - April 2010

31

135.

DeFoor W, Minevich E, Reddy P, Sekhon D, Polsky E, Wacksman J, Sheldon C. Bladder calculi
after augmentation cystoplasty: risk factors and prevention strategies. J Urol 2004;172/5 Pt 1
(1964-6):0022-5347.
http://www.ncbi.nlm.nih.gov/pubmed/15540766
136.
Gray M. Are cranberry juice or cranberry products effective in the prevention or management of
urinary tract infection? J WOCN 2002;29(3):122-6. http://www.ncbi.nlm.nih.gov/pubmed/12011903
137.
Rosenbaum TP, Shah PJR, Rose GA, Lloyd-Davies LW. Cranberry juice and the mucus production
in entero-uroplasties. Neurourol Urodyn 1989;8(4):55:344-5.
138.
Woodhouse CRJ . The infective, metabolic and histological consequences of enterocystoplasty.
Eur Urol Update Series 1994;3(2):10-5.
139.
Walsh BA . Urostomy and urinary pH. J ET Nurs 1992;19(4):110-3. http://www.ncbi.nlm.nih.gov/
pubmed/1637908
140.
Fellers CR. Nutritive Value of Cranberries. Am J Public Health Nations Health 1933;23(1):13-8.
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1558016/
141.
Papas PN, Brusch CA, Ceresia GC. Cranberry juice in the treatment of urinary tract infections.
Southwest
Med.
1966
Jan;47(1):17-20.
http://www.ncbi.nlm.nih.gov/pubmed/5900988
142.
Jepson RG, Craig JC. Cranberries for preventing urinary tract infections. Cochrane Database Syst
Rev
2008;(1):CD001321.
http://www.ncbi.nlm.nih.gov/pubmed/18253990
143.
Santillo VM, Lowe FC . Cranberry juice for the prevention and treatment of urinary tract
infections.
Drugs
Today
(Barc).
2007;43(1):47-54.
http://www.ncbi.nlm.nih.gov/pubmed/17315052
144.
Mills RD, Studer UE. Metabolic consequences of continent urinary diversion. J Urol 1999;161:10571066.
http://www.ncbi.nlm.nih.gov/pubmed/10081838
145.
Akbani H, Meghjee SPL, White JS. Dyspnoea in a urology patient. Care of the critically ill,
2001;17(3).
146.
Pfitzenmaier J, Lotz J, Faldum A, Beringer M, Stein R, Thuroff JW. Metabolic evaluation
of 94 patients 5 to 16 years after ileocecal pouch (mainz pouch 1) continent urinary
diversion. J Urol
2003:170(5):1884-1887.
http://www.sciencedirect.com/science?_ob=ArticleURL&_udi=B7XMT-4HG54R71H&_user=641710&_rdoc=1&_fmt=&_orig=search&_sort=d&_docanchor=&view=c&_
searchStrId=1094843472&_rerunOrigin=scholar.google&_acct=C000034378&_version=1&_
urlVersion=0&_userid=641710&md5=2613fed6bee4cdea0c5ff0966c707729
147.
Subramaniam R, Taylor C. The Use of an Antegrade Continence Enema Stopper in
Catheterizable
Channels Virtually Eliminates the Incidence of Stomal Stenosis: Preliminary Experience. J Urol
2009;181:299-301.
Epub 2008
Nov 14.
http://www.ncbi.nlm.nih.gov/pubmed/19013592
148.
Marquis P, Marrel A, Jambon B. Quality of life in patients with stomas: the Montreux Study.
Ostomy Wound Manage 2003;49(2):48-55.
http://www.ncbi.nlm.nih.gov/pubmed/12598701
149.
Peplau HE. Interpersonal Relations: A theoretical framework for application in Nursing practice.
Nursing Science Quarterley, 1992;5(1):13-18.
http://www.ncbi.nlm.nih.gov/pubmed/1538849

32

Continent Urinary Diversion - April 2010

150.
151.
152.
153.
154.

