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Abstract 

Introduction: To describe our initial experience with ileal ureteral replacement (IUR) for the management of ureteral 
avulsion (UA) during ureteroscopic lithotripsy.

Methods: Between September 2010 and April 2021, ten patients received ileal ureteral replacement for ureteral 
avulsion during ureteroscopic lithotripsy. Anterograde urography and computed tomography urography (CTU) were 
applied to evaluate the lesion. Follow-up was performed with magnetic resonance urography and renal ultrasound as 
well as clinical assessment of symptoms. We retrospectively analysed the clinical data of ten patients treated with ileal 
ureteral replacement for the treatment of ureteral avulsion.

Results: Four patients underwent open ileal ureteral replacement, two underwent laparoscopic ileal ureteral replace-
ment, and four underwent robotic-assisted ileal ureteral replacement. The mean operative time (OT) was 310 min 
(range 191–530). The mean estimated blood loss (EBL) was 193 mL (range 10–1000). The mean length of the ileal 
graft was 21 cm (range 12–25). The median postoperative hospital time was 13 days (range 7–19). All surgeries were 
effectively completed, and no case required open conversion in laparoscopic and robotic-assisted surgeries. There 
was no obvious hydronephrosis according to contrast-enhanced computed tomography 3-dimensional reconstruc-
tion images without serious complications or progressive hydronephrosis during a median follow-up duration of 51 
months (range 5–131), and the success rate was 100%.

Conclusions: Our initial results and experience showed that ileal ureteral replacement for the management of ure-
teral avulsion during ureteroscopic lithotripsy is safe and feasible.

Keywords: Ileal ureteral replacement, Ureteral avulsion, Ureteral injuries, Ureteroscopic lithotripsy, Laparoscopy, 
Robot-assisted surgery
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Introduction
Urolithiasis is a common disease, so ureteroscopic litho-
tripsy is widely used in urology. With the prevalence and 
development of ureteroscopic surgery, treatment-related 
complications have recently increased. Ureteroscopy 
has been a common cause of iatrogenic ureteric trauma. 
The most severe complication is ureteral avulsion (UA), 
with an incidence of 0–0.3% [1]. UA, first introduced by 
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Hodge to describe an upper urinary tract injury, refers to 
the discontinuation of the full thickness of the ureter [2].

There are some surgical reconstruction techniques 
for UA (longer ureteral injuries), including ileal ureteral 
substitution, autologous renal transplantation, and buc-
cal mucosa ureteroplasty [3–5]. Autologous renal trans-
plantation is not performed routinely by many medical 
centers, in addition to substantial trauma and nephrec-
tomy-related organ loss. Although buccal mucosa ureter-
oplasty is another option for long segment ureteral injury, 
experience is limited [5]. Ileal ureteric replacement is a 
reliable solution for complex urinary reconstruction [6]. 
Open ileal ureteral substitution is a traditional surgical 
method, and it has gradually been replaced by minimally 
invasive surgery (MIS) in the clinic, including laparo-
scopic (LS) or robotic-assisted surgery (RAS) [7]. Cur-
rently, there is no consensus about the optimal surgical 
approach for the management of UA because of uretero-
scopic lithotripsy.

In this study, we present the first and largest case series 
of ureteroscopy-related ureteral avulsion because of uret-
eroscopy treated with ileal ureter replacement.

Materials and methods
Clinical materials
Between September 2010 and April 2021, ten patients 
were admitted to the hospital with a diagnosis of UA 
treated with ileal ureter replacement, which was per-
formed by the same surgeon. The UA of ten patients was 
caused by ureteroscopic lithotripsy in other hospitals. 
Two of the patients underwent immediate ureterouret-
erostomy and one underwent immediate IUR. Other 
seven patients underwent nephrostomy to wait follow-
up operation. We retrospectively analyzed ten patients’ 
demographics, perioperative variables, and follow-up 
data, which are recorded in Table  1. The permission to 
use patient’s medical record and informed consent were 
obtained from the patients.  This study was approved by 
the Ethics Committee of Peking University First Hospital, 
and informed consent was obtained from all patients.

