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A CASE OF CUT-TO-THE-LIGHT INCISION FOR URETEROILEAL
ANASTOMOTIC OBSTRUCTION AFTER ROBOT-ASSISTED
RADICAL CYSTECTOMY AND ILEAL CONDUIT
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A 68-year-old man with muscle invasive bladder cancer underwent robot-assisted radical cystectomy

and ileal conduit for urinary diversion using the Wallace procedure. Two months after surgery, the patient

developed recurrent urinary tract infections, and computed tomography showed left hydronephrosis.

Nephrostography revealed a left ureteroileal anastomotic obstruction. Ho-YAG laser-assisted incision and

transureter dilatation were performed 6 months after surgery. Nephrostography performed 1 month after

dilatation confirmed improvement of the obstructed area and no symptom recurrence.
(Hinyokika Kiyo 71: 155-158, 2025 DOI: 10.14989/ActaUrolJap_71_5_155)
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Fig. 1. A. Plain computed tomography image. A.
Left renal pelvis dilation. Hydronephrosis
was Grade 2. B. Nephrostography showing
ureteroileal anastomotic obstruction. The
arrow indicates the interruption of the
contrast media.
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Fig. 2. Intraoperative image showing that the length
of the obstruction measured 9 mm.

AL CEATHRICBIZR 3 2 &, JRE R C R EE~
DREIER TE 2 ho - OB L HIk L
7z, BT CEEMEE B X CREHEOZNEROY
Wi O HEORKIEM AR CHET S ERES1X9
mm CTdh o7z (Fig. 2). BRI & SR E o
Jelm 6 FE R SN % B CHERR L CRIZER % [
5E L7z (Fig. 3A, B). &5 S 102 MBS 0 s
*HEIZL T, BEREHESS Ho-YAG L —¥—%
FALT5Hz 0.5] CRHZEM A L7z (Fig 3C,
D). T L7zt A T A Y —% b 5GEeE
ANEFEL, RESAL—F—T9Fr TTIRLT7
Froy Y 7V ] IREAT Y FEHELTFMKT &
L7,

Mt < IR ITIRIBIEIE DI % <, MMTE %
DEFEREIX Cre 1.68 mg/dl, eGFR 33.2ml/min/1.73
m’>CTh V), JEERME 1 A H B o B TR G
Wy 4550 o Bl & fERR L 7 (Fig. 4). B HEfE1X eGFR
37.3ml/min/1.73m? T, FWEEEL, REAT ¥
ML CHIEZRR L ZARMBEOMEZ FHE
ENTzized, REAT v NEMKEBEOFEE Lz il
H%4PHETAT Y FEHCIRELTLEY, HESE
Buor iRz, O ETEREILX ¢GFR 40.2 ml/min/
1.73m? KEREZL— Fid 1 Tho 278, PikH
HBCKBEZZL—=F0EhoTary bu— s
otz ZORBRIIFEHFTME CKEREDL 7L —F 0~
| THERE L7272 Ol EANRIE & 22 o 720 BUE, iiiefy
157 H##E LT, BHAEE eGFR 36.5ml/min/1.73
m?, ZEKBEEIZZL—F0~1, ERFRIIEDT
W W2 ORI 2 ik L T\ 5.

E =

[0 i 3845 3 SR A D & BEAE 124920~30% ), T
Wy G ARZE DA U D HEER 1349~ 14 0% R & il &
NTWBEY | 2 RGN O W A2 13 Nesbit
BE Wallece 055 5V 75, £ 50WE%1T ) I
DV TR 2 BPSEHE L 72 <, FERERCATE O HIITIC &
NERZZ->TBY, AEFITIE Wallece 2L Y& %
7o 72, BE QWS TIE P25 4 %13 Neshit
(2.9%) & Wallace ¥ (1.9%) 12 & 24 FHOE
WIBTEE T, WEROKE SRREDILG, WEIS
WA RIER EEBOERPEE T L LS T
BV F 7 RRESLRERZE AN & AR PR BR ZE Al
Wy 535072 DI ZED D B DI HRE ST TH & 2221
EnTwind,

FH & 13 &k hi5e e+ 25 & LT, OW
GIRE B OMATEE, QRENEMEE, OFMANK
PPy, @YETO~A T =) — 712X 5FE - 4
ML, OMSHRIEEOBEMRE, 257 Tw5b. KEHIT
1Z RARC B K O[5 38 45 0 B A 12 | 2 RS A ) &3



157

Fig. 3. A.Tlexible ureteroscopy image. The light from the ileal conduit is visible. ~ Bleeding spots are
apparent around the stenosis. B. Rigid cystoscope image. The light from the flexible
ureteroscopy is clearly visible.  C. View during incision showing incision made from the ureteral
side using a Ho-YAG laser.  D. View during incision from the rigid cystoscope side.

Fig. 4. Postoperative nephrostography showing the
passage of the stent and opening of the
obstruction.
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