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Objective: The treatment of vesico-urethral anastomotic stenosis (VUAS) is difficult because )
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of the high risk of urinary incontinence. Cystoscopy-guided robotic Y-V plasty is hypothe-

sized to reduce the incidence of urinary incontinence compared to traditional Y-V plasty. The  Keywords:

Prostatectomy; Robotic
Surgical Procedures; Urinary
Incontinence

purpose of this study was to evaluate the efficacy of cystoscopy-guided robotic Y-V plasty.
Materials and Methods: All patients diagnosed with VUAS following radical prostatectomy
between January 2019 and December 2024 were retrospectively reviewed. Patients with

damaged external urethral sphincter or stenosis involving the external sphincter were ex-
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cluded. Cystoscopy-guided robotic Y-V plasty was performed at least three months after the
last failed intervention. After catheter removal, patients were scheduled for re-examination
at one, six, twelve and twenty-four months. Uroflowmetry was routinely performed and cys-
toscopy was performed at six months after surgery. Postoperative changes in patients’erec-  Accepted after revision:

tile function, lower urinary tract symptoms, and urinary continence were followed up using  July 10, 2026
Five-item International Index of Erectile Function (lIEF-5), International Prostate Symptom

Score (IPSS), and urinary continence grading. Published as Ahead of Print:

Results: Twenty-eight patients were enrolled. All patients were followed up for 6-59 (median August 05, 2026

30) months after surgery. The final success rate was 96.4% (27/28). Normal continence was

. . . o . . . o . i
achieved in 25 patients (92.6%). Social continence occurred in 2 (7.4%). No patients expe Editor in Chief

rienced clinical incontinence. The patients’ postoperative IPSS scores achieved significant
improvement compared with preoperative.

Conclusion: The surgical strategy cystoscopy-guided robotic Y-V plasty is more precise,
direct and efficient in protecting the external urethral sphincter. It ensures a high success
rate and simultaneously reduces the occurrence of urinary incontinence.
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INTRODUCTION

Vesico-urethral anastomotic stenosis (VUAS) is
a potential complication after radical prostatectomy (1).
The reported incidences have significantly decreased
since the advent of robotic surgery, largely thanks to
higher-quality vesico-urethral anastomosis and greater
water tightness (2-4). The actual incidence of VUAS has
declined significantly over time, from an initial alarming
rate of > 17% to a contemporary lower rate of < 1% (5, 6).
Despite its decreasing prevalence, VUAS continues to
pose a significant challenge in terms of management for
both patients and reconstructive surgeons.

In case of stenosis recurrence after two or more
failed endoscopic attempts, it is described as recalci-
trant VUAS. This rare yet challenging condition lacks
a universally accepted standard treatment approach.
The first-line treatment often involves endoscopic pro-
cedures (7), with variations in its modalities: dilatation,
incision, resection, or application of scar modulators.
Surgical reconstruction is typically utilized for intricate
cases of recurrent VUAS (8). Several reports advocate
a vesico-urethral reanastomosis after failure of endo-
scopic treatments (9, 10). Nonetheless, the occurrence
of new onset incontinence is surprisingly high, reach-
ing up to 31%. This limits its widespread application. In
1950s, Young first described an Y-V plasty of the bladder
neck (11). The Y-V plasty offers a high success rate by
enabling reconstruction of a wide reanastomosis with
a flap of healthy tissue. Although this technology brings
new hope for bladder neck contracture after transure-
thral surgery for benign prostatic hyperplasia (12, 13), it
is difficult to effectively treat the VUAS after radical pros-
tatectomy. The primary challenge lies in mitigating the
risk of urinary incontinence, given the limited length of
the residual functional urethra following radical prosta-
tectomy, which poses a challenge in avoiding damage
to the external urethral sphincter. Therefore, avoiding in-
traoperative injury to the external sphincter is crucial to
reduce the occurrence of new onset incontinence.

Robotic bladder neck Y-V plasty under direct
vision of the cystoscope can achieve the goal of pre-
serving urinary control function. Here, through this
multi-center retrospective study, we aimed to share our

experience and preliminary outcomes of cystoscopy-
guided robotic Y-V plasty for the treatment of VUAS fol-
lowing radical prostatectomy.