Presurgical evaluation
Preoperative radiographic examinations, such as ante-
grade pyelography and computed tomography urogra-
phy (CTU), were performed routinely. These patients 
were revealed by preoperative antegrade pyelography by 
nephrostomy tube (except case 4) (Fig. 1). Antegrade pye-
lography demonstrated that the ureteral contrast medium 
was interrupted with or without hydronephrosis. Preop-
erative three-dimensional (3D) image reconstruction 
was applied to evaluate the relationship between the 
ureter and adjacent organs (Fig. 1). Renal dynamic imag-
ing was used to evaluate perioperative renal function. 

Renal function and serum electrolytes were normal in all 
patients. Open surgery was the main method before the 
laparoscopic and robotic technique was applied in the 
clinic. When explaining the difference between the two 
approaches, the robotic-assisted or conventional laparo-
scopic approach depends on the patient’s choice.

Surgical techniques
The ileal ureter substitution was similar to that described 
in our previous study [7]. After general anesthesia, the 
patient was placed in the oblique position (45° from 
horizontal) with the lesion side up. Access was achieved 
using a Veress needle, and abdominal ports were placed 
(Fig.  2a). The supine position was obtained with an 
abdominal midline incision of approximately 25  cm in 
open surgery. The surgical procedures were similar in 
laparoscopic and robotic ileal ureteral replacement. After 
mobilization of the colon, the renal pedicle was located 
through the gonadal veins and ureter. The ureter was dis-
sected free to the level of the lesion, which was recogniz-
able because of obvious scar tissue (Fig.  2b). The ureter 
adjacent to the lesion was widely spatulated for the anas-
tomosis. The ileal segment was selected 12–20 cm away 
from the ileocecal junction after measuring the length of 
the defect (Fig. 2c), which was used to bridge the ureteral 
defect in an isoperistaltic way. The ileal graft was exteri-
orized through a midline infra-umbilical incision. Intes-
tinal continuity was restored after the ileal segment was 
resected with side-to-side anastomosis by linear staplers 
(Fig.  2d). A mesenteric window is created, and the ileal 
segment is played through into the retroperitoneal space 
while the distal part is close to the bladder. A 7F ureteral 
stent was inserted and fixed to the proximal and distal 
ends of an ileal graft to avoid dislocation. Subsequently, 
the ileal graft was returned to the abdominal cavity, and 
the pneumoperitoneum was reestablished. Pyeloileal and 
ureteroileal anastomoses were performed in an inter-
mittent end-to-end fashion with the 4-0 vicryl. A distal 
anti-reflux nipplevalve was created (Fig. 2e). The anterior 
wall of the bladder was cut, and ileal‐vesical anastomoses 
were performed using full‐thickness intermittent sutures 
(Fig. 2f, g). Then, the colon was placed back in place and 
covered in front of the ileal graft. Close the incised mes-
entery to prevent internal hernias. Finally, a Foley cath-
eter was left to the bladder, and two drains were placed 
adjacent to the anastomoses.

Postoperative care and  follow‑up After the operation, 
patients received an indwelling Foley catheter, a drain 
near the anastomosis, and a Double-J stent (D-J stent). 
The Foley catheters were removed within 1 week postop-
eratively. Radiography was performed routinely to con-
firm that the D-J stent stayed in the appropriate position. 
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The D-J stent was removed 2 or 3  months after surgery. 
After that, antegrade pyelography was performed to judge 
whether the upper urinary tract was unobstructed before 
the nephrostomy tube was removed. Patients were fol-
lowed up for 3 months, 6 months for the first year, and 
annually after surgery by a standardized and telephone 
interview or clinical visit. Physical examination, blood 
tests (including arterial blood gas analysis) and routine 
urine tests were performed routinely. Renal function was 
assessed by serum creatinine every visit and diuretic renal 
dynamic imaging at half and 1 year. About the follow-up 
plan of radiographic examinations, magnetic resonance 
urography (MRU) was performed at the 3rd month, 
CTU at the 6th month. Ultrasound was performed every 
3    months in first year and semiannual evaluation later. 
The success of surgery was defined as improved or no pro-
gress in hydronephrosis on ultrasound without nephros-
tomy tube.

