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Villous Adenoma of Ureteral Stump: An Unusual 
Presentation of Ureteral Stump Syndrome
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Abstract

Ureteral stump syndrome (USS) is a rare condition occurring after 
nephrectomy due to residual ureteral pathology, including reflux, in-
fection, calculi, empyema, or malignancy. A long ureteral stump may 
predispose patients to USS by promoting urine stasis. Ureterocutane-
ous fistula, a rare complication, requires accurate diagnosis to avoid 
unnecessary treatment. Management involves identification of cause 
and corrective measures including surgical excision. Malignant trans-
formation, though rare, underscores the need for thorough pre-treat-
ment assessment. A multidisciplinary approach integrating clinical, 
radiological, and microbiological evidence is essential for effective 
diagnosis. We hereby present a first case of villous adenoma of ure-
teral stump.
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Introduction

Nephrectomy remains the standard treatment for symptomatic 
non-functioning kidney, although the complete resection of the 
ipsilateral ureter remains a subject of debate. While complete 
ureteral removal is rarely indicated, it may help prevent the 
development of ureteral stump syndrome (USS), which oc-
curs when a portion of the ureter referred to as the ureteral 
stump is left behind following nephrectomy [1]. USS is a rare 
complication, with an incidence of approximately 0.8-1%, and 
can present with a wide range of symptoms, including febrile 
urinary tract infections, hematuria, flank pain, abscess forma-

tion, stones, empyema, strictures, and even malignancies [1-
3]. Additionally, fistula formation, such as ureterocutaneous 
and ureterouterine fistulas, has also been reported following 
nephrectomy [3, 4].

We present a case of ureterocutaneous fistula formation 
with villous adenoma of ureteral stump occurring 25 years 
after a simple nephrectomy, complicated by enterocutaneous 
fistula formation and recurrent episodes of abscess formation 
in the intervening years.

Case Report

Investigations

A female patient in her mid-30s was referred to our department 
with a 4-month history of swelling, purulent discharge, and 
pain in the left flank region. Her past medical history was sig-
nificant for a left-sided nephrectomy as a teenager, performed 
for a non-functioning kidney secondary to multiple renal cal-
culi and chronic pyelonephritis. In the years that followed, she 
experienced recurrent fever and left flank pain despite com-
pleting multiple courses of antibiotics and a 6-month course 
of antitubercular therapy (ATT), administered empirically in a 
tuberculosis (TB) endemic region [5]. This ultimately led to an 
incision and drainage procedure at the nephrectomy site.

The persistence of symptoms led to an exploratory lapa-
rotomy, which yielded insignificant findings. This was fol-
lowed by a second empiric course of ATT. Subsequently, the 
patient developed serous discharge from the left iliac region. 
Imaging revealed soft tissue thickening and calcification in 
the left psoas, consistent with an abscess, prompting a third 
empiric course of ATT; however, she never tested positive for 
TB. Despite ongoing medical and surgical interventions, the 
patient continued to experience persistent left flank pain and 
recurrent fevers, leading to another exploratory laparotomy 
within the same year. This revealed an enterocutaneous fistula, 
necessitating a colon resection and a Hartmann’s procedure, 
which was reversed 4 months later. In the ensuing years, the 
patient experienced recurrent urinary tract infections caused 
by Escherichia coli (E. coli), which responded well to appro-
priate antibiotic therapy.

As shown in Figure 1, prior to presenting to our clinic, 
the patient underwent drainage of a left flank abscess, during 
which thick, gelatinous pus-like material was drained. Howev-

Manuscript submitted September 15, 2025, accepted December 27, 2025
Published online January 10, 2026

aAga Khan University, Stadium Road, PO Box 3500, Karachi 74800, Pakistan
bDepartment of Surgery, Aga Khan University, Stadium Road, PO Box 3500, 
Karachi 74800, Pakistan
cDepartment of Pathology and Laboratory Medicine, Aga Khan University, 
Stadium Road, PO Box 3500, Karachi 74800, Pakistan
dCorresponding Author: Imran Khan Jalbani, Department of Surgery, Aga 
Khan University, Karachi 74800, Pakistan. Email: imrankjalbani@gmail.com

doi: https://doi.org/10.14740/wjnu1015

https://crossmark.crossref.org/dialog/?doi=10.14740/wjnu1015&domain=pdf&date_stamp=2026-01-07


Articles © The authors   |   Journal compilation © World J Nephrol Urol and Elmer Press Inc™   |   https://wjnu.elmerpub.com14

Villous Adenoma of Ureteral Stump World J Nephrol Urol. 2026;15(1):13-17

er, this did not lead to resolution of symptoms. The patient sub-
sequently presented with complaints of left flank pain, swell-
ing, and purulent discharge without any odor, which worsened 
during urination. These symptoms were accompanied by burn-
ing micturition and lower urinary tract symptoms, including 
straining, intermittency, and hesitancy.