MATERIALS AND METHODS

Patients and preoperative preparations

This study adheres to the principles outlined
in the Declaration of Helsinki and was approved by the
institutional review board (LY2025-378-B). Informed
consent was obtained from all patients. All patients
diagnosed with VUAS following radical prostatectomy
between January 2019 and December 2024 were retro-
spectively reviewed. The surgeries were performed by
four surgeons in three institutions. Preoperative evalu-
ation included a medical history, physical examina-
tion, urinalysis, urine culture, uroflowmetry, retrograde
and voiding cysto-urethrography (RVCUG), cystoscopy
and magnetic resonance imaging (MRI). Based on the
preoperative MRI (Figure-1A), RVCUG (Figure-1B) and
cystoscopy (Figure-1C), patients who had undergone
cystoscopy-guided robotic Y-V plasty and whose exter-
nal urethral sphincter was structurally and functionally
intact were included. However, those with damaged ex-
ternal urethral sphincter or stenosis involving the exter-
nal sphincter were excluded. Patients who underwent
radiotherapy after radical prostatectomy were excluded.
In addition, patients with incomplete clinical records,
missing follow-up data, or lost to follow-up were also
excluded. Before surgery, the erectile functions of all pa-
tients were evaluated using the Five-item International
Index of Erectile Function (IIEF-5). According to the IIEF-
5, erectile function can be divided into normal, mild,
moderate, and severe erectile dysfunction (ED) (14). The
International Prostate Symptom Score (IPSS) was used
to assess patients' lower urinary tract symptoms (15).
Cystoscopy-guided robotic Y-V plasty was performed at
least three months after the last failed intervention.

SURGICAL STRATEGY AND
TECHNIQUES

The robotic surgery was performed using da
Vinci Xi platform. Patients were placed in a low lithotomy
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position. The transabdominal robotic technique with five
trocars began with entering the abdomen with an ap-
proach similar to a radical prostatectomy (16). The surgi-
cal procedure begins with the dissection and mobiliza-
tion of the Retzius space. The bladder is first freed from
the overlying peritoneum to identify the obstructed blad-
der neck under the guidance of cystoscopy performed by
an auxiliar surgeon (Figures 2A and E). A cystoscope is

Figure 1- Preoperative evaluation by MRI.

placed at the membranous urethra and crosses the exter-
nal urethral sphincter to confirm the integrity of external
urethral sphincter and observe the incision of narrowed
segment performed using monopolar scissors (Figures
2B and F). Then a Y-shaped incision of anterior bladder
neck is performed (Figure 2C) under the observation of
cystoscopy to avoid any potential injury to the external
sphincter (Figure-2G and Supplementary video 1).

A) RVCUG, B) and cystoscopy, C) of one patient. The distance between the bladder neck and the external sphincter is assessed by MRI; the
length and degree of stenosis are assessed by RVCUG; and the distance between the bladder neck and the external sphincter and the degree of

stenosis are further confirmed by cystoscopy.

Figure 2 - The surgical procedures.

A) The bladder is first freed from the overlying peritoneum to identify the obstructed bladder neck. B) The obstructed bladder neck was incised
by monopolar scissors. C) A Y- shaped incision of the obstructed bladder neck is performed. D) A V-shaped suture is made to reconstruct na
enlarged bladder neck. E) The obstructed bladder neck was identified under the guidance of urethroscopy. F) A cystoscope is placed at the
membranous urethra to confirm the integrity of external urethral sphincter and observe the bladder neck incision. G: While a Y-shaped incision
is performed, a cystoscope was used to observe and avoid potential injury to the external sphincter. H: The V-shaped suture is completed under
cystoscopic surveillance.
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WATCH THE FULL VIDEO 1

The apex of the V-shaped anterior bladder flap
is advanced into the distal aspect of the incision, and
a V-shaped suture is made to reconstruct an enlarged
bladder neck using 3-0 barbed sutures (Figure-2D). The
suturing of the apex is also completed under cystoscop-
ic surveillance (Figure-2H and Supplementary video 2).

WATCH THE FULL VIDEO 2

After control for leak tightness, an F22 silicone
catheter is inserted into the urethra to maintain patency.

Postoperative management and follow-up

Urethral catheter was routinely left indwell-
ing for two weeks after surgery. After catheter removal,
patients were scheduled for re-examination at one, six,
twelve and twenty-four months. After two years, all pa-
tients were consistently followed up through outpatient
visits, telephone calls, or e-mails. Uroflowmetry was
routinely performed. Cystoscopy was performed at six
months after surgery (Supplementary video 3).