Results
All patients were diagnosed with UA caused by uretero-
scopic lithotripsy with the nephrostomy tube performed 
intraoperatively or postoperatively for 3 to 6 months 
(except case 4) before IUR. Patient 5 and 7 previously 
underwent immediate ureteroureterostomy prior to IUR. 
The result in detail is described in Table 1. The mean age 
of the patients was 50 years (range 36–74), and the mean 

body mass index (BMI) was 23.6  kg/m2 (range 18.9–
27.9). Four patients underwent open IUR, two underwent 
laparoscopic IUR, and four underwent robotic-assisted 
IUR. The mean operative time (OT) was 310 min (range 
191–530). The 530 min of OT (only patient 4), is of the 
whole procedure from the beginning of ureteroscopic 
lithotripsy to the end of IUR. The mean estimated blood 
loss (EBL) was 193 mL (range 10–1000). The mean length 
of the ileal graft was 21 cm (range 12–25). All surgeries 
were effectively completed, and no case required open 
conversion in laparoscopic and robotic-assisted surger-
ies. No postoperative complications of high grade (grade 
III and IV) occurred within 1 month of surgery accord-
ing to the Clavien–Dindo classification system [8]. Two 
patients had incomplete intestinal obstruction (grade 
II) and were treated with short-term fasting water (case 
1 and case 10). Except that, no other complications 
occurred in all patients. The mean liquid diet time was 
5 (3–9) days, and the ambulation time was 2 (range 1–3) 
days. The median postoperative hospital time was 13 
days (range 7–19). Postoperative renal function, shown 
by serum creatinine and diuretic renal dynamic imag-
ing, were in the normal range in ten patients. To date, the 
median follow-up duration has been 51 months (range 
5–131). All patients had nephrostomy tubes, and D-J 
stents were removed 2–3 months after the operation. 
There was no obvious hydronephrosis according to the 

Fig. 1 Perioperative examination was performed to evaluate ureteral avulsion. a Antegrade pyelography from the nephrotomy tube demonstrating 
that ureteral contrast medium was interrupted with mild hydronephrosis. b Preoperative three-dimensional image reconstruction demonstrates 
the location of UA
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contrast-enhanced CT 3D reconstruction image (Fig. 3a). 
MRU showed well-healed anastomosis, and the upper 
urinary tract was unobstructed (Fig. 3b). Therefore, there 
was a 100% success rate without serious complications or 
progressive hydronephrosis during follow-up at 5 to 131 
months. All patients were in good general condition and 
did not report obvious discomfort during follow-up.

Discussion
As ureteroscopic technology has advanced, as mini-
mally invasive surgery, ureteroscopic lithotripsy inter-
vention has become an increasingly common treatment 
for patients with renal or ureteral stones. Most of the 
complications caused by this technology and manage-
ment respond favorably to simple drainage of urine with 
D-J stents or ureteral stents. However, iatrogenic ure-
teral avulsion is a disastrous complication that can occur 

during a ureteroscopic procedure, although such a com-
plication is a rare occurrence [9].

Ureteral avulsion might occur for the following rea-
sons: (1) ureter inflammatory edema or hyperplasia scar 
formation and other changes, resulting in distortion and 
thinning of the ureter. (2) If a rigid ureteroscope that is 
too large is placed into the ureter, the phenomenon of 
scabbling of the ureteroscope easily occurs when it is 
withdrawn. (3) The proximal third of the ureter may be 
at greatest risk for avulsion because of the least muscu-
lar tissue support and low tensile strength [10]. There are 
several methods to avoid ureteral avulsion. For example, 
strictly grasping operative indications, especially the size 
and location of stones, should be considered. Then, it is 
essential for safety to place a working guidewire when 
performing ureteroscopic lithotripsy [11]. Moreover, 

Fig. 2 The pictures of operation. a Port placement of minimal invasive IUR. b Intraoperative navigation by 3D models in robotic surgery; c the 
length of the ileal segment was measured; d the side-to-side anastomosis was created at the edge of the anti-mesentery by a linear stapler; e the 
anti-reflux nipple valve was made; f ileovesical anastomosis; g schematic diagram of the anti-reflux nipple valve
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maintaining a good view and gentle operation consist-
ently avoids rough operation.

