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Abstract
Objective: To analyze the etiology, characteristics, and ure-
teral reconstruction strategies of iatrogenic ureteric injuries 
in a high-volume center. Methods: Between September 
2010 and August 2019, we retrospectively collected patients 
who underwent ureteral reconstruction due to iatrogenic 
ureteric injuries. Patient profiles, laboratory data, imaging 
studies, perioperative data, and complications were record-
ed. Results: Sixty-eight patients were enrolled in this study. 
The upper, middle, and lower thirds of the ureter were af-
fected in 30, 2, and 36 cases, respectively. Of the 68 ureteric 
injuries, 69.1% occurred during urological procedures, fol-
lowed by gynecological procedures, general surgery, radio-
therapy, and orthopedic surgery. The majority of urological 
injuries (41, 87.2%) occurred due to stone removal. There 
was a significant difference in the age, sex, and location of 
ureteric injuries between the urological and nonurological 
groups. The median follow-up time was 17.9 months. The 
overall symptom remission rate was 91.2% and ranged from 
87.5 to 100% for different reconstructive surgeries. Conclu-

sions: Urological procedures were the most common cause 
of iatrogenic ureteric injury; thus, extra care should be taken. 
Timely detection and appropriate treatment of the ureteric 
injuries are necessary. Treatment strategies should be de-
pended on the location and length of injury.

© 2021 S. Karger AG, Basel

Introduction

Iatrogenic injury is the most common cause of ure-
teric injury [1–3]. This type of injury occurs during gyne-
cological, urological, and general surgery and other pelvic 
medical treatments. Based on previous research, gyneco-
logical surgery is the most common cause of iatrogenic 
injury, and the distal ureter is the most vulnerable part [1, 
2]. Currently, the increasing use of endourological and 
laparoscopic surgery has resulted in changes in the fre-
quency and etiology of iatrogenic ureteric injuries [4, 5].

Iatrogenic ureteric injuries lead to ureteral strictures, 
flank pain, dilation of the upper ureter, loss of renal func-
tion, or even death [3]. Ureteral reconstruction surgery is 
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necessary to prevent further consequences. Successful 
ureteral reconstruction must include a tension-free, wa-
tertight anastomosis that is adequately spatulated, with a 
good remaining blood supply, and the use of absorbable, 

fine sutures [6, 7]. The strategy of ureteral reconstruction 
depends on the etiology, location, and length of the ure-
teric strictures. Ureteroureterostomy and ureteroneocys-
tostomy can be performed safely for short-length ureter-
ic defects [8, 9]. For long and complex ureteric defects, a 
Boari flap, psoas hitch, or even an ileal ureter and auto-
transplantation should be considered [8]. In recent years, 
new tissue ureteral replacements have been developed 
with a good prognosis; such replacements include buccal/
lingual mucosal grafts and appendiceal onlay flaps [10, 
11]. Because of their good prognoses, these new tech-
niques will reduce the use of long ileal replacement in 
some situations.

Although iatrogenic ureteric injury is uncommon, in-
creased attention should be paid to this condition. Once 
ureteric injury occurs, it can be a great challenge for urol-
ogists. In this paper, we analyze the etiology of iatrogenic 
ureteric injury and report experiences regarding complex 
ureteral reconstruction for treating iatrogenic ureteric in-
juries.

Materials and Methods

From September 2010 to August 2019, 68 ureteral injuries 
were treated by a single surgeon at Peking University First Hospi-
tal. We retrospectively collected information regarding patient 
characteristics, etiology, laboratory data, imaging studies, opera-
tive data, perioperative data, and complications from our Recon-
struction of Urinary Tract: Technology, Epidemiology and Result 
(RECUTTER) database.

Iatrogenic ureteric injury was classified as immediate diagno-
sis, which was defined as any laceration, avulsion, or transection 
identified during the surgery, and delayed diagnosis, which was 
defined as postoperative ureteral stricture identified on imaging 
studies. Failure of ureteral reconstruction surgery was excluded 
because it was a treatment outcome instead of an accidental in-
jury. Patients were diagnosed by history, physical examination, 
laboratory tests, and radiological examinations, including ante-
grade and retrograde pyelography, nuclear renography, comput-
ed tomography urography (CTU), and magnetic resonance urog-
raphy. The location of ureteric injury was verified by intravenous 
pyelography, retrograde pyelography, and enhanced urinary CT 
examination. For complicated ureteric injuries, a 3-dimensional 
CT reconstruction was performed. Complications were evaluated 
by the Clavien-Dindo classification system [12]. Surgical success 
was defined as improved/stabilized hydronephrosis or relief of 
symptoms.

