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Abstract

Background/Objectives: This study aimed to evaluate the diagnostic accuracy of computed
tomography (CT) in detecting postoperative complications following reconstructive urinary
diversion. Methods: We retrospectively analyzed 151 patients (2004-2024) who underwent
urinary diversion and required abdominal CT within 30 days postoperatively due to a
complicated course. CT accuracy for detecting intestinal anastomotic leakage, urinoma, and
hemorrhage was assessed against the composite reference standard of final clinical diagno-
sis. Predictive values of imaging, clinical signs, and laboratory markers were evaluated
using logistic regression and ROC analyses. Results: CT demonstrated low sensitivity for
intestinal leakage (33.3%), hemorrhage (50.0%), and urinoma (60.7%). However, specificity
(>87%) and negative predictive values (>88%) were high for intestinal leakage, urinoma,
and hemorrhage. In exploratory multivariable analyses, positive CT findings were strongly
associated with intestinal leakage, hemorrhage, and urinoma. Valuable adjuncts included
abdominal guarding for intestinal leakage and serum creatinine dynamics for urinoma.
Conversely, general inflammatory markers (CRP, leukocytes) and hemoglobin levels failed
to reliably discriminate specific complications. Conclusions: Abdominal CT stands out
from clinical or laboratory parameters but lacks the sensitivity required for reliable primary
detection of major complications. A negative scan should not provide false reassurance
in a deteriorating patient. Effective clinical management requires an integrative approach,
combining CT findings with physical examination and targeted laboratory trends rather
than relying on non-specific inflammatory markers.

Keywords: radical cystectomy; urinary diversion; computed tomography; postoperative
complications; anastomotic leak

1. Introduction

Urinary diversion, frequently performed in the context of radical cystectomy (RC),
ranges among the most invasive routine urological surgeries performed. Despite advances
in surgical techniques, the postoperative period poses a significant risk of complications.
Overall rates are reported as high as 45% for minor events (Clavien—Dindo I-II) and 15%
for major events (Clavien-Dindo III-V) [1]. Among the most severe early complications are
life-threatening conditions such as intestinal anastomotic leakage, which occurs in 0.3%
to 8.7% of cases, urinoma from a leaking uretero-intestinal anastomosis (2 to 13%), and
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significant postoperative hemorrhage (1 to 51%) [2]. Other common issues include paralytic
ileus, infections, and wound healing disorders [3].

The timely and accurate diagnosis of these complications is essential to guide ap-
propriate management, which can range from conservative measures to interventional
radiology or surgical revision. Computed tomography (CT) of the abdomen has become
the preferred imaging modality for investigating suspected postoperative complications
due to its accessibility and ability to visualize complex postsurgical anatomy [4]. However,
its diagnostic accuracy, particularly in the specific context of urological urinary diver-
sion, is not well-established. While studies in colorectal surgery have evaluated CT for
anastomotic leaks, these findings may not be directly transferable to the predominantly
small-bowel anastomoses in urology [5]. Similarly, data on CT’s ability to detect urinomas
and postoperative bleeding in this patient population are scarce.

Alongside imaging, clinicians rely on laboratory parameters such as C-reactive protein
(CRP), leukocyte count, creatinine, and hemoglobin levels, as well as on clinical examination.
However, the predictive value of these markers is often debated and can be confounded by
the normal postoperative inflammatory response [6,7].

This study aims to evaluate the diagnostic performance of abdominal CT in identifying
specific early complications following reconstructive urinary diversion. We evaluated the
accuracy of CT for detecting key postoperative complications. Furthermore, we analyzed
the predictive value of CT findings in conjunction with laboratory and clinical parameters
to better understand their role in the clinical management of these complex patients.

2. Materials and Methods
2.1. Patient Cohort

This retrospective study included adult patients who underwent reconstructive uri-
nary diversion at our institution between 2004 and 2024. From an initial cohort of 896 pa-
tients, 745 were excluded because they did not experience a complicated postoperative
course and/or did not undergo abdominal CT within the first 30 postoperative days. The
final study cohort therefore comprised 151 patients with postoperative complications of
at least Clavien-Dindo Grade II [8] who underwent abdominal CT within 30 days after
surgery. The cohort selection process is illustrated in Supplementary Figure S1. The study
followed the STROBE guidelines.