When UA occurs, some reasoned approaches for the 
treatment of UA should be adopted. Although it may be 
tempting to perform immediate repair once injured, the 
surgeon’s experience and center facilities must be taken 
into account. One patient (case 4) with ureteral avul-
sion underwent immediate laparotomy and ileal ureter 
replacement by a skilled doctor. If not, in general, delayed 
repair is recommended, and diversion of the urine (e.g., 
nephrostomy) will be conducted. If conservative manage-
ment is attempted, there is a high risk of renal failure and 
stricture, even nephrectomy, whenever reconstruction is 
performed [12, 13]. There is no consensus over how to 
reconstruct the damaged ureter. The location and length 
of the ureteral defect were evaluated by preoperative 
radiology, and the reconstruction strategy depended on 
it.

Autologous renal transplantation is described as a 
choice for ureteral injury, but it is not performed rou-
tinely by many medical centers, in addition to substantial 
trauma and nephrectomy-related organ loss. Therefore, 
this operation has been decreasing continuously in recent 
years [14]. Some studies have shown that appendiceal 
interposition can be effective for UA [15, 16]. This is 
generally suitable for middle and distal ureteral defects 

because of the anatomical location of the appendix. In 
addition, Duty et al. [17]. reported that six patients had 
a good outcome after undergoing appendiceal onlay flap 
ureteroplasty for the proximal and middle ureters, but 
the mean stricture length was only 2.5  cm. Therefore, 
this technique may be more suitable for short defects. In 
addition, buccal mucosa ureteroplasty is another option 
for long segment ureteral injury, but experience is lim-
ited [5]. In line with appendiceal interposition, this tech-
nique for reconstruction defect length was approximately 
3–5 cm [18], which was difficult for long UAs. Further-
more, bladder flap with psoas hitch is an optional way to 
long segment injuries (mostly no more than 10 cm) [19], 
overlong lesion will lead to excessive tension at the anas-
tomosis. UA reached a length of 10–25 cm in our study, 
and it was difficult to dissect due to extensive fibrosis 
around the ureter and the loss of normal tissue anatomy, 
so that was not suitable for our patients. By the way, our 
previous study also found IUR combined Boari flap–
psoas hitch could be applied to these patients with bor-
derline renal function in order to minimize the length of 
ileal segment [20].

A longer ureteral defect can be replaced using a seg-
ment of the intestines, usually the ileum (ileal interposi-
tion graft), in our department [7]. The first ileal ureter 
substitution was reported by Goodwin et  al. [21]. This 

Fig. 3 Postoperative evaluation at the follow-up. 3D CT image reconstruction (a) and magnetic resonance urography (b) demonstrate the 
morphology of ileal ureter replacement without hydronephrosis
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technique is regarded as an effective procedure for 
repairing long ureteral defects [22].

IUR may also be the first choice for ureteral avulsion 
regardless of immediate or delayed repair, and uret-
eroureterostomy was not a recommended attempt. An 
avulsed ureter with severe inflammation would cause 
ureteral stricture if immediate ureteroureterostomy 
was performed. These conditions occurred in cases 5 
and 7, and the two patients had hydronephrosis soon 
after immediate ureteroureterostomy. Finally, IUR was 
performed, and hydronephrosis was released during 
follow-up. Open ileal ureteral substitution has some dis-
advantages, including greater trauma, longer recovery, 
and more complications. At present, minimally invasive 
techniques are often chosen, including laparoscopic sur-
gery and robotic surgery [7, 23], which have lower nar-
cotic requirements, shorter hospital stays, and shorter 
times to convalescence. According to Table 1, mean oper-
ative time as shorter for MIS group. Results concerning 
blood loss, liquid diet, and ambulation time proved that 
minimally invasive techniques might conform more to 
the principle of enhanced recovery after surgery (ERAS). 
However, incomplete intestinal obstruction (cases 1 
and 10) might occur regardless of the surgical approach 
chosen.