The physical exam revealed multiple healed surgical scars 
arranged in a haphazard manner. A small tract was identified 
in the left flank area, which revealed a scant amount of puru-
lent discharge, with no surrounding erythema or warmth. No 
increased drainage was observed with the Valsalva maneuver.

The cytology of the thick, gelatinous pus drained from the 
left flank prior to presentation at our clinic revealed proteina-
ceous material with inflammatory cells, and cultures were pos-
itive for E. coli, although the interferon gamma release assay 
for tuberculosis (IGRA TB) test was negative.

A contrast-enhanced computed tomography (CT) scan 
(Fig. 2) was ordered, which revealed a large cutaneous fistula 
in the lumbar region extending to the urinary bladder, with po-
tential involvement of the left distal ureter, although no con-
trast reflux was observed within the fistula tract. The fistula 
tract measured approximately 28 mm to the skin surface.

Diagnosis

The patient’s long-standing history of chronic left flank pain, 
recurrent fevers, and prior surgeries raised several differen-
tial diagnoses. The multiple surgeries, along with completed 
courses of ATT in a TB-endemic region, raised concerns for 
tubercular involvement of the genitourinary tract, potentially 
manifesting as a ureteric stricture or fistula. However, the 
lack of improvement after multiple courses of ATT, a negative 

IGRA, and the presence of a cutaneous fistula on CT imaging 
raised suspicion for a ureterocutaneous fistula as a complica-
tion of the ureteral stump following nephrectomy.

Treatment

The patient underwent a distal ureterectomy with excision 
of the bladder cuff and sinus tract. Initial flexible cystoscopy 
revealed a dilated ureter filled with gelatinous material. The 
surgical approach was made through an extended modified 
Rutherford-Morrison incision in the left iliac fossa. Intraopera-
tively, due to dense adhesions and the colon being attached to 
the distal ureter, dissection proved challenging. Approximately 
15 cm of the ureter (Fig. 3) was excised, extending from the 
bladder to the skin, and the bladder was closed at the ureteral 
orifice.

Follow-up and outcomes

Postoperatively, the patient had an uneventful recovery. The 
drain and catheter were removed on the second postoperative 
day. The sinus tract was managed with daily dressings until 
it healed by secondary intention. Histopathology revealed vil-
lous adenoma of the ureter, with no evidence of high-grade 
dysplasia or malignancy. Similarly, histopathology of the ure-
teral stump confirmed villous adenoma without signs of high-
grade dysplasia or malignancy. As shown in Figure 4, there 
were no high-grade nuclear features or significant mitotic ac-
tivity, confirming the benign nature of the disease. The patient 
was followed up in the clinic after discharge and had no com-
plaints or complications.

Figure 1. Clinical timeline of the patient’s course prior to presentation at our clinic, highlighting major interventions and symptom 
progression. ATT: antitubercular therapy; E. coli: Escherichia coli; I&D: incision and drainage; UTI: urinary tract infection.
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Discussion

USS occurs when the remaining segment of the ureter, left in 
place after a nephrectomy, becomes symptomatic. This condi-
tion is often overlooked, as its symptoms are commonly attrib-
uted to non-urological causes. However, it typically arises due 
to underlying pathological processes such as reflux, infection, 
calculi formation, empyema, and malignancy [1]. The patho-
genesis of USS following nephrectomy is not fully under-
stood, though one theory suggests that a long ureteral stump 
may function like a bladder diverticulum, increasing the risk 
of USS. In contrast, shorter ureteral stumps are less prone to 
USS as they effectively drain urine due to retained peristaltic 
activity [6]. Another theory suggest that well-draining ureters 
may undergo atrophy over time, but the presence of reflux 
potentially caused by neurovascular damage during the ini-
tial surgery along with voiding dysfunction, obstructions like 
stones, or foreign bodies, can contribute to the development 
of USS [7].