2.2. Data Collection

Data were extracted from the hospital’s electronic information system. We collected
baseline patient characteristics, including age, sex, and length of hospital stay. Surgical
details, such as the type of urinary diversion (e.g., ileal conduit, neobladder) and the type
of intestinal anastomosis (e.g., ileoileostomy), were recorded. For uro-oncological cases, the
TNM stage was documented.

We recorded the postoperative day of the CT scan, the clinical indication, and the
findings from the radiology report. The CT examinations were performed based on the
clinical indication, leading to variability in imaging protocols. Of these, 121 scans (80.1%)
were performed with intravenous and oral contrast media, while 30 scans (19.9%) were
performed with oral contrast only. Detailed acquisition-phase characteristics and contrast-
timing parameters were not uniformly available for the present retrospective analysis.
Accordingly, the present study reflects the diagnostic performance of routine clinical CT
examinations rather than that of a standardized, indication-specific CT protocol.

The final clinical diagnosis for each complication was established by a comprehensive
review of the discharge summary, surgical revision reports, interventional findings, and
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the overall clinical course, serving as the composite reference standard for this study.
Complications were systematically categorized into seven groups:

(1) Intestinal anastomotic leakage, defined as confirmed by revision surgery;

(2) Urinoma, defined as confirmed by revision surgery or measurement of creatinine
levels in drainage fluids at least five times higher than the serum values;

(38) Postoperative hemorrhage, defined as confirmed by revision surgery or angiography;

(4) Fascial dehiscence, defined as confirmed by revision surgery;

(5) Lymphocele, defined as confirmed by revision surgery or interventional drainage;

(6) Paralytic ileus, defined as a temporary absence of stools, oral food tolerance, and
peristalsis during clinical examination in the absence of the other diagnoses men-
tioned above;

(7) Infection, defined as an inflammatory response that improved with antibiotic therapy
alone in the absence of the other diagnoses mentioned above.

When more than one postoperative complication was present, the underlying causal
complication was assigned as the final clinical diagnosis for the purpose of the complication-
specific analyses (e.g., if paralytic ileus occurred secondary to urinoma or fascial dehiscence
occurred secondary to intestinal anastomotic leakage, the underlying complication was
assigned as the final diagnosis). Clinical data included findings from the physical examina-
tion. Laboratory parameters (CRP, leukocytes, hemoglobin, and creatinine) were collected
throughout the entire period from surgery until the day of the CT scan or revision, exclud-
ing the first two postoperative days to avoid confounding by the immediate surgical stress
response. Maximum and minimum values, as well as their differences, were calculated to
assess dynamic changes.

2.3. Statistical Methods

Descriptive statistics were used to summarize patient and treatment characteristics
using frequencies and medians with ranges or interquartile ranges (IQRs), as appropriate.

To assess the diagnostic performance of the abdominal CT, we created cross-tabulations
comparing the CT findings with the final clinical diagnosis. From these, we calculated the
sensitivity, specificity, positive predictive value (PPV), and negative predictive value (NPV)
for the detection of each major complication.

Receiver Operating Characteristic (ROC) analyses were performed to evaluate the
ability of laboratory parameters to discriminate between patients with and without a
specific complication. The area under the curve (AUC) was calculated to quantify the
diagnostic utility of CRP, leukocyte, hemoglobin, and creatinine levels.

To explore associations between CT findings, clinical signs, laboratory parameters,
and the three most critical complications, we constructed multivariable binomial logistic
regression models with a logit link. Predictors—including CT findings, clinical signs, and
laboratory markers—were selected for inclusion based on a combination of univariable
significance and established clinical reasoning. Given the limited number of outcome
events for some complications, particularly postoperative hemorrhage, these models were
considered exploratory. The dependent variables were coded as binary (complication
present: yes/no) for the three most critical complications: intestinal anastomotic leakage,
urinoma, and postoperative bleeding.

All statistical analyses were performed using RStudio v2025.05.1+513, with a signifi-
cance level set at a two-sided p < 0.05.
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3. Results

3.1. Patient and Treatment Characteristics

The study cohort comprised 151 patients with a complicated postoperative course.

The median age of these patients was 70 years, and 80.1% of them were male. The median

length of hospital stay was 23 days. The most common procedure was radical cystectomy

(88.8%), with the majority of patients receiving an ileal conduit (51.7%), followed by the

ileal neobladder (16.6%). An ileoileostomy was the most common intestinal anastomosis

(68.9%). A uro-oncological diagnosis was the indication for surgery in 76.2% of cases.

Baseline characteristics are summarized in Table 1.