Nephrostomy is performed routinely to ensure nor-
mal preoperative renal function. Patients with signifi-
cant renal insufficiency should not be recommended for 
surgery. There is still no standard length of time to keep 
the nephrostomy tube, and the length of time less influ-
ences the prognosis based on our initial experiences. The 
operation should conform to some principles to ensure 
successful anastomosis. It is widely acknowledged that 
the general principles of ureteral reconstruction include 
a good remaining blood supply, a tension-free, watertight 
anastomosis that is adequately spatulated, and the use of 
absorbable fine sutures [24, 25].

There is still controversy regarding whether an anti-
reflux papillary valve is recommended. Xu et  al. [26] 
reported that the proximal anti-refluxing technique 
appears to be a reliable procedure for treating long-seg-
ment ureteral strictures. Waldnerd et  al. [27]. thought 
that anti-reflux procedures were not always necessary 
because ileal peristalsis could suppress the reflux, espe-
cially more than 15 cm of ileum. According to our previ-
ous studies [7, 20], proximal ureteral ileum anastomosis 
should not be designed to prevent reflux, but proximal 
anastomosis should be as wide as possible to allow urine 
to flow out without resistance, while distal anastomosis is 
necessary to prevent reflux. In this cohort, UA reached a 
length of 10–25 cm, so IUR may be the optimal method 
to bridge the defect, which makes patients eliminate 
nephrostomy and resume a normal life. We used a distal 

anti-reflux nipple for the anti-flux procedure. No cases of 
postoperative reflux were observed by cine MRU.

There are some postoperative complications, including 
urinary infection, metabolic acidosis, mucus obstruction, 
or stenosis of the ileal ureter. Therefore, postoperative 
management of the patients was also necessary. Two 
patients had incomplete intestinal obstruction (grade II) 
and were treated with short-term fasting water in our 
study.

The scarcity of literature, as well as small case series, 
reflects the exploration of IUR for UA [12, 13, 28]. Our 
study reported that ten patients had the longest follow-
up range of 5 to 131 months, demonstrating the treat-
ment and consideration of ureteral avulsion under 
ureteroscopy, which is rare. In addition, preoperative 
three-dimensional reconstruction was first used in the 
management of UA to help assess the anatomic relation-
ship between the targeted area and peripheral structure 
and improve surgical efficacy, which is not reported in 
the UA literature. Our experience with IUR, whatever 
MIS or open surgery, shows the feasibility in the treat-
ment of UA because of ureteroscopy.

There are some limitations to our study. It is a retro-
spective study and has some bias. Our results are limited 
by the small number of patients. It should be mentioned 
that UA is relatively rare, so large series are difficult to 
generate. An important drawback is the lack of control 
group that would enable to compare success rate and 
complications rates. We are optimistic that this initial 
report can serve as a foundation for developing standard-
ized management of UA.

Conclusions
In conclusion, our initial experience demonstrates that 
ileal ureteral replacement is a feasible and effective tech-
nique for managing ureteral avulsion because of uretero-
scopic lithotripsy. However, future studies including large 
numbers and long-term follow-up of cases are required.

Acknowledgements
None.

Author contributions
Conception and design: KY, XL; administrative support: NF, LZ; provision of 
study material: PZ, CM, JG; data collection or management: HG, DL; data analy-
sis: WJZ, BL, ZZ; manuscript writing: CY, ZL, JW. All authors read and  approved 
the final manuscript.

Funding
Not applicable.

Availability of data and materials
The datasets generated and/or analyzed during the current study are not 
publicly available due to privacy or ethical restrictions but are available from 
the corresponding author on reasonable request.



Page 8 of 8Yuan et al. BMC Surgery          (2022) 22:262 

Declarations

Ethics approval and consent to participate
The protocol of this research has been approved by the Ethics Committee of 
Peking University First Hospital, approval number (No. 2019134). All methods 
were performed in accordance with the Declaration of Helsinki. All patients 
have signed written informed consent.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no conflicts of interest.