A ureterocutaneous fistula, characterized by an abnormal 
tract between the ureter and the skin, is a rare manifestation 
of USS post-nephrectomy. It typically presents persistent dis-
charge from the fistula site, which may be further complicated 
by secondary infections or even sepsis. In cases of suspected 
fistula, sinus drainage, or abscess formation, it is essential to 
rule out genitourinary TB through swab or pus culture and 
sensitivity tests, along with a contrast-enhanced CT scan to 

Figure 2. Transverse plane of contrast-enhanced computed tomography (CT) scan showing a cutaneous tract on the left side 
measuring approximately 28 mm in length (arrow), along with evidence of prior left nephrectomy.

Figure 3. Gross specimen of the excised left ureter measuring approxi-
mately 15 cm.
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detect any associated collections [8]. In regions where TB is 
endemic, inconclusive diagnostic results often lead to unnec-
essary treatment with ATT. This was evident in our patient’s 
case, as she never tested positive for any TB diagnostic test yet 
underwent three full courses of ATT. Such instances highlight 
the critical need for accurate diagnosis and careful clinical 
judgment, particularly in cases where the diagnosis remains 
uncertain. Failure to do so not only results in over-treatment, 
exposing patients to potential drug toxicity and unnecessary 
psychological and financial burden, but also increases the risk 
of under-treatment in cases where the true underlying condi-
tion remains undiagnosed. A balanced approach, combining 
clinical, radiological, and microbiological evidence, is essen-
tial to ensure appropriate management and prevent both overt 
treatment and unnecessary interventions [9].

The optimal treatment for retained ureter is simple exci-
sion, performed either via open or laparoscopic procedure. 
However, endourological techniques are emerging as feasible 
management alternatives for USS [10]. In complicated cases 
presenting with ureterocutaneous fistula, management is main-
ly based on complete excision of tract. In our case, endouro-
logical or laparoscopic approach was not possible due to mul-
tiple surgical intervention. The primary reason for performing 
retrograde ureterography or directly visualizing the ureteral 
stump before proceeding with the chosen treatment approach 
is to rule out the rare but clinically significant risk of ureteral 
stump cancer. Although uncommon, malignant transformation 
within the residual ureter can occur and may go undetected 
without thorough evaluation [11].

A study by Kim et al [12] highlighted this concern, re-
porting eight cases of ureteral stump cancer among 318 pa-
tients who had undergone nephrectomy for benign conditions. 
Of these, six were diagnosed with transitional cell carcinoma, 
while two had squamous cell carcinoma. These findings un-
derscore the importance of pre-treatment assessment to ensure 
early detection and appropriate management, thereby prevent-
ing delayed diagnosis and associated complications. No case 
of villous adenoma of USS has ever been reported in literature. 
Villous adenomas of the urinary tract are rare, being most com-
mon in the urinary bladder, followed by the urethra. Morpho-
logical features of these tumors are like those of the colonic 
adenomas [12].

Villous adenomas of the urinary tract are rare glandular le-
sions that display colonic-type, villoglandular architecture and 
intestinal metaplasia. They usually have varied CK7 expression 
and are CK20 and carcinoembryonic antigen (CEA) positive, 
indicating intestinal differentiation rather than urothelial line-
age. Although villous adenomas are typically benign and can be 
successfully treated with complete excision, their known asso-
ciation with adenocarcinoma makes them clinically significant. 
Case series and reviews report coexisting adenocarcinoma in 
few cases (roughly one-third in some series), which necessitates 
careful histologic examination and extensive sampling to rule 
out invasion [13, 14]. Therefore, both histologically (intestinal-
type villous architecture versus glandular or urothelial malignant 
histology) and biologically (usually non-invasive when pure), 
our lesion differs from stump adenocarcinoma or urothelial car-
cinoma. However, monitoring for synchronous or metachronous 

Figure 4. Histopathological section of the ureteric wall showing a lesion with papillary configuration, composed of fused tubules 
lined by columnar epithelium and goblet cells exhibiting pseudostratification and low-grade dysplasia (arrows). No evidence of 
muscularis or vascular invasion is identified.
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malignant transformation is still crucial and warrants thorough 
excision and careful monitoring.

Learning points

The diagnosis of USS is difficult due to its varied clinical presen-
tations. Radiological investigations are crucial in detecting USS 
and guiding management decisions. Completion ureterectomy 
remains the definitive treatment, whether performed through an 
open or laparoscopic approach. Contemporary literature does 
not universally support complete ureterectomy in all cases fol-
lowing simple nephrectomy. This case highlights the importance 
of remaining vigilant to varied presentation, ensuring prompt di-
agnosis, and providing appropriate management.
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