Patients were followed up at 1 and 6 months after surgery and 
at least once a year thereafter. A physical examination, blood se-
rum creatinine, urine routine tests, and urinary ultrasound were 
performed at each visit. Enhanced CTU was performed every year. 
However, for ileal ureters, patient follow-ups were complicated 
and frequent. In the first 2 years, patients visited the clinic every 3 
months. The patients routinely received a physical examination, 
blood tests (including a blood gas analysis, serum creatinine test, 

Table 1. Clinical characteristics and preoperative data of patients

N (%)

Sex
Male 33 (48.5)
Female 35 (51.5)

Age, years 44.6±11.7
BMI, kg/m2 25.0±3.8
Side

Right 32 (47.1)
Left 33 (48.5)
Bilateral 3 (4.4)

Location
Upper 1/3 30 (44.12)
Middle 1/3 2 (2.94)
Lower 1/3 36 (52.94)

Symptoms
Abdominal and/or flank pain 37 (54.4)
Fever 19 (27.9)
Urine leak 4 (5.9)
Vaginal drainage 3 (4.4)
Oliguria or anuria 2 (2.9)
No symptoms 23 (33.8)

Diagnostic examination
CTU 24 (35.3)
Ultrasound 15 (22.1)
MRU 6 (8.8)
CT 4 (5.9)
Retrograde pyelography 4 (5.9)
Antegrade pyelography 4 (5.9)
Ureteroscopy 3 (4.4)
Enhanced CT 2 (2.9)
Intraoperative immediate 6 (8.8)

Diagnostic time
Immediate 6 (8.8)
<3 days 9 (13.2)
>3 days 53 (77.9)

Etiology
Urological 47 (69.1)
Gynecological 11 (16.2)
Radiotherapy 5 (7.4)
General 4 (5.9)
Orthopedic 1 (1.5)

Urine drainage before surgery
Nephrostomy 43 (63.2)
Double “J” tube 14 (20.6)
No 11 (16.2)

Preoperative serum creatinine, μmol/L 94.0±28.3
Postoperative serum creatinine, μmol/L 88.5±26.1

CTU, computed tomography urography; MRU, magnetic reso-
nance urography; CT, computed tomography.
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and electrolyte test), urine routine test, and urinary ultrasound at 
each visit. Enhanced CTU was performed every 6 months.

All analyses were performed with SPSS® Statistics, version 
20.0. The Kolmogorov-Smirnov test was used to determine wheth-
er the data were normally distributed. Differences between 2 
groups were compared using the independent-sample t test for 
continuous variables and χ2 test or Fisher’s exact test for categori-
cal variables. The rank-sum test was used for nonnormal distribu-
tions. A two-sided value of p < 0.05 was considered to indicate 
statistical significance.

Results

A total of 68 patients, including 35 women and 33 men, 
experienced iatrogenic ureteric injuries and were man-
aged (Table 1). The mean age was 44.6 (range from 18 to 
71) years. Complaints included abdominal and flank pain 
in 37 cases, fever in 19 cases, urine leakage in 4 cases, vag-
inal drainage in 3 cases, oliguria or anuria in 2 cases, and 
no symptoms in 23 cases. The injuries were located on the 
right side in 32 patients, on the left side in 33 patients, and 
bilaterally in 3 patients. The upper, middle, and lower 
thirds of the ureter were affected in 30, 2, and 36 cases, 
respectively. Only 6 patients were found to have a ureter-
al injury immediately during the initial surgery, 9 patients 
were diagnosed within 3 days after surgery, and 53 pa-
tients received a diagnosis >3 days after surgery. CTU was 
the most common imaging examination used for diagno-
sis. The mean preoperative serum creatinine level among 
all patients with ureteral injury was 94.0 μmol/L.

