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Introduction: Obstruction of a ureteroileal anastomosis after urinary diversion is an

unpleasant situation for patients and clinicians alike.

Case presentation: A 48-year-old man who underwent a radical cystectomy for

muscle-invasive bladder cancer and urinary diversion using the Wallace technique

complained of right back pain. Computed tomography showed right hydronephrosis.

Cystoscopy via the ileal conduit revealed complete obstruction of the ureteroileal

anastomosis. We performed a bilateral approach (antegrade and retrograde) to use the

cut-to-the-light technique. A guidewire and 7Fr single J catheter could be inserted.

Conclusion: The cut-to-the-light technique was useful for complete obstruction of the

ureteroileal anastomosis, the length of which was <1 cm. Herein, we report on the cut-

to-the-light technique with a literature review.
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Keynote message

Complete obstruction of a Wallace ureteroileal anastomosis is a rare case. We performed the
laser incision by using the cut-to-the-light technique. We could safely pass the obstruction
and insert the 7Fr single J stent.

Introduction

Benign obstruction or stricture of a UA after urinary diversion is a rare condition. The rate of
strictures has been reported to be 4%–9%.1 Kouba et al. reported that there were no strictures
with use of the Wallace technique.2 Therefore, the treatment strategy for UA obstruction or
strictures has not been established.

Historically, open anastomotic revision is the gold standard for management of UA stric-
tures; endourologic management has had a lower success rate for decades.3 With the evolu-
tion of devices for endourologic management, including laser systems, ureteroscopy, and
fluoroscopy, some researchers recently advocated for the endourologic management as first-
line treatment.4

Herein, we report that endoscopic management of the cut-to-the-light technique is useful
for complete obstruction of a UA after a RC.

Case presentation

A 48-year-old male was referred to our institution for evaluation of macrohematuria. The
medical history was significant for hypertension. A contrast-enhanced CT and MRI showed
muscle invasive bladder cancer. The urine cytology was class IV. A transurethral resection of
the bladder tumor was performed. The histopathological evaluation revealed an invasive
urothelial carcinoma (pT2 or more). The patient underwent a robot-assisted laparoscopic RC
with ileal conduit diversion after 2 courses of chemotherapy (combination gemcitabine and
cisplatin). A UA was performed using the Wallace technique with 4-0 polydioxanone. The
serum creatinine was 0.86 mg/dL before removing both ureteral stents. The right ureteral stent
was removed on postoperative day 12 and the left ureteral stent was removed on
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postoperative day 13. The patient was discharged from the
hospital on postoperative day 28. After 2 months he com-
plained of right back pain. A CT revealed right hydronephro-
sis and blood testing showed an elevated serum creatinine
(2.89 mg/dL). There was no evidence of tumor recurrence on
CT, magnetic resonance urography, and urine cytology. We
performed a retrograde approach using flexible cystoscopy
for urine drainage. Neither the contrast medium nor the
guidewire passed to the right ureter. We diagnosed a com-
plete obstruction of the UA and placed an 8.3 Fr pigtail
nephrostomy tube in the right kidney. The serum creatinine
decreased to 1.45 mg/dL following placement of the pigtail
nephrostomy tube. We then performed the simultaneous ante-
grade and retrograde endoscopic management to determine
the length of the obstruction under general anesthesia in the
Valdivia position. A 16.2 Fr cystoscope (CYF Type VA2;
OLYMPUS, Japan) and a ureteroscope (LithoVueTM; Boston
Scientific, USA) were inserted via the ileal conduit into the
distal end of the obstruction via the right percutaneous
nephrostomy to the proximal end of the obstruction. We con-
firmed that each endoscopic light nearly touched using fluo-
roscopy, and the length of the complete obstruction was
<1 cm (Fig. 1c). Therefore, we decided to use the cut-to-the-
light technique to pass through the obstruction. An incision
was made using a Ho:YAG laser (0.5J, 5 Hz) from the cysto-
scope to the light of the ureteroscope. As the strength of the
light increased gradually, we continued to laser incise with
confidence (Fig. 2d). A 0.035″ guidewire was passed via the
antegrade ureteroscopy and extracted by forceps via the cys-
toscope. A 7 Fr single J stent was retrograde-inserted, and
the nephrostomy tube was removed. A CT scan was per-
formed and there were no postoperative complications.

Discussion

Urine leakage, ureteral tension, excessive stripping of the ure-
thral adventitia, and chronic inflammation can lead to ureteral
ischemia, fibrosis, and UA strictures. Westerman et al.5

reported that the stricture was 9.2% (232/2523), most of

which were benign (83.6%). Westerman et al.5 also reported
that the time to diagnosis of malignant and benign UA stric-
tures was 32.4 and 7.2 months, respectively. In our case, the
time to diagnosis of benign UA strictures was 2 months.
Some reports have stated that the UA stricture rates do not
differ between the Wallace and Briker techniques. Although
there is no significant difference between the Wallace and
Briker techniques, the Briker technique has a higher stricture
complication rate than the Wallace technique.2,6 Therefore,
we believe that complete obstruction of a UA, as in our case,
is a rare situation for clinicians.

Although there is no established treatment strategy for UA stric-
tures, an open surgical technique was believed to be the gold stan-
dard treatment until the endoscopic technology is advanced.
However, nowadays, some reports advocate endoscopic manage-
ment as a first-line treatment option.4,7 The choice of the treatment
depends on stricture length and patency. These factors predict the
success of the endoscopic treatment, including balloon dilation,
cold cut, and holmium laser incision. A stricture length >1 cm and
complete obstruction are factors associated with treatment fail-
ure.4,8 Because the length of the obstruction was <1 cm in our
case, we chose endoscopic management.

When the UA is completely obstructed, a bilateral
approach should be used to measure the length of the
obstruction and to decide whether endourologic management
can be performed.8 Performing an incision by endoscopy
using the cut-to-the-light technique is useful for detecting the
incision point. The method of the technique is similar to pre-
vious reports. We turned off the cystoscope light and per-
formed the incision using a holmium laser toward the
brightest point of the ureteroscope light. We used the Litho-
VueTM to prepare for damage by the holmium laser.

Conclusion

We have reported the successful treatment of a UA complete
obstruction using the cut-to-the-light technique without any
postoperative complications. This technique can be an effec-
tive treatment when the obstruction length is <1 cm.

(a)

(b) (c)

Fig. 1 (a) This is the view from the cystoscope via

the ileal conduit. We could see the ureteroscope light

(LithoVueTM) through the complete obstruction. (b)

Same view as (a) after turning on the cystoscopy light.

(c) Yellow arrow indicates ureteroileal obstruction.
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Fig. 2 (a) The incision was performed toward the

ureteroscope light via cystoscope using a 200 lm

holmium:YAG laser fiber. (b) The obstruction has not

been penetrated after incising the mucosa. (c) The

light is brighter than (a). We performed an additional

incision toward the light. (d) Finally, we passed a

0.035″ guidewire via the ureteroscope. The guidewire

was caught and extracted by forceps via a

cystoscope.
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