Table 1. Baseline characteristics.

Characteristic Median [Range/IQR] or N (%)
Age (years) 70 (22-94)
Male Sex 121 (80.1%)
Length of hospital stay (days) 23 (16.5-41)
Primary Operation
Radical Cystectomy 134 (88.8%)

Ureteral Reconstruction

17 (11.2%)

Type of Urinary Diversion

Ileal Conduit 78 (51.7%)
Ileal Neobladder 25 (16.6%)
MAINZ Pouch I 16 (10.6%)
Ureterocutaneostomy 12 (7.9%)
Colon/Sigma Conduit 6 (4.0%)
Intestinal Interposition 14 (9.3%)
Type of Intestinal Anastomosis
Ileoileostomy 104 (68.9%)
Ileoascendostomy 17 (11.3%)
Other 30 (19.8%)
T-Stage
pTis/pTa/pT1 38 (25.2%)
pT2 29 (19.2%)
pT3 28 (18.5%)
pT4 20 (13.2%)
Unknown/Non-Oncologic Indication 36 (23.8%)
Nodal Status
NO 87 (57.6%)
N+ 27 (17.9%)
Unknown/Non-Oncologic Indication 37 (24.5%)

Metastatic Status

MO 108 (71.5%)
M1 5(3.3%)
Unknown/Non-Oncologic Indication 38 (25.2%)
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3.2. Diagnostic Accuracy of Abdominal CT

The frequencies of final clinical diagnoses with concordance and discrepancies between
the initial CT findings are detailed in a Sankey diagram (Figure 1). The diagnostic analyses
presented in Figure 1 and Table 2 represent diagnosis-specific analytical subsets of the
overall study cohort and should not be interpreted as a complete mutually exclusive
participant flow. The overall agreement between the specific CT finding and the final
diagnosis showed a moderate level of agreement, with a Cohen’s Kappa of 0.53 (95% CI:
0.45-0.61; p < 0.001).

. CT: Intestinal Anastomotic Leakage N=9 (7.3%) Final: Fascial Dehiscence N=9 (7.3%)
. CT: Fascial Dehiscence N=9 (7.3%)
Fi

inal: Intestinal Anastomotic Leakage N=19 (15.3%)
CT: Infection N=27 (21.8%) -
Final: Infection N=36 (29%)
CT: Urinoma/Urine Leak N=33 (26.6%)

Final: Urinoma/Urine Leak N=27 (21.8%)

. CT: Hemorrhage N=9 (7.3%)
~—

CT: Paralytic Ileus N=27 (21.8%)

s Final: Hemorrhage N=8 (6.5%)

Final: Paralytic Ileus N=18 (14.5%)

\
\
A\ Y
B | I

‘ CT: Lymphocele N=10 (8.1%) Final: Lymphocele N=7 (5.6%)

Figure 1. Diagnostic flow from initial CT finding to final clinical diagnosis. This Sankey diagram
illustrates the diagnostic pathway for 125 patients with suspected postoperative complications. The
left column represents the initial diagnosis based on the CT scan, and the right column represents
the final clinical diagnosis. The thickness of the connecting ribbons is proportional to the number of
patients for each specific pathway. Each node is labeled with the diagnosis, the absolute number of
cases (N), and its percentage of the total cohort.

Table 2. Diagnostic performance of CT for specific postoperative complications.

Final Clinical N (%) Sensitivity Specificity PPV NPV
Diagnosis ’ (95% CI) (95% CI) (95% CI) (95% CI)
Intestinal 24 (15.9) 33.3% 98.4% 80.0% 88.7%
Anastomotic Leakage ’ (16.1-55.1%) (94.4-99.8%) (44.4-97.5%) (82.1-93.4%)
Urinoma/Urinary 28 (18.6) 60.7% 87.0% 51.5% 90.7%
Leak : (40.6-78.5%) (79.8-92.2%) (33.5-69.2%) (83.8-95.3%)
Postoperative 10 (6.6) 50.0% 97.2% 55.6% 96.5%
hemorrhage ’ (18.7-81.3%) (92.8-99.2%) (21.2-86.3%) (91.9-98.8%)
. 94.4% 92.5% 63.0% 99.2%
Paralytic Ileus 18 (11.9) (72.7-99.9%) (86.5-96.3%) (42.4-80.6%) (95.6-100.0%)
. . 46.2% 97.8% 66.7% 95.1%
Fascial Dehiscence 13 (8.6) (19.2-74.9%) (93.8-99.6%) (29.9-92.5%) (90.1-97.9%)
71.4% 96.5% 50.0% 98.6%
Lymphocele 7(4.6) (29.0-96.3%) (92.1-98.9%) (18.7-81.3%) (94.8-99.8%)
Infection 47 311) 38.3% 91.3% 66.7% 76.6%