155.

156.
157.

158.
159.
160.

161.

162.

163.

164.

165.

166.

Kirkwood L. Postoperative stoma care and the selection of appliances. J Commun Nurs
2006;20(3):12,14,16,18-19.
Wondergem F. Stoma care – a guide to daily living. J Commun Nurs 2007;21(4):18,20,22.
Wright J . An overview of living with a stoma. J Comm Nurs 2009;23(7):17-18.
Brown H, Randle J. Living with a stoma: a review of the literature. J Clin Nurs 2005;14(1):74-81.
http://www.ncbi.nlm.nih.gov/pubmed/15656851
Simmon KL, Smith JA, Bobb KA, Liles LL. Adjustment to colostomy: Stoma acceptance, stoma care
self efficacy and interpersonal relationships. J Adv Nurs, 2007;60(6):627-35.
http://www.ncbi.nlm.nih.gov/pubmed/18039249
Protogerou V, Moschou M, Antoniou N, Varkarakis J, Bamias A, Charalambos D. Modified
S-pouch neobladder vs ileal conduit and a matched control population: a quality of life survey.
BJU Int 2004;94:350-4.
http://www.ncbi.nlm.nih.gov/pubmed/15291866
DSM-IV. Diagnostic and statistical manual of mental disorders. Fourth Edition, Text Revision.
American Psychiatric Association, 2000.
Trinchieri A, Nicola M, Masini F, Mangiarotti B. Prospective comprehensive assessment of sexual
function after retropubic non nerve sparing radical prostatectomy for localized prostate
cancer. Arch Ital Urol Androl. 2005;77(4):219-23.
http://www.ncbi.nlm.nih.gov/pubmed/16444937
Fillingham S. Penile disorders. In: Fillingham S, Douglas J, eds. 3rd edition. Edinburgh: Balliere
Tindall, 2004:227-44.
Tobisu K. Function-preserving surgery for urologic cancer. Int J Clin Oncol 2006;11(5):351-6.
http://www.ncbi.nlm.nih.gov/pubmed/17058132
Zippe CD, Pahlajani G. Penile rehabilitation following radical prostatectomy: role of early
intervention and chronic therapy. Urol Clin North Am. 2007;34(4):601-18, viii.
http://www.ncbi.nlm.nih.gov/pubmed/17983900
Van Der Horst C, Martinez-Portillo FJ, Jünemann KP. Pathophysiology and rehabilitation
of erectile dysfunction after nerve-sparing radical prostatectomy . Urologe A. 2005;44(6):66773. http://www.ncbi.nlm.nih.gov/pubmed/15772845
Lloyd EE, Toth LL, Perkash I. Vacuum tumescence: an option for spinal cord injured males with
erectile dysfunction. SCI Nurs 1989;6(2):25-8.
http://www.ncbi.nlm.nih.gov/pubmed/2762795
Hartmann U. The efficacy of psychosexual therapy for erectile dysfunction: a critical review of
outcome
studies.
Int
J
Impot
Res
1998;10(Suppl
3):
S23.
http://www.bmj.com/cgi/content/extract/321/7259/499
Crha I, Ventruba P, Zakova J, Huser M, Kubesova B, Hudecek R, Jarkovsky J . Survival and
infertility treatment in male cancer patients after sperm banking. Fertil Steril 2009;91(6):23442348.
Epub
2008
Jun
12.
http://www.ncbi.nlm.nih.gov/pubmed/18554588
Ralph D, McNicholas T. UK management guidelines for erectile dysfunction. BMJ
2000;321(7259):499-503.
http://www.ncbi.nlm.nih.gov/pubmed/10948037
Gould D, Switters D, Broderick G, deVere White R. External vacuum devices; a clinical
comparison with pharmacological erections. World J Urol 1992;10:68-70.
http://www.springerlink.com/content/q681080351034452/

Continent Urinary Diversion - April 2010

33

167.

