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Abstract Objective; To discuss the management of benign ureteroileal anastomosis strictures after radical
cystectomy and orthotopic ileal neobladder. Method: From January 2003 to June 2012, 395 patients with bladder
cancer had been treated with radical cystectomy and orthotopic ileal neobladder. Ten patients with benign uret-
eroileal anastomosis strictures after orthotopic ileal neobladder reconstruction had been observed, and were treated
with ureteroscopy expansion, endoscopic retrograde/percutaneous antegrade balloon dilatation, endoscopic incision
or open repair. Double-]J ureteral stents were used for three-six months after the above procedures. Result: Of the
ten patients, the stricture could not be passed with a guide wire in one patient (one stenosis) , which furtherly un-
derwent open repair. During the follow-up period of 36 months hydronephrosis improved. Others were received
endoscopic procedures. Three of them (four stenoses) were treated with ureteroscopy expansion. Two of them
(three stenoses) were treated with endoscopic incision. Four of them (four stenoses) were treated with endoscopic
retrograde/percutaneous antegrade balloon dilatation. During the median follow-up period of 25 months (9-72
months), five cases (seven stenoses) had obvious improvement in hydronephrosis, while hydronephrosis didn't be-
come more serious in two cases (two stenoses). However, two cases (two stenoses, strictures length 1.2 cm, 1.5
cm) had recurred and open repairs became inevitable. Conclusion: Endoscopic technique can be the first choice for
benign ureteroileal anastomosis strictures because of its easy access and less invasion. Open repait remains the gold
standard for management of ureteroileal anastomosis strictures. For patients with ureteroileal anastomosis stric-
tures longer than 1em, open repair should be considered as the first choice.
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