(24.7-53.5%)

(84.2-96.0%)

(46.0-83.5%)

(67.8-84.0%)

PPV = positive predictive value; NPV = negative predictive value.
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The diagnostic performance of CT for specific complications varied significantly
(Table 2). The scan was effective in detecting paralytic ileus, showing a high sensitivity
of 94.4%. In contrast, its ability to positively identify other critical issues was limited.
Sensitivity was particularly poor for intestinal anastomotic leakage (33.3%) and infections
(38.3%) and modest for fascial dehiscence (46.2%), postoperative hemorrhage (50.0%), and
urinoma (60.7%). The reliability of a positive finding also varied widely. While a CT
positive for an anastomotic leak was highly dependable (PPV of 80.0%), a positive finding
for other conditions required more cautious interpretation due to a significant rate of false
positives, with PPVs of only 51.5% for urinoma, 55.6% for postoperative hemorrhage, and
50.0% for lymphocele. However, the NPV was high across most conditions, exceeding
95% for postoperative hemorrhage, fascial dehiscence, lymphocele, and paralytic ileus.
Representative CT findings of selected major postoperative complications are shown in
Figure 2.

(B)

Figure 2. Illustrative CT examples of intestinal anastomotic leakage: (A) True-positive CT in a patient

with confirmed intestinal anastomotic leakage, demonstrating enhanced peritoneum, abundant free
intraperitoneal air, and contrast-opacified free fluid in the lower abdomen, interpreted as highly
suspicious for a small-bowel fistula in the right lower quadrant. (B) False-negative CT in a patient with
subsequently confirmed intestinal anastomotic leakage. The examination was initially interpreted
as paralytic ileus with segmental circumferential small-bowel wall thickening and distal ileal wall
thickening, considered postoperative/reactive or inflammatory, without evidence of an anastomotic
leak on the initial report.

3.3. Diagnostic Accuracy of Laboratory Parameters

The ability of laboratory values to discriminate between patients with and without the
specific complications of special interest was overall poor. Only for prediction of urinoma,
the creatinine dynamics from baseline showed fair discriminative ability (AUC: 70.5%,
95% CI: 57.0-84.0%), exceeding the utility of absolute creatinine levels on the day of CT
(AUC: 56.1%, 95% CI: 41.8-70.4%). For intestinal anastomotic leak, both the absolute values
and the dynamic change in leukocytes or CRP demonstrated no relevant performance.
Moreover, the dynamic change of hemoglobin to baseline showed poor discriminative
ability in the detection of bleeding (All: AUC < 60%). Only absolute hemoglobin values on
the day of CT were of modest discriminative ability regarding bleeding (AUC: 62.1%, 95%
CI: 33.2-90.1%; Supplementary Table S1).

3.4. Predictors of Postoperative Complications

In the exploratory multivariable logistic regression analyses, positive CT findings
showed strong associations with each of the three principal postoperative complications
evaluated (Table 3).
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Table 3. Multivariable generalized models of CT and clinical /laboratory parameters in prediction
of complications.

Complication

Sign Odds Ratio (95% CI) p-Value
Intestinal Anastomotic Leakage
Leukocyte difference to baseline (cont.) 0.93 (0.83-1.02) 0.142
Abdominal guarding (yes vs. no) 16.3 (2.27-150) 0.006
Positive CT scan 87.1 (12.0-1510) <0.001
Urinoma/Urinary Leak
Creatinine difference to baseline (cont.) 1.79 (1.18-2.76) 0.006
Positive CT scan 11.0 (4.30-30.0) <0.001
Postoperative hemorrhage
Hemoglobin values (cont.) 0.86 (0.45-1.60) 0.637
Hemoglobin difference to baseline (cont.)  0.98 (0.43-2.10) 0.955
Positive CT scan 56.7 (9.60-439) <0.001

CI = confidence interval; CT = computed tomography:.