Regarding etiology, urological injuries accounted for 
69.1% (47 cases) of the total cases and the nonurological 
injury group consisted of 11 gynecologic (16.2%), 4 gen-
eral surgical (5.9%), 1 orthopedic surgery (1.5%), and 5 
radiotherapy (7.4%) cases (online suppl. Table 1; see 
www.karger.com/doi/10.1159/000511141 for all online 
suppl. material). The majority of urological injuries (41, 
87.2%) occurred due to stone removal, and most were in 
the upper third of the ureter (28, 41.2%). An endoscopic 
procedure was performed for a large proportion (30 cas-
es, 73.2%) of patients with ureteric injury caused by stone 
removal. In detail, holmium laser lithotripsy was per-
formed in 17 cases and pneumatic lithotripsy was per-
formed in 3 cases. The details of endoscopic lithotripsy 
for the other 10 patients were not available at that time. 
Hysterectomy (5, 45.5%) was the most common cause of 
gynecological injuries, followed by hysterectomy plus bi-
lateral salpingo-oophorectomy (4, 36.4%). Five radioac-
tive ureteral injuries occurred after radiotherapy, 4 of 
which were due to treatment for gynecological tumors. 

All 3 bilateral ureteral injuries were caused by radiother-
apy. All gynecological and radioactive ureteral injuries 
were in the lower third of the ureter. Among the ureteric 
injuries caused by general surgery, 2 occurred during rad-
ical resection of rectal carcinoma, 1 occurred during anal 
prolapse surgery, and 1 occurred after laparoscopic cho-
lecystectomy. Three injuries occurred in the lower third 
of the ureter, while 1 occurred in the upper third. Further-
more, it should be noted that we found an upper ureteral 
injury caused by L3–4 lumbar tuberculosis surgery.

To compare the characteristics of different etiologies, 
we divided patients into 2 groups: urological and nonu-
rological (Table 2). Patients in the urological group were 
younger than those in the nonurological group (p = 
0.014). Significant differences were found in the sex and 
injury location between the urological and nonurological 
groups (p < 0.001). There was no difference in BMI, pre-
operative creatinine, postoperative creatinine, or compli-
cations between groups. In the urological group, an im-
mediate diagnosis occurred more often, and the time to 
intervention with a delayed diagnosis of urological inju-
ries was shorter than that for other etiologies, but without 
statistical significance.

According to the location and length of injury, we ad-
opted different procedures (online suppl. Table 2). Mul-
tiple repair methods were used for upper ureteral injuries, 
and ileal ureter replacement (10, 33.3%) and pyeloplasty 
(7, 23.3%) were the most common procedures for manage-
ment. A majority of lower ureteral injuries were repaired 
with a Boari flap (12, 33.3%) and ureteroneocystostomy (8, 
22.2%). The ileal ureter replacement also played an impor-
tant role in lower segment of the injuries (9, 25.0%). The 
number of injuries in the middle part was relatively small, 
and the management was mainly based on conventional 
repair (ureteroureterostomy and Boari flap). The median 
follow-up duration was 17.9 months (0.4–106.5 months). 
The symptom remission rate was 91.2% overall, ranging 
from 87.5 to 100% for different reconstructive surgeries. 
Postoperative ultrasound showed that all hydronephrosis 
had been improved by appropriate intervention, except for 
1 case of aggravation after ureteroneocystostomy. Balloon 
dilation and endoureterotomy were performed to relieve 
moderate hydronephrosis. A total of 20 complications oc-
curred in 15 cases. Intestinal obstruction (6 patients, Grade 
2) and urinary tract infection (4 patients, Grade 1) were the 
most common complications, and 3 patients who under-
went ileal ureter reconstruction presented metabolic aci-
dosis (Grade 1). One patient with an anastomotic fistula 
recovered after conservative treatment (Grade 2). The ma-
jor postoperative complications are shown in Table 3.
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Discussion

The ureter is a moveable and flexible retroperitoneal 
organ that extends from the renal pelvis to the bladder, 
lies on the anterior surface of the psoas muscle, and is sur-
rounded by muscle and abdominal organs. Because of the 
mobility, narrow diameter, and retroperitoneal position 
of the ureters, as well as the protection provided by over-
lying peritoneal contents, ureteric injury is a rare condi-
tion. Iatrogenic ureteric injuries account for 75% of ure-
teric injuries [2]. Among iatrogenic etiologies, gyneco-
logic procedures are the most common, causing 52–82% 
of ureteric injuries, followed by general surgery and uro-
logical surgery [1, 13]. With the increasing use of endo-
scopic surgery, the etiology of ureteric injuries and the 
incidence of urological injuries have changed [5].