Author details
1 Department of Urology, Peking University First Hospital, National Urological 
Cancer Center, Institute of Urology, Peking University, No. 8 Xishiku St, Xicheng 
District, Beijing 100034, China. 2 Department of Nursing, Peking University First 
Hospital, National Urological Cancer Center, Institute of Urology, Peking Uni-
versity, No. 8 Xishiku St, Xicheng District, Beijing 100034, China. 3 Department 
of Urology, Emergency General Hospital, No. 29, Xibahenanli St, Chaoyang 
District, Beijing 100028, China. 4 Department of Urology, Panjin Liaohe Oilfield 
Gem Flower Hospital, No. 26, YingBin St, Xinglongtai District, Panjin 124010, 
China. 5 Department of Urology, Qinhuangdao Jungong Hospital, No. 15, 
YuFeng St, Haigang District, 066001 Qinhuangdao, China. 6 Department 
of Urology, Affiliated Wuxi No. 2 Hospital, Nanjing Medical University, No. 68, 
Zhongshan St, Liangxi District, Wuxi 214001, China. 

Received: 19 January 2022   Accepted: 14 June 2022

References
 1. Johnson DB, Pearle MS. Complications of ureteroscopy. Urol Clin N Am. 

2004;31(1):157–71.
 2. Hodge J. Avulsion of long segment of ureter with Dormia basket. Br J 

Urol. 1973;45(3):328.
 3. Meng MV, Freise CE, Stoller ML. Expanded experience with laparoscopic 

nephrectomy and autotransplantation for severe ureteral injury. J Urol. 
2003;169(4):1363–7.

 4. Wolff B, Chartier-Kastler E, Mozer P, Haertig A, Bitker MO, Rouprêt M. Long-
term functional outcomes after ileal ureter substitution: a single-center 
experience. Urology. 2011;78(3):692–5.

 5. Zhao LC, Weinberg AC, Lee Z, Ferretti MJ, Koo HP, Metro MJ, Eun DD, 
Stifelman MD. Robotic ureteral reconstruction using buccal mucosa 
grafts: a multi-institutional experience. Eur Urol. 2018;73(3):419–26.

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

 7. Zhu W, Xiong S, Fang D, Hao H, Zhang L, Xiong G, Yang K, Zhang P, Zhu 
H, Cai L, et al. Minimally invasive ileal ureter replacement: comparative 
analysis of robot-assisted laparoscopic versus conventional laparoscopic 
surgery. Int J Med Robot. 2021;17(3):e2230.

 8. Clavien PA, Barkun J, de Oliveira ML, Vauthey JN, Dindo D, Schulick RD, de 
Santibanes E, Pekolj J, Slankamenac K, Bassi C, et al. The Clavien–Dindo 
classification of surgical complications: five-year experience. Ann Surg. 
2009;250(2):187–96.

 9. Bader MJ, Eisner B, Porpiglia F, Preminger GM, Tiselius HG. Contemporary 
management of ureteral stones. Eur Urol. 2012;61(4):764–72.

 10. Shilo Y, Pichamuthu JE, Averch TD, Vorp DA. Evaluation of the ten-
sile strength of the human ureter–preliminary results. J Endourol. 
2014;28(12):1470–3.

 11. Assimos D, Crisci A, Culkin D, Xue W, Roelofs A, Duvdevani M, Desai M, de 
la Rosette J. Preoperative JJ stent placement in ureteric and renal stone 
treatment: results from the clinical research office of endourological soci-
ety (CROES) ureteroscopy (URS) global study. BJU Int. 2016;117(4):648–54.

 12. Gao P, Zhu J, Zhou Y, Shan Y. Full-length ureteral avulsion caused by 
ureteroscopy: report of one case cured by pyeloureterostomy, greater 

omentum investment, and ureterovesical anastomosis. Urolithiasis. 
2013;41(2):183–6.

 13. Sevinc C, Balaban M, Ozkaptan O, Yucetas U, Karadeniz T. The manage-
ment of total avulsion of the ureter from both ends: our experience and 
literature review. Arch Ital Urol Androl. 2016;88(2):97–100.