WATCH THE FULL VIDEO 3

RVCUG was not performed for everyone. How-
ever, if the patient complained of urinary obstruction
during follow-up, RVCUG became necessary. Success
of VUAS after cystoscopy-guided robotic Y-V plasty was
defined as restoring a wide bladder neck determined
by flexible cystoscopy and no need for further interven-
tion procedures such as dilatation, internal urethrotomy,
or reconstructive surgery. The surgery was considered
successful if the maximum urine flow rate is greater than
15mL/s and the 17Fr cystoscope can pass smoothly. The
Clavien-Dindo Classification system was employed to
categorize postoperative complications (17). All patients
were followed up on urinary continence, erectile func-
tion and IPSS at three and six months postoperatively
in the outpatient clinic. Based on symptoms, urinary
continence was categorized into three levels: normal
continence, social continence defined as a requirement

of 2 pads or less per 24-hour period, and clinical incon-
tinence necessitating more than 2 pads per 24-hour pe-
riod (18).

RESULTS

Patient characteristics

In total, 31 patients diagnosed with VUAS af-
ter radical prostatectomy had undergone cystoscopy-
guided robotic Y-V plasty. Three patients were excluded
because of incomplete follow-up data. Therefore, 28 pa-
tients with a median age of 69 (range 60-85) years were
finally enrolled. Table-1 presents the demographics and
clinical data, including age, body mass index, diabetes
mellitus, previous surgical approach to radical prosta-
tectomy, previous surgical methods to radical prostatec-
tomy, previous pelvic lymph node dissection, history of
failed transurethral procedures, suprapubic cystostomy,
erectile dysfunction, disease course and VUAS length.
The operation time was 50-150 (median 70) min. Intra-
operative blood loss was 50-200 (median 80) mL.

Treatment effectiveness

All patients were followed up for 6-59 (median
30) months. After surgery, the final success rate was
96.4% (27/28). Postoperative complications mainly in-
cluded bladder spasm in six patients, urethral orifice
pain in two, wound infection in one, wound bleeding in
one and intermuscular vein thrombosis of lower limbs
in one. No serious complications related to cystoscopy-
guided robotic Y-V plasty occurred. Normal continence
was achieved in 25 patients (92.6%). Social continence
occurred in 2 patients (74%). No patient experienced
clinical incontinence. The incidence of ED was similar to
that before surgery (Table-1). Among the 27 patients who
were successfully treated, the maximum urinary flow rate
(Qmax) was significantly improved, with preoperative and
postoperative Qmax of 71+ 1.7 mL/s and 18.1 £ 2.8 mL/s re-
spectively (p=0.000). Likewise, the patients’ IPSS scores
also achieved significant improvement with preoperative
and postoperative scores of 19.1 £ 1.8 and 5.9 + 1.7 respec-
tively (p=0.000). The failed patient was successfully cured
with transurethral resection of bladder neck.
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Table 1 - Patient demographics and clinical records.

Variables Value
Patients, n 28
Age, median (range) yrs 69 (60 - 85)

BMI (kg/m2), median (range)
Diabetes mellitus, n (%)
Yes
No
Previous surgical approach to RP, n (%)
Extraperitoneal
Transperitoneal
Previous surgical methods of RP, n (%)
Laparoscopic
Robotic
Previous pelvic lymph node dissection, n (%)
Yes
No
History of failed transurethral procedures, n (%)
Urethral dilatation
DVIU
TUR of BN
Any two or more procedures
Suprapubic cystostomy, n (%)
Yes
No
Erectile function
Normal
Mild ED
Moderate ED
Severe ED
Disease course, median (range) months
Stenosis length, Mean + SD (range) mm

VUAS recurrence, n (%)
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26.4(19.2 - 32.5)

5 (17.9)
23 (821)

20 (71.4)
8 (28.6)

17 (60.7)
11(39.3)

2(81)
26 (92.9)

19 (67.9)
22 (786)
20 (71.4)
28 (100)

7(25.0)
21(75.0)

0(0)
1(36)
2(71)

25 (89.3)
21(7 - 47)
532+ 098 (4 - 8)
1(36)



continue

Variables Value
Postoperative complications, Clavien-Dindo, n (%)
I 8 (28.6)
Il 3(10.7)
Il 0
Vi 0
\Y 0
Any grade 1(39.3)
Erectile function, n (%)
Normal 0(0)
Mild ED 1(3.7)
Moderate ED 2(74)
Severe ED 24 (88.9)
Total 27 (100)
Urinary continence, n (%)
Normal continence 24 (92.6)
Social continence 2(74)
Clinical incontinence 0 (0)
Total 27 (100)

BMI = body mass index; BN = bladder neck; DVIU = direct visual internal urethrotomy; ED = erectile dysfunction; RP = radical prostatectomy;

TUR = transurethral resection.