In our single-center experience, we found that urolog-
ical surgery was the most common cause of iatrogenic 
ureteric injuries, followed by gynecological, radiological, 
general, and orthotopic surgery. A high rate of urological 
injuries was associated with the aggressive use of endos-
copy, occurring in ureteroscopic lithotripsy and percuta-
neous nephroscopic lithotripsy. Notably, upper ureteral 
injuries accounted for a considerable percentage of endo-
scopic injuries. Therefore, when managing stones with 
endoscopy, especially stones in the upper ureter, extra 
care should be taken. Furthermore, holmium laser litho-
tripsy causes far more ureteric injuries than pneumatic 
lithotripsy. Li et al. [14] reported a significantly higher 
postoperative stricture occurrence rate for a Ho:YAG la-
ser lithotripsy group than for a pneumatic lithotripsy 
group. A recent meta-analysis verified that laser lithotrip-

Table 3. Major complications after reconstruction

Reconstruction strategy Complication Management

Grade III A
Boari flap Reflux after extubation A secondary stent was placed
Appendiceal onlay Double J tube shedding The position of the D-J tube was adjusted under cystoscopy

Grade III B
Bilateral ileal ureter with bladder augmentation Intraoperative injury to the colon Colostomy
Ileal ureter replacement Incisional hernia Hernia repair
Ureteroneocystostomy Stone formation Lithotripsy
Ureteroneocystostomy Renal insufficiency Balloon dilation combined with endoureterotomy

Table 2. Comparison of different etiologies of ureteral injuries

Urological Nonurological p value

Age, years 42.3±10.9 49.8±11.9 0.014
Gender

Male 30 3 <0.001Female 17 18
BMI, kg/m2 25.4±3.9 24.1±3.4 0.191
Location

Upper 28 2
<0.001Middle 2 0

Lower 17 19
Preoperative creatinine, μmol/L 98.1±28.6 84.9±25.9 0.075
Postoperative creatinine, μmol/L 91.7±25.8 81.3±26.0 0.130
Diagnostic time

Immediate 4 2
0.108<3 days 3 6

≥3 days 40 13
Time to intervention in delayed diagnosis, months 6.5 (1–108) 6.0 (0.5–216) 0.906
Complications 9 6 0.528
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sy resulted in more postoperative ureteral stricture than 
pneumatic lithotripsy (OR = 3.38) [15]. The laser power 
and irrigation rate are considered together to determine 
safe laser lithotripsy parameters. Aldoukhi et al. [16] per-
formed an in vitro study to explore parameter safety 
boundaries and offer reference for selection of safe laser 
and irrigation settings. Proper selection of thermally safe 
laser settings and irrigation rates during ureteroscopy 
with laser lithotripsy may help reduce the risk of endou-
rological ureteric injury.

Several strategies can be used to decrease complica-
tions during ureteroscopy procedures. Before ureteros-
copy, double-J stent placement is preferred. Multicenter 
research has shown that preoperative double-J stent is an 
effective way to reduce intraoperative complications and 
improve the stone-free rate [17, 18]. During ureterosco-
py, creation of ureteral access sheaths (UASs) is an alter-
native. It has been shown that UASs have a number of 
potential advantages, including facilitation of uretero-
scope access, reduction of intrarenal pressure, and im-
proved visibility [19]. Snow-Lisy et al. [20] recommend 
the routine placement of UASs for flexible ureteroscopy 
unless small stones (≤4 mm) are easily basketable. In ad-
dition, an UAS is not recommended for the semirigid ure-
teroscope [20]. However, there are some other voices 
concerning UASs are associated with an increased risk of 
ureteral injury is controversial [19, 21]. Thus, further in-
vestigation is needed. Meanwhile, managing impacted 
ureteral calculi with ureteroscopy requires more consid-
eration due to failure of retrograde passage of a guidewire 
beyond the stone. In instances of severe ureteral stone 
impaction, it is often difficult to determine the edge of the 
stone from the edematous ureteral wall [22]. Prior series 
have suggested a synergistic increase in the risk of ure-
teral stricture with stone impaction [23–25].

