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moved, immediately relieving the
A 29-year-old woman suffering
patient of the abdominal complaints.
from type I diabetes mellitus and
The patient is currently well with
end-stage renal disease received
both kidney and pancreas grafts
simultaneous pancreatic and renal
functioning for more than 6 months.
grafts. The pancreas was transplanComplications in pancreas transted with a segment of duodenum
plantation that are related to exoand was placed intraperitoneally
crine secretion management are frewith end-to-side vascular anastoquent. We would like to draw your
moses to the right iliac vessels. A
attention to the exceptional complitwo-layer duodenocystostomy was
Acute abdominal pain
cation associated with a vesical caperformed. The patient had a small
after vesical catheterization
bladder, something that was already theterization of a patient with a small
in a kidney and pancreas
disclosed in the pretransplant cysto- bladder who underwent a duodenocystostomy and surgical procedures
graphy. The initial immunosupgraft recipient
to repair the urinary fistula. The inpressive regimen consisted of intrasufflation of the balloon inside the
venously administered cyclosporin,
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prednisone, azathioprine, and
duodenum caused an obstruction of
the exocrine pancreatic drainage and
OKT3. Immediate diuresis and insubsequent acute abdominal pain.
Sir: Simultaneous pancreas and kid- sulin independence were achieved.
We highlight the fact that extreme
ney transplantation is becoming inNo episodes of rejection were deprecautions should be taken when
tected. Fourteen days after transcreasingly accepted as an appropriate therapy for carefully selected plantation the vesical catheter was
performing a vesical catheterization,
patients suffering from type I diaremoved. Eight days later, the paespecially in patients with a small
betes mellitus and end-stage renal
tient developed a graft pancreatitis,
bladder or with a large communicafailure. The management of panand a small amount of fluid around
tion between the bladder and the
creatic graft exocrine secretion has
the pancreatic graft was detected by duodenum. When location of the
been a major concern ever since the
real-time ultrasonography (US). A
balloon inside the duodenum is susstart of clinical pancreas transplanurine culture was positive for E. coli. pected, US should be performed imtation. Avariety of techniques have
Indwelling bladder drainage was
mediately and the Foley catheter rebeen used in an effort to reduce sur- performed; abdominal pain dismoved in order to avoid a severe
gical complications related to the
appeared and serum lipase and amy- pancreatitic episode.
acinar pancreatic tissue and to enlase normalized. Five days later the
hance graft survival. The three surgi- patient developed fever (38 "C) and a
cal procedures most often conpelvic collection of urine fluid was
sidered are: enteric duct drainage
percutaneously drained under US
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Sir: We wish to report a follow-up on
case 2 described in the article by
Wiggins et al. [2].
This 44-year-old man had undergone bilateral nephrectomies for renal cell carcinoma in 1989. After extensive investigation to exclude the
presence of overt residual tumour,
the patient received a cadaver allograft and, at the time of publication,
was well without evidence of tumour
recurrence. He remained well until
December 1993, when he presented
with a short history of abdominal
pain and a mass in the abdomen. U1trasound demonstrated a large liver
with numerous focal lesions; fine
needle biopsy of one of these revealed malignant cells consistent
with an adenocarcinoma. He also
complained of some numbness of his
lower lip and pain in the jaw; a
radiograph of the mandible revealed
lytic lesions which, on biopsy, were
due to metastatic spread of a renal
cell carcinoma. He rapidly deteriorated and died 2 weeks after presentation. A postmortem was refused on religious grounds.

Professor Penn, in his invited
comment on this article, concluded
that he firmly believes that a 2-year
waiting period for patients with
symptomatic renal carcinomas is
reasonable for most patients [l].The
subsequent course in our patient
would support this. However, this
patient was given just over 4 years of
good quality life with a functioning
graft before presenting with multiple
metastases and a short terminal illness. This has to be weighed against a
2-year wait on dialysis in an anephric
state to determine whether the residual tumour would have revealed
itself, and if it did he would then most
certainly have remained on dialysis.
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