Positive CT findings were significantly associated with intestinal anastomotic leakage
(OR 87.1,95% CI112.0-1510, p < 0.001), postoperative hemorrhage (OR 56.7, 95% CI 9.60-439,
p < 0.001), and urinoma/urinary-intestinal leakage (OR 11.0, 95% CI 4.30-30.0, p < 0.001).
Clinical and biochemical parameters also showed relevant associations. For intestinal
anastomotic leakage, abdominal guarding was significantly associated with the diagnosis
(OR 16.3, 95% CI 2.27-150, p = 0.006). For urinoma and urinary-intestinal leakage, the
creatinine difference variable was also significantly associated with the diagnosis (OR 1.79,
95% CI11.18-2.76, p = 0.006).

Conversely, and of substantial clinical relevance, commonly used laboratory parame-
ters failed to demonstrate predictive utility. In the univariable regression analyses, neither
CRP, nor maximum leukocyte count nor minimum hemoglobin level (nor its maximum
drop) showed a significant association with any of the complications studied.

4. Discussion

This study provides a detailed evaluation of the diagnostic utility of abdominal CT and
other clinical markers for early complications following complex urinary diversion surgery.
Our findings highlight both the strengths and, more importantly, the significant limitations
of relying on individual diagnostic modalities in this challenging clinical setting. This
diagnostic challenge is particularly relevant after radical cystectomy, for which substantial
early postoperative morbidity and a broad spectrum of gastrointestinal, infectious, wound-
related, genitourinary, and bleeding complications have been documented [9].

The central finding of our study is that while abdominal CT seems highly specific
for major postoperative complications, its sensitivity is low, particularly for detecting
intestinal anastomotic leakage. With a sensitivity of only 33.3%, our results suggest that a
CT scan cannot reliably detect an anastomotic leak. This finding is consistent with, and
even lower than, the sensitivities reported in colorectal surgery literature, which range from
47% to 68% [5,10]. More recent colorectal data further indicate that CT performance may
depend on both imaging technique and interpretation. A sensitivity of 71% for the original
clinical CT interpretation compared with 82-87% on blinded retrospective review has been
reported, while retrograde contrast administration reduced false-negative or indeterminate
interpretations [11]. The clinical implication is critical: over-reliance on a ‘normal” CT
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scan in a clinically deteriorating patient may lead to a dangerous delay in diagnosis and
intervention. The diagnostic challenge is further complicated by the potentially delayed
and clinically subtle presentation of anastomotic leakage. A mean time to diagnosis of
12.7 postoperative days has been reported, with 42% of leaks diagnosed only after hospital
readmission, underscoring the importance of continued clinical vigilance beyond the initial
postoperative assessment [12]. The high specificity of nearly 99%, resulting in rarely
false-positive results, and an NPV of about 90% seem to be of modest clinical benefit in
this context.

For urinoma and postoperative hemorrhage, the sensitivity of CT was better (61% and
50%) but still suboptimal, meaning about 40% of urine leaks and 50% of significant bleeding
were missed on imaging. This is significantly lower than the accuracy reported for dedicated
CT cystography in trauma settings [13], but our study reflects the common clinical scenario
where an abdominal CT with intravenous contrast is the first-line investigation for a septic
patient, rather than a specific study with retrograde urography. Also, while CT is effective
at identifying a postoperative hematoma, it is less sensitive in detecting signs of active
extravasation, particularly in cases of venous or intermittent bleeding, unlike in high-flow
trauma scenarios [14]. Again, as missing the complication and delaying treatment seems
intolerable, the high specificity and NPV do not alter the conclusion that a CT scan cannot
be a standalone indicator to assess urinoma or bleeding. Positive and negative predictive
values are prevalence-dependent and should therefore be interpreted in the context of the
selected study population. In the present cohort, the comparison group for each individual
complication consisted predominantly of patients with other postoperative complications
rather than an unselected postoperative population. Consequently, the reported predictive
values should not be directly extrapolated to all patients undergoing urinary diversion.
Importantly, the present findings reflect the performance of original clinical CT reports
obtained using heterogeneous real-world imaging protocols and should not be interpreted
as the maximum diagnostic performance achievable with optimized, indication-specific
CT protocols or specialist retrospective image review. However, our regression analyses
reinforce the central role of imaging. A positive CT finding was consistently the most
powerful predictor for all three major complications. Likely, this is rather a consequence
of the general non-specificity of the included clinical or laboratory parameters than an
indication of the unique advantages of CT. Still, our study identified key complementary
markers. The clinical sign of abdominal guarding was a strong and significant predictor of
intestinal anastomotic leakage, underscoring the irreplaceable value of hands-on clinical
examination. The significant association of urinomas with a rising serum creatinine likely
reflects the systemic absorption of urine from an intra-abdominal collection and provides a
simple, non-invasive clue to the diagnosis. Bedside ultrasonography was not systematically
assessed in the present cohort; therefore, its potential role as an additional point-of-care
imaging modality cannot be determined from our data and warrants evaluation in future
studies. Our data suggest that monitoring serum creatinine remains valuable, especially in
modern fast-track protocols where drains are often omitted [15].