Patient characteristics differed based on etiologies. Pa-
tients in the urological injury group were younger than 
patients in the nonurological group because of the large 
number of stone patients in the urological group. Accord-
ing to previous studies, the peak incidence of urinary 
stone disease occurs between 20 and 50 years of age [26]. 
However, tumors are more common in the older adults. 
Thus, we suggest that the age difference in susceptibility 
to the initial disease related to the ureteral injury was the 
primary cause of the age differences between groups. A 
previous study showed that urological ureteric injuries, 
especially those caused by endoscopic surgery, were 
found more frequently in the urological surgery group 
than in the nonurological group [5]. Although an imme-
diate diagnosis occurred more often in the urological 

group, we found no significant difference between the 
urological and nonurological groups. This may be associ-
ated with the sample size and bias. Urological injuries oc-
curred most often in the upper ureter and were signifi-
cantly different from nonurological injuries. Notably, 
long upper ureteric injuries are more difficult to repair 
than long distal ureteric injuries; therefore, most ileal ure-
ter surgeries were performed for urological injuries in our 
study. This result suggests that although urological ure-
teric injuries were found earlier and more easily, recon-
struction of the ureter was sometimes more difficult than 
that for nonurological ureteric injuries.

The strategies of ureteral reconstructions were varied 
depending on the locations and lengths of the ureteric 
injuries. According to previous research, ureteric injuries 
mostly occur in the distal ureteral ureter [1, 2, 5]. Short 
distal ureteral defects can be managed by ureteroneocys-
tostomy or ureteroureterostomy. For longer ureteric 
strictures, psoas hitches and Boari flaps can create a ten-
sion-free anastomosis. Sometimes the flap can even be 
used to reconstruct full-length ureteral defects [27]. How-
ever, for middle and upper ureteric injuries, the type of 
ureteral reconstruction was limited. Ureteroureterosto-
my and pyeloplasty were the preferred surgical method 
for short strictures. For wider upper and middle ureteral 
reconstruction, urinary tissue could not achieve a ten-
sion-free anastomosis. Combining our experience and 
previous reports, we found that the appendiceal onlay 
flap was a viable treatment option with satisfying result 
for patients with complex right proximal and midureter-
ic strictures [11]. In addition, lingual mucosal graft ure-
teroplasty also presented a good prognosis in upper ure-
ter stricture repair in our study.

Regarding long ureteral injuries, ileal ureter replace-
ment and autotransplantation should be the final tech-
niques considered. With long-term follow-up, ileal ureter 
replacement could resolve both long unilateral and bilat-
eral ureteric defects with a good prognosis [28, 29]. On 
the basis of our findings, we advocate that strict selection 
of patients based on preoperative renal function is indis-
pensable. Patients with significant renal insufficiency 
should be excluded, and patients with borderline creati-
nine should undergo combined ileal replacement and 
Boari flap-psoas hitch procedures to shorten the length of 
the ileal graft [30]. However, postoperative complica-
tions, including urinary infection, lithiasis, metabolic ac-
idosis, mucus obstruction, or stenosis of the ileal ureter, 
must be taken into account. In addition, we did not per-
form autotransplantation due to the risk of vascular com-
plications.
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To the best of our knowledge, this is the largest single-
center report of iatrogenic ureteric injury in our country. 
We reported our 9-year experience of iatrogenic ureteric 
injuries in patients, and our success rate was 91.2%. Our 
experience follows the “TB” principles described in previ-
ous research, which included a tension-free, watertight, 
thin suture, no touching of the key area, and protecting 
the blood supply [31]. These principles helped to improve 
the surgical success rate. Second, we suggest that urolo-
gists should have several alternative strategies. The initial 
determination of the location and the length of the ure-
teric strictures was performed by a preoperative radiology 
examination. The reconstruction strategy was finally de-
vised according to the perioperative measurement. Third, 
we preferred using an omental wrap to preserve the blood 
supply of the anastomosis. Fourth, postoperative man-
agement of the patients was also necessary, especially for 
long ileal ureter replacement. Iatrogenic ureteric injuries 
were difficult to repair, and the surgery could easily fail. 
Patient compliance was increased with standardized 
postoperative management. If the surgery failed or com-
plications occurred, medical treatment could be per-
formed in a timely manner.

There are several limitations of our research. First, our 
hospital is a tertiary center. Our sample only included pa-
tients in our center, which might have influenced the out-
comes. We have treated several complicated long iatro-
genic ureteric defects in the last 5 years that resulted in a 
good prognosis. However, short-length iatrogenic ureter-
ic injury cases were lacking. Second, most patients were 
referred to our hospital for ureteral reconstruction, and it 
was difficult to accurately identify the primary operation 
that led to the ureteric injury. The detailed processes of 
lithotripsy such as the diameter of the device, energy, fre-
quency, whether to use a ureter access sheath, and wheth-
er to present a double-J stent before operation were un-
available. In addition, our research was retrospective and 
information on the exact length of the ureteral strictures 
was missing. At last, our criteria of success were not func-

tionally assessed via renal scintigraphy. Therefore, multi-
center prospective studies with large sample sizes and 
long follow-up periods need to be performed in the fu-
ture.