181.

Chew KK, Stuckey BG, Earle CM, Dhaliwal SS, Keogh EJ. Penile fibrosis in intracavernosal
prostaglandin E1 injection therapy for erectile dysfunction. Int J Impot Res 1997;9:225-229.
http://www.ncbi.nlm.nih.gov/pubmed/9442421
Dinsmore W. Treatment of erectile dysfunction. Int J STD AIDS 2004;15(4):215-221.
http://www.ncbi.nlm.nih.gov/pubmed/15075013
Kalsi JS, Kell PD. Update on oral treatments for male erectile dysfunction. J Eur Acad Dermatol
Venereol
2004;18(3):267-74.
http://www.ncbi.nlm.nih.gov/pubmed/15096134
Lawless C, Cree J. Oral medications in the management of erectile dysfunction. J Am Board
Family Prac 1998:11(4):307-14.
Riley A, Wright P, Ralph D, et al. Guidelines for the management of erectile dysfunction. Trends
in urology gynaecology and sexual health. 2002.
Heaton JP, Dean J, Sleep DJ. Sequential administration enhances the effect of apomorphine SL in
men
with
erectile
dysfunction.
Int
J
Impot
Res
2002;14(1):61-4.
http://www.ncbi.nlm.nih.gov/pubmed/11896482
Lewis RW, Witherington R. External vacuum therapy for erectile dysfunction: use and results.
World
J
Urol
1997;15(1):78-82.
http://www.ncbi.nlm.nih.gov/pubmed/9066099
Henningsohn L, Wijkström H, Dickman PW, Bergmark K, Steineck G. Distressful symptoms after
radical cystectomy with urinary diversion for urinary bladder cancer: a Swedish populationbased
study.
Eur
Urol
2001;40(2):151-62.
http://www.pauldickman.com/publications/distressful_symptoms_after_radical_cystectomy_for_
urinary_bladder_cancer.pdf
Zippe CD, Raina R, Shah AD, CD Zippe, R Raina, AD Shah, EZ Massanyi, A Agarwal, J Ulchaker, S
Jones, E Kleinet. Female sexual dysfunction after radical cystectomy: a new outcome measure.
Urology
2004;63:1153-7.
http://www.clevelandclinic.org/reproductiveresearchcenter/docs/agradoc143.pdf
Elzevier HW, Nieuwkamer BB, Pelger RC, Lycklama à Nijeholt AA. Female sexual
function and activity following cystectomy and continent urinary tract diversion for benign
indications: a clinical pilot study and review of literature. J Sex Med 2007;4(2):406-16.
http://www.ncbi.nlm.nih.gov/pubmed/17367436
Kim SS. Fertility preservation in female cancer patients: current developments and future
directions. Fertil Steril 2006;85(1):1-11.
http://www.ncbi.nlm.nih.gov/pubmed/16412718
Georgescu ES, Goldberg JM, du Plessis SS, Agarwal A. Present and future fertility preservation
strategies for female cancer patients. Obstet Gynecol Surv. 2008;63(11):725-32.
http://www.ncbi.nlm.nih.gov/pubmed/18928577
Lee SJ, Schover LR, Partridge AH, Patrizio P, Wallace WH, Hagerty K, Beck LN, Brennan
LV, Oktay K. American Society of Clinical Oncology. American Society of Clinical Oncology
recommendations on fertility preservation in cancer patients. J Clin Oncol. 2006;24(18):2917-31.
Epub 2006 May 1.
http://www.ncbi.nlm.nih.gov/pubmed/16651642
Tao T, Del Valle A. Human oocyte and ovarian tissue cryopreservation and its application. J Assist
Reprod Genet 2008;25(7):287-96. Epub 2008 Aug 1.
www.ncbi.nlm.nih.gov/pubmed/18670872
Bergmark K, Thulin H. 2010 Personal communication via EAUN.