 14. Shekarriz B, Lu H, Duh Q, Freise CE, Stoller ML. Laparoscopic nephrectomy 
and autotransplantation for severe iatrogenic ureteral injuries. Urology. 
2001;58(4):540–3.

 15. Gn M, Lee Z, Strauss D, Eun D. Robotic appendiceal interposition with 
right lower pole calycostomy, downward nephropexy, and psoas hitch 
for the management of an iatrogenic near-complete ureteral avulsion. 
Urology. 2018;113:e9–10.

 16. Wang J, Xiong S, Fan S, Yang K, Huang B, Zhang D, Zhu H, Ji M, Chen J, 
Sun J, et al. Appendiceal onlay flap ureteroplasty for the treatment of 
complex ureteral strictures: initial experience of nine patients. J Endourol. 
2020;34(8):874–81.

 17. Duty BD, Kreshover JE, Richstone L, Kavoussi LR. Review of appendiceal 
onlay flap in the management of complex ureteric strictures in six 
patients. BJU Int. 2015;115(2):282–7.

 18. 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;198(6):1430–5.

 19. Stein R, Rubenwolf P, Ziesel C, Kamal MM, Thüroff JW. Psoas hitch and 
boari flap ureteroneocystostomy. BJU Int. 2013;112(1):137–55.

 20. Zhong W, Hong P, Ding G, Yang K, Li X, Bao J, Bao G, Cui L, Men C, Li Z, 
et al. Technical considerations and outcomes for ileal ureter replacement: 
a retrospective study in China. BMC Surg. 2019;19(1):9.

 21. Goodwin WE, Winter CC, Turner RD. Replacement of the ureter by 
small intestine: clinical application and results of the ileal ureter. J Urol. 
1959;81(3):406–18.

 22. Zhong W, Du Y, Yang K, Meng S, Lin R, Li X, Zhuang L, Cai L, Cui H, He Z, 
et al. Ileal ureter replacement combined with boari flap-psoas hitch to 
treat full-length ureteral defects: technique and initial experience. Urol-
ogy. 2017;108:201–6.

 23. Stein RJ, Turna B, Patel NS, Weight CJ, Nguyen MM, Shah G, Aron 
M, Fergany AF, Gill IS, Desai MM. Laparoscopic assisted ileal ureter: 
technique, outcomes and comparison to the open procedure. J Urol. 
2009;182(3):1032–9.

 24. Stief CG, Jonas U, Petry KU, Sohn C, Bektas H, Klempnauer J, 
Chavan A, Galanski M, Montorsi F. Ureteric reconstruction. BJU Int. 
2003;91(2):138–42.

 25. Knight RB, Hudak SJ, Morey AF. Strategies for open reconstruction of 
upper ureteral strictures. Urol Clin N Am. 2013;40(3):351–61.

 26. Xu YM, Feng C, Kato H, Xie H, Zhang XR. Long-term outcome of ileal 
ureteric replacement with an iliopsoas muscle tunnel antirefluxing 
technique for the treatment of long-segment ureteric strictures. Urology. 
2016;88:201–6.

 27. Waldner M, Hertle L, Roth S. Ileal ureteral substitution in reconstruc-
tive urological surgery: is an antireflux procedure necessary? J Urol. 
1999;162(2):323–6.

 28. Ragonese M, Foschi N, Pinto F, Di Gianfrancesco L, Bassi P, Racioppi M. 
Immediate ileal ureter replacement for ureteral avulsion during ureteres-
copy. IJU Case Rep. 2020;3(6):241–3.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Ileal ureteral replacement for the management of ureteral avulsion during ureteroscopic lithotripsy: a case series
	Abstract 
	Introduction: 
	Methods: 
	Results: 
	Conclusions: 

	Introduction
	Materials and methods
	Clinical materials
	Presurgical evaluation
	Surgical techniques
	Postoperative care and follow-up 



	Results
	Discussion
	Conclusions
	Acknowledgements
	References