In conclusion, urological procedures were the most 
common cause of iatrogenic ureteric injury, due primar-
ily to the aggressive use of endourological techniques. Ex-
tra care should be taken when managing stones with en-
doscopy. Timely detection and appropriate treatment of 
the ureteric injuries are necessary. Depending on the lo-
cation and length of the iatrogenic injury, different ure-
teral reconstructions must be performed. Nonetheless, 
despite the difficult treatment of iatrogenic ureteric in-
jury, the procedure can be carried out effectively and safe-
ly by skilled surgeons with good surgical principles and 
postoperative management.

Statement of Ethics

This article is a retrospective study that contains data from hu-
man participants. This article does not contain any studies with 
animals performed by any of the authors. Informed consent was 
obtained from all individual participants.

Conflict of Interest Statement

The authors declare that they have no conflicts of interest.

Funding Sources

The authors did not receive any funding.

Author Contributions

G.P. Ding and X.F. Li: data collection, data analysis, and manu-
script writing. D. Fang: manuscript editing and proof. H. Hao: 
project development. X.S. Li: surgery and study design. L.Q. Zhou: 
quality monitoring.

References

  1	 Summerton DJ, Kitrey ND, Lumen N, Se-
rafetinidis E, Djakovic N. EAU guidelines on 
iatrogenic trauma. Eur Urol. 2012 Oct; 62(4): 

628–39.
  2	 Dobrowolski Z, Kusionowicz J, Drewniak T, 

Habrat W, Lipczyñski W, Jakubik P, et al. Re-
nal and ureteric trauma:  diagnosis and man-
agement in Poland. BJU Int. 2002 May; 89(7): 

748–51.

  3	 Abboudi H, Ahmed K, Royle J, Khan MS, 
Dasgupta P, N’Dow J. Ureteric injury:  a chal-
lenging condition to diagnose and manage. 
Nat Rev Urol. 2013 Feb; 10(2): 108–15.

  4	 Parpala-Spårman T, Paananen I, Santala M, 
Ohtonen P, Hellström P. Increasing numbers 
of ureteric injuries after the introduction of 
laparoscopic surgery. Scand J Urol Nephrol. 
2008; 42(5): 422–7.

  5	 Selzman AA, Spirnak JP. Iatrogenic ureteral 
injuries:  a 20-year experience in treating 165 
injuries. J Urol. 1996 Mar; 155(3): 878–81.

  6	 Stief CG, Jonas U, Petry KU, Sohn C, Bektas 
H, Klempnauer J, et al. Ureteric reconstruc-
tion. BJU Int. 2003 Jan; 91(2): 138–42.

D
ow

nl
oa

de
d 

by
: 

A
cc

es
s 

pr
ov

id
ed

 b
y 

th
e 

U
ni

ve
rs

ity
 o

f M
ic

hi
ga

n 
Li

br
ar

y
14

1.
21

5.
93

.1
65

 -
 5

/2
4/

20
21

 8
:4

4:
41

 A
M

https://www.karger.com/Article/FullText/511141?ref=1#ref1
https://www.karger.com/Article/FullText/511141?ref=2#ref2
https://www.karger.com/Article/FullText/511141?ref=3#ref3
https://www.karger.com/Article/FullText/511141?ref=4#ref4
https://www.karger.com/Article/FullText/511141?ref=5#ref5
https://www.karger.com/Article/FullText/511141?ref=6#ref6


Ding/Li/Fang/Hao/Li/ZhouUrol Int 2021;105:470–476476
DOI: 10.1159/000511141

  7	 Knight RB, Hudak SJ, Morey AF. Strategies 
for open reconstruction of upper ureteral 
strictures. Urol Clin North Am. 2013 Aug; 

40(3): 351–61.
  8	 Rassweiler JJ, Gözen AS, Erdogru T, Sugiono 

M, Teber D. Ureteral reimplantation for man-
agement of ureteral strictures:  a retrospective 
comparison of laparoscopic and open tech-
niques. Eur Urol. 2007 Feb; 51(2): 512–3.