34

Continent Urinary Diversion - April 2010

168.
169.

170.
171.
172.

173.

174.

175.

176.

177.

178.

179.

180.

182.

183.

184.

185.

Greenwell T, Venn S, Creighton S, Leaver R, Woodhouse C . Pregnancy after lower urinary tract
reconstruction
for
congenital
abnormalities.
BJU
Int
2003;92(7):773-7.
http://www.ncbi.nlm.nih.gov/pubmed/14616465?itool=EntrezSystem2.PEntrez.Pubmed.Pu
bmed_ ResultsPanel.Pubmed_RVDocSum&ordinalpos=2
Dimetry SR, El-Tokhy HM, Abdo NM, Ebrahim MA, Eissa M. Urinary tract infection and adverse
outcome of pregnancy. J Egypt
Public
Health
Assoc 2007;82(3-4):203-18.
http://www.ncbi.nlm.nih.gov/pubmed/18410708
Wing DA, Rumney PJ, Preslicka CW, Chung JH. Daily cranberry juice for the prevention
of asymptomatic bacteriuria in pregnancy: a randomized, controlled pilot study. J Urol
2008;180(4):1367-72. Epub 2008 Aug 15.
http://www.ncbi.nlm.nih.gov/pubmed/18707726
Hensle TW, Bingham JB, Reiley EA, Cleary-Goldman JE, Malone FD, Robinson JN. The urological
care and outcome of pregnancy after urinary tract reconstruction. BJU Int 2004;93(4):588-90.
(ref 1)
http://www.ncbi.nlm.nih.gov/pubmed/15008736

Continent Urinary Diversion - April 2010

35

11. About the authors
Piet Eelen (BE)
Registered Nurse. Diploma in Nursing Management, Rehabilitation Nursing and Continence Nursing.
Piet works as a head nurse at the National Multiple Sclerosis Centre in Melsbroek, Belgium.
He is a board member of Urobel (Association of Urological Nurses) and B V RV (Association of Rehabilitation Nurses),
vice-president of SUBDIMS (Sexual Urological and Bowel Dysfunction in Multiple Sclerosis) and member of ICS
(International Continence S ociety).
He is also a frequent speaker at national and international conferences on the topic of MS, urological disturbances and
nursing interventions.
Special interests: Treatment of neurogenic bladder and bowel problems.

Sharon Fillingham (UK)
Registered Nurse, BSc(Hons) inurological nursing, MSc, Dip. Counselling, Enterostomal Therapist Urology, Clinical Nurse
Specialist for Urinary Diversion at University College Hospital, London, UK.
Sharon is involved in teaching programmes of nurses undertaking the advanced B S c programme and foundation level
course. She is a frequent speaker at UK conferences and has published in various UK texts and journals. Sharon is a
member of the British Association of Urological Nurses, World Council of Enterostomal Therapists and the UK Urostomy
Association. Sharon has worked inthe field of urology for 30 years.
Special interests are: urinary diversion, ileal conduit, neobladder and post-surgical sexual function.

Veronika Geng (DE)
Registered Nurse, Infection Control Practitioner, Coach for Quality in Health Care, MSc in health science specialisation in
nursing.
Veronika Geng currently works as a project leader for the Manfred-Sauer-Foundation in Lobbach, Germany. She has
performed clinical studies on the incidence of hospital-acquired UTIs. Veronika previously contributed, as a panel
member, to guidelines on male external catheters and also produced an instructional videotape on this topic.
Special interests: nutrition, bladder and bowel management inpeople withspinal cord injury.

Sharon Holroyd (UK)
Registered General Nurse, Registered Sick Childrens Nurse, Advanced Urological Diploma, Clinical Nurse Specialist for
Urology & Paediatrics at S pire Hospital, Leeds, UK.
Sharon is responsible for teaching staff within her hospital and is introducing new services within the urology field that
will enable patients undergoing certain procedures to be seen as outpatients rather than requiring hospital admission.
Sharon is a member of the British Association of Urology Nurses.
Sharon has worked in the fields of stoma, urology and renal disorders for many years in a variety of NHS and private
healthcare organisations.
Special interests: IS C, urodynamics, paediatric and adult male urology.

