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Long-term Follow up of Augmentation Ileocystoplasty
with Goodwin's Ileal Cup Patched Bladder
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Joo Hyoung Lee, Cheol Young Oh, Sang Yol Mah

From the Department of Urology, Yongdong Severance Hospital, Yonsei Univer-

sity Health System, Seoul, Korea

Purpose: We evaluated the long-term outcomes in patients undergoing
augmentation ileocystoplasty with Goodwin’s ileal cup patched bladder.
Materials and Methods: This was a retrospective study of 72 consecutive
patients who underwent augmentation ileocystoplasty because of de-
creased bladder capacity, vesico-ureteral reflux and urinary incontinence.
The outcomes assessed included the continence status, bladder capacity,
upper tract status, and significant post-operative complications.

Results: The 72 patients studied (61 men and 11 women) were 12 to 62
years old (mean age 35.6). The follow up was 0.3 to 7.9 years (mean 5.4).
The preoperative diagnoses were a neurogenic bladder from spinal cord
injury in 54 patients, meningomyelocele in 5, pelvic trauma in 3, poly-
myelitis in 2, GU tuberculosis in 2, cerebrovascular diseases in 2, and disc
rupture in 2. The bladder capacity was significantly increased from 168cc
to 392cc postoperatively and the maximal bladder capacity was increased
along with the decreased number of daily clean intermittent cathe-
terizations. The most common complication related to surgery was a
paralytic ileus. While most cases of unilateral reflux disappeared, bilateral
or high grade reflux remained during the postoperative follow up period.
Conclusions: Bladder augmentation provided durable clinical and urody-
namic improvement for patients with neurogenic and contracted bladders.

(Korean J Urol 2008;49:598-603)
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Fig. 1. The flat patch of the ileum formed is pulled together in
the form of a U shape and sutured together with a continuous,
intermittently locking catgut sutures. After the peritoneum has been
mobilized from the base of the bladder, the bladder is opened in
the midline, through its vertex. The ileac patch is then sewed to
the bladder beginning posterior in the midline and working
laterally from each side using a continuous catgut sutures.
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Table 1. Clinical characteristics of the patients

Table 3. Surgical outcomes

Clinical characteristics No. of patients (%)

No. of patients 72
Mean age (years) 35.6 (12-62)
Male/female 61 (84.7)/11 (15.3)
Cause
Myelomeningocele 5(6.9)
Spinal cord injury 54 (75)
Cervical spine 14 (19.4)
Thoracic spine 28 (38.9)
Lumbar spine 12 (16.7)
Pelvic trauma 34.2)
Poliomyelitis 2(2.8)
Rupture of intervertebral disc 2(2.8)
Tuberculosis 2(2.8)
Cerebrovascular disease 5(6.9)

Table 2. Preoperative complication and vesicoureteral reflux

Preoperative complication &

. No. of patients (%
vesicoureteral reflux p (%)

Preoperative complication (multiple)

Urianry incontinence 57(79.2)

Increased times of CIC 46 (63.9)

Recurrent urinary tract infection 34 (47.2)

Autonomic dysreflexia 11 (15.3)
Preoperative vesicoureteral reflux

Bilateral 45 (62.5)

Unilateral 17 (23.6)
Anti-reflux surgery

Bilateral 6(8.3)

Unilateral 8 (11.1)
Concurrent artificial sphincter implantation 34.1)

due to internal sphincter deficiency (AMS 800 AUS)

CIC: clean intermittent catheterization, AUS: artificial urinary
sphincter
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Mean times of CIC

Preoperative 9.3 times/day
Postoperative 6.1 times/day
Vesicoureteral reflux
Unilateral 45
Anti-relflux surgery was done 1/3
Anti-relflux surgery was not done 7/42
Bilateral 17

4/8 (bilateral 3,
unilateral 1)
11/11 (bilateral 10,
unilateral 1)

Anti-relflux surgery was done
Anti-relflux surgery was not done

Mean bladder capacity

Preoperative 168cc

Postoperative (2 months) 392cc

Postoperative (12 months or more) 453cc
Mean vesical pressure

Preoperative 55cmH,0

Postoperative (2 months) 21.5cmH,0

Postoperative (12 months or more) 20.7cmH,0

CIC: clean intermittent catheterization

Table 4. Postoperative complications

Postoperative complications No. of patients (%)

Paralytic ileus 18 (25)

Experience of ?bstructlon due to 12 (16.7)
mucous secretion

Febrile urinary tract infection 709.7)
Urinary leaking at anastomosis site 6(8.3)
Electrolyte imbalance 4 (5.6)
Sepsis 2(2.8)
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