  9	 Paick JS, Hong SK, Park MS, Kim SW. Man-
agement of postoperatively detected iatrogen-
ic lower ureteral injury:  should ureteroureter-
ostomy really be abandoned? Urology. 2006 
Feb; 67(2): 237–41.

10	 Lee Z, Waldorf BT, Cho EY, Liu JC, Metro MJ, 
Eun DD. Robotic ureteroplasty with buccal 
mucosa graft for the management of complex 
ureteral strictures. J Urol. 2017 Dec; 198(6): 

1430–5.
11	 Duty BD, Kreshover JE, Richstone L, Kavous-

si LR. Review of appendiceal onlay flap in the 
management of complex ureteric strictures in 
six patients. BJU Int. 2015 Feb; 115(2): 282–7.

12	 Dindo D, Demartines N, Clavien PA. Classi-
fication of surgical complications:  a new pro-
posal with evaluation in a cohort of 6336 pa-
tients and results of a survey. Ann Surg. 2004 
Aug; 240(2): 205–13.

13	 Smith AP, Bazinet A, Liberman D. Iatrogenic 
ureteral injury after gynecological surgery. 
Can Urol Assoc J. 2019 Jun; 13(6 Suppl 4): 

S51–5.
14	 Li LJ, Pan Y, Weng ZL, Bao WS, Yu ZX, Wang 

F. A Prospective randomized trial comparing 
pneumatic lithotripsy and holmium laser for 
management of middle and distal ureteral cal-
culi. J Endourol. 2015 Aug; 29(8): 833–7.

15	 Chen S, Zhou L, Wei T, Luo D, Jin T, Li H, et 
al. Comparison of holmium:  YAG laser and 

pneumatic lithotripsy in the treatment of ure-
teral stones:  an update meta-analysis. Urol 
Int. 2016 Aug; 98(2): 125–33.

16	 Aldoukhi AH, Black KM, Hall TL, Ghani KR, 
Maxwell AD, MacConaghy B, et al. Defining 
thermally safe laser lithotripsy power and ir-
rigation parameters:  in vitro model. J Endou-
rol. 2020 Jan; 34(1): 76–81.

17	 Assimos D, Crisci A, Culkin D, Xue W, Roe-
lofs A, Duvdevani M, et al. Preoperative JJ 
stent placement in ureteric and renal stone 
treatment:  results from the Clinical Research 
Office of Endourological Society (CROES) 
ureteroscopy (URS) Global Study. BJU Int. 
2016 Apr; 117(4): 648–54.

18	 Jessen JP, Breda A, Brehmer M, Liatsikos EN, 
Millan Rodriguez F, Osther PJ, et al. Interna-
tional collaboration in endourology:  multi-
center evaluation of prestenting for ureterore-
noscopy. J Endourol. 2016 Mar; 30(3): 268–73.

19	 Kaplan AG, Lipkin ME, Scales CD Jr, Prem-
inger GM. Use of ureteral access sheaths in 
ureteroscopy. Nat Rev Urol. 2016 Mar; 13(3): 

135–40.
20	 Snow-Lisy D, Monga M. Ureteroscopy for 

ureteral stones:  case discussion of impacted 
stone. In:  Nakada S, Pearle M, editors. Surgi-
cal management of urolithiasis. New York, 
NY:  Springer;  2013. Vol. 8;  p. 91–111.

21	 Stern KL, Loftus CJ, Doizi S, Traxer O, Monga 
M. A prospective study analyzing the associa-
tion between high-grade ureteral access 
sheath injuries and the formation of ureteral 
strictures. Urology. 2019 Jun; 128: 38–41.

22	 May PC, Hsi RS, Tran H, Stoller ML, Chew 
BH, Chi T, et al. The morbidity of ureteral 
strictures in patients with prior ureteroscopic 
stone surgery:  multi-institutional outcomes. J 
Endourol. 2018 Apr; 32(4): 309–14.

23	 Roberts WW, Cadeddu JA, Micali S, Kavous-
si LR, Moore RG. Ureteral stricture formation 
after removal of impacted calculi. J Urol. 1998 
Mar; 159(3): 723–6.

24	 Srougi V, Padovani GP, Marchini GS, Vicen-
tini FC, Mazzucchi E, Srougi M. Outcomes of 
surgical treatment of ureteral strictures after 
laser ureterolithotripsy for impacted stones. 
Can J Urol. 2015 Dec; 22(6): 8079–84.