In contrast, our study found that commonly used laboratory markers of inflammation,
such as CRP and leukocyte count, were poor predictors of specific complications. Although
often elevated in complicated postoperative courses, they lacked the discriminatory power
to differentiate between intestinal anastomotic leakage, infection, or other causes. The
AUC values from our ROC analyses were consistently low, indicating that these markers
are non-specific indicators of systemic inflammation rather than diagnostic tools for a
particular pathology. This is consistent with recent questioning of the utility of CRP as
a standalone marker for intestinal anastomotic leakage [7]. However, CRP may still be
useful for postoperative risk stratification because of its high negative predictive value
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for infectious complications, despite limited specificity for the underlying pathology [16].
Likewise, a postoperative drop in hemoglobin was not a reliable predictor of clinically
significant bleeding, likely because hemodilution and baseline anemia are common in this
patient population.

In summary, CT was the most informative of the routinely evaluated diagnostic
parameters in this cohort, although its diagnostic performance varied substantially across
specific postoperative complications. Given the general trend towards imaging patients
rather than conducting clinical examinations [17], the low sensitivity regarding major
complications is alarming. However, our study is centered around CT reports rather than
the scan itself. It is possible that these issues are less related to imaging and more related to
its clinical translation. Future prospects could include more direct bidirectional feedback
between radiologists and urologists, enabling enhanced CT evaluation and reporting, or
even training of modern automated processing tools [18].

A primary limitation of this study is the composite nature of the reference standard,
which relied on a combination of surgical findings, interventional procedures, and the
overall clinical course. The retrospective design of this study introduces the potential
for selection bias and variability in the timing, indications, and technical protocols of CT
examinations. In particular, the lack of intravenous contrast in a subset of examinations
may have reduced sensitivity for active hemorrhage or urinary extravasation. Furthermore,
the long study period from 2004 to 2024 spans substantial changes in CT technology,
surgical practice, and postoperative care, introducing additional temporal heterogeneity.
Because CT findings formed part of the routine clinical work-up and may have influenced
the decision to proceed to revision surgery, angiography, or drainage, incorporation and
differential verification bias cannot be excluded. In addition, the hierarchical assignment of
a single underlying causal complication may have underrepresented coexisting secondary
complications and may have resulted in a clinically correct secondary CT finding being
classified as discordant with the assigned final diagnosis. This could result in suboptimal
contrast enhancement for the detection of complications such as intestinal anastomotic
leakage [19]. The low absolute number of certain complications, such as bleeding, restricts
the statistical power of our analyses. The multivariable regression analyses should therefore
be considered exploratory, particularly for postoperative hemorrhage, for which the limited
number of outcome events and wide confidence intervals indicate a risk of sparse-data
effects, model instability, and overfitting. Accordingly, the large odds ratios observed for
positive CT findings should be interpreted as associations rather than as causal effects
or evidence of diagnostic superiority. The patient cohort was, by design, composed only
of complicated cases, so in the absence of a control group these findings on diagnostic
accuracy cannot be generalized to all patients undergoing urinary diversion. Despite these
limitations, this work represents the first focused analysis of CT performance specifically
in a urological urinary diversion cohort, piloting empirical evidence-based medicine in a
postoperative patient workup traditionally influenced by anecdotal evidence.

5. Conclusions

Abdominal CT is an important diagnostic tool for major complications after recon-
structive urinary diversion, but its limited sensitivity, particularly for intestinal anastomotic
leakage, precludes its use as a standalone rule-out test. In clinically deteriorating patients,
a negative CT should therefore be interpreted together with physical examination and
complication-specific laboratory trends.

Supplementary Materials: The following supporting information can be downloaded at https:
//www.mdpi.com/article/10.3390/surgeries7040120/s1, Supplementary Figure S1: Cohort selection
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process. Supplementary Table S1: AUCs for selected laboratory variables regarding intestinal
anastomotic leakage, urinoma/urinary leakage, and postoperative hemorrhage.
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