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Abstract Objective: To assess the feasibility and clinical efficacy of antegrade flexible ureteroscopic incision
with holmium laser in the management of ureterointestinal anastomotic strictures after radical cystectomy by a ret-
rospective analysis of 6 cases. Method: From April 2013 to December 2016, 6 patients with ureterointestinal anas-
tomotic stricture after radical cystectomy were enrolled in the study. Among the 6 cases, 4 cases are on the left
(including a solitary kidney), 2 cases are on the right. The average age of the patients was 67.5 years old. The
first clinic presentation was 14. 2 months after radical cystectomy (7-23 months). The average length of stricture
was 1.2 (0. 7-2. 0) cm. There was 1 case with acute renal failure and 1 case with pyonephrosis due to ureterointes-
tinal anastomotic calculus. Four cases underwent percutaneous nephrostomy and antegrade flexible ureteroscopic
incision simultaneously. Simple nephrostomic drainage was carried out for 2 cases at first. Then second stage op-
eration of antegrade flexible ureteroscopic incision was performed after the renal function and infection improved.
During the surgery, the ureteral wall should be fully incised to the outer adipose tissue, meanwhile, the ureteral
calculi should be cleared by holmium laser lithotripsy, two F6 single J ureter stent should be maitained for 12
weeks after surgery. Result: The average operation time was 52. 8 min, without complication of hemorrhage,
leakage of urine, injuries of adjacent tissue, etc. The average length of stay was 4. 3 days. During the follow-up
period of 11-55 months, one case with long lenth of stricture recurred after 5 months, while other 5 cases were re-
currence-free. Conclusion: The antegrade flexible ureteroscopic incision in the management of ureterointestinal
anastomotic strictures is a convenient, safe and effective therapeutic method, and worth clinic application.
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