25	 Adiyat KT, Meuleners R, Monga M. Selective 
postoperative imaging after ureteroscopy. 
Urology. 2009 Mar; 73(3): 490–3.

26	 Scales CD, Smith AC, Hanley JM, Saigal CS. 
Urologic diseases in America project:  preva-
lence of kidney stones in the United States. 
Eur Urol. 2012 Sep; 62(3): 160–5.

27	 Li Y, Li C, Yang S, Song C, Liao W, Xiong Y. 
Reconstructing full-length ureteral defects 
using a spiral bladder muscle flap with vascu-
lar pedicles. Urology. 2014 May; 83(5): 1199–
204.

28	 Armatys SA, Mellon MJ, Beck SD, Koch MO, 
Foster RS, Bihrle R. Use of ileum as ureteral 
replacement in urological reconstruction. J 
Urol. 2009 Jan; 181(1): 177–81.

29	 Kocot A, Kalogirou C, Vergho D, Riedmiller 
H. Long-term results of ileal ureteric replace-
ment:  a 25-year single-centre experience. BJU 
Int. 2017 Aug; 120(2): 273–9.

30	 Zhong W, Hong P, Ding G, Yang K, Li X, Bao 
J, et al. Technical considerations and out-
comes for ileal ureter replacement:  a retro-
spective study in China. BMC Surg. 2019 Jan; 

19(1): 9.
31	 Hong P, Cai Y, Li Z, Fan S, Yang K, Hao H, et 

al. Modified laparoscopic partial ureterecto-
my for adult ureteral fibroepithelial polyp:  
technique and initial experience. Urol Int. 
2019; 102(1): 13–9.

D
ow

nl
oa

de
d 

by
: 

A
cc

es
s 

pr
ov

id
ed

 b
y 

th
e 

U
ni

ve
rs

ity
 o

f M
ic

hi
ga

n 
Li

br
ar

y
14

1.
21

5.
93

.1
65

 -
 5

/2
4/

20
21

 8
:4

4:
41

 A
M

https://www.karger.com/Article/FullText/511141?ref=7#ref7
https://www.karger.com/Article/FullText/511141?ref=8#ref8
https://www.karger.com/Article/FullText/511141?ref=9#ref9
https://www.karger.com/Article/FullText/511141?ref=10#ref10
https://www.karger.com/Article/FullText/511141?ref=11#ref11
https://www.karger.com/Article/FullText/511141?ref=12#ref12
https://www.karger.com/Article/FullText/511141?ref=13#ref13
https://www.karger.com/Article/FullText/511141?ref=14#ref14
https://www.karger.com/Article/FullText/511141?ref=15#ref15
https://www.karger.com/Article/FullText/511141?ref=15#ref15
https://www.karger.com/Article/FullText/511141?ref=16#ref16
https://www.karger.com/Article/FullText/511141?ref=16#ref16
https://www.karger.com/Article/FullText/511141?ref=17#ref17
https://www.karger.com/Article/FullText/511141?ref=18#ref18
https://www.karger.com/Article/FullText/511141?ref=19#ref19
https://www.karger.com/Article/FullText/511141?ref=20#ref20
https://www.karger.com/Article/FullText/511141?ref=20#ref20
https://www.karger.com/Article/FullText/511141?ref=21#ref21
https://www.karger.com/Article/FullText/511141?ref=22#ref22
https://www.karger.com/Article/FullText/511141?ref=22#ref22
https://www.karger.com/Article/FullText/511141?ref=23#ref23
https://www.karger.com/Article/FullText/511141?ref=24#ref24
https://www.karger.com/Article/FullText/511141?ref=25#ref25
https://www.karger.com/Article/FullText/511141?ref=26#ref26
https://www.karger.com/Article/FullText/511141?ref=27#ref27
https://www.karger.com/Article/FullText/511141?ref=28#ref28
https://www.karger.com/Article/FullText/511141?ref=28#ref28
https://www.karger.com/Article/FullText/511141?ref=29#ref29
https://www.karger.com/Article/FullText/511141?ref=29#ref29
https://www.karger.com/Article/FullText/511141?ref=30#ref30
https://www.karger.com/Article/FullText/511141?ref=31#ref31

	startTableBody
	startTableBody
	startTableBody