36

Continent Urinary Diversion - April 2010

Berit Kiesbye (DK)
Registered Nurse, Enterostomal Therapist at Århus University Hospital Skejby, Urological Department K, Bladder team,
Chairman of the Danish Association of Stoma Care Nurses.
Berit works in both the urological department and out-patient stoma clinic. She teaches and supervises staff within and
outside the urological department and works in nursing research on patients with urinary diversions. Berit has worked
inthe field of urology for many years, especially with bladder cancer patients.
Special interests: patients with urinary diversions, bladder cancer patients, development of nursing care and skills
associated withfast-track surgery.

Ian Pearce (UK)
Ian has been a Consultant Urological Surgeon at Manchester Royal Infirmary, UK since 2002 having trained in
Nottingham, Stoke and Greater Manchester.
He is currently on the executive committee of the B A US Section of Female Neurological and Urodynamic Urology.
Special interest: bladder dysfunction.

Susanne Vahr (DK)
Registered Nurse, Diploma in Nursing, Master in HRD/Adult Learning, Clinical Nurse S pecialist, Urological Department,
Rigshospitalet, University Hospital of Copenhagen, Denmark.
Susanne is the Course Manager for local urology courses. She is responsible for introducing new staff within the
department and to help and support nurses writing nursing projects.
Susanne is a member of the Danish Association of Urology Nurses.
She has worked in the field of urology since 1992. Her primary focus has been competence development to secure the
urological patient’s updated and qualified care.
Special interests: adult urology, development of documentation tools for the elective urological patient regarding the
patient perspective.

12. Disclosure of conflicts of interest
All members of the EAUN Guidelines working group that has written this guideline have
provided disclosure statements on all relationships that they have and that might be
perceived to be a potential source of conflict of interest. This information is kept on file in the
European Association of Urology Central Office database.

If you have questions or comments regarding this publication, please contact:
The EAUN Central Office
P.O. Box 30016
6803 AA Arnhem The Netherlands
E-mail: eaun@uroweb.org
You can also visit the EAUN website: www.eaun.uroweb.org

Continent Urinary Diversion - April 2010

37

Acknowledgements
The European Association of Urology Nurses (EAUN) would like to thank all contributors to
this guideline including those involved in proof reading and reviewing this publication:
Prof.Dr. A. Stenzl (AT), Chairman of the EAU Muscle-invasive and Infiltrative Bladder
Cancer Guidelines panel, the board of the Belgium Association of Urology Nurses (Urobel),
H. Cobussen-Boekhorst (NL) and the Dutch Association of Urology Nurses (CV&V) and the
Swedish Association of Urology Nurses (RSU).
The authors acknowledge with gratitude the permission granted by Astra Tech (DK), Mediplus
(UK), The Prostate Centre Toronto (CA) and the University College London Hospital (UK) to
reproduce images from their publications in this document.
2010
ISBN 978-90-79754-32-8
Printed by Drukkerij Gelderland
Arnhem – The Netherlands

© EAUN.
This content is owned by the EAUN. A person viewing it online may make one printout of the
material and may use that printout only for his or her personal, non-commercial reference.
This material may not otherwise be downloaded, copied, printed, stored, transmitted or
reproduced in any medium, whether now known or later invented, except as authorised in
writing by the EAUN. Contact eaun@uroweb.org for copyright questions and/or permission
requests.

38

Continent Urinary Diversion - April 2010

European Association
of Urology Nurses
PO Box 30016
6803 AA Arnhem
The Netherlands
T +31 (0)26 389 0680
F +31 (0)26 389 0674
eaun@uroweb.org
www.eaun.uroweb.org

European
Association
of Urology
Nurses