DISCUSSION

With the aging of the social population and the
increasing detection rate of prostate cancer year by year,
especially Asian countries (19, 20), it is urgent to find an
effective surgical method to solve the VUAS after radical
prostatectomy. In this work, the new surgical strategy of
cystoscopy-guided robotic Y-V plasty was preliminarily
effective in treating VUAS following radical prostatec-
tomy. It not only ensures a high success rate but also
reduces the occurrence of urinary incontinence. This re-
port is the first on the application of cystoscopy-guided
robotic Y-V plasty in the surgical treatment of VUAS.

For the treatment of patients with VUAS, while re-
constructing a wide bladder neck, it is also necessary to

consider how to ensure urinary control. Since the prostatic
urethra is completely resected during radical prostatec-
tomy, and the internal urethral sphincter is also destroyed,
the patient’s urinary control mainly relies on the external
urethral sphincter. Therefore, the focus of reconstructive
surgery for patients with VUAS is to protect the external
urethral sphincter. According to previous reports (21), the
traditional bladder neck Y-V plasty involves incision and
reconstruction of the bladder neck under direct vision
through a transabdominal or extraperitoneal approach
(22). Although this surgery has a high success rate in
resolving patients’ urinary difficulties, it cannot ensure
whether the external sphincter is damaged during the
surgery. The incontinence rates were about 18-27% (2).
In this regard, based on this surgical procedure, we
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made technical improvements aimed at protecting the
external sphincter, that is to perform bladder neck Y-V
plasty under direct vision of the cystoscope. Two recon-
structive urologists operated da Vinci platform and cys-
toscope simultaneously in a combined antegrade and
retrograde manner, to avoid over-incision of the bladder
neck and posterior urethra, and to avoid suturing into
the external sphincter. This can effectively prevent dam-
age to the external sphincter. In this study, the surgery
was performed transperitoneally because the difficulty
of establishing surgical cavities and surgical procedures
through an extraperitoneal pathway is extremely harder.

In this study, the surgical success rate reached
96.4%. Among the 27 patients who were successfully
treated, no patient experienced severe incontinence
requiring urinal pads. Only two patients developed oc-
casional incontinence without the need for urinal pad
usage. Postoperative cystoscopy showed that the con-
tractile function of the external urethral sphincter in the
two patients was not significantly damaged. According
to our follow-up results, the urinary leakage symptoms
of the two patients were significantly relieved in 6 and
8 months after surgery respectively. On the third to
sixth day after surgery, bladder spasm occurred in six
patients. At the same time, the amount of drainage in
these patients increased significantly, and the creati-
nine of the drainage fluid also increased. Among these,
five patients showed significant relief in bladder spasm
symptoms and corresponding reduction in drainage af-
ter conservative treatment. However, one case showed
no significant improvement after 3 days of conservative
treatment, so the catheter was replaced by a 16 Fr neph-
rostomy balloon catheter on the seventh day after sur-
gery. Subsequently, the patient’s bladder spasm symp-
toms were resolved.

Each surgical technique has its indications. In
recent years, bladder neck Y-V plasty has gradually be-
come the gold standard surgical procedure for bladder
neck stenosis after prostatic hyperplasia. However, for
patients with VUAS after radical prostatectomy, it is nec-
essary to strictly select suitable patients before perform-
ing Y-V plasty. Patients whose preoperative cystoscopy
indicates that the stenosis involves the external urethral

sphincter are not suitable for Y-V plasty. We believe that
the key to ensuring good urinary control is that there
should be a certain distance between the distal end of
the Y-shaped incision and the external urethral sphincter
to ensure that the anastomosis will not affect the external
sphincter. In patients with long stenosis zones involving
the external sphincter, Y-V plasty combined with an ar-
tificial sphincter system may be a more suitable option.

A good therapeutic effect was achieved through
the strategy of cystoscopy-guided robotic Y-V plasty;
however, this study had some limitations. First, this is a
retrospective clinical study, and there may be some bias
in the collection of research data. Prospective studies
are imperative for validating its effectiveness. Second,
definite conclusions cannot be drawn from the small co-
hort. Therefore, this study only provides some referenc-
es on how to reduce incontinence after bladder neck
reconstruction. Future studies should aim to include a
larger pool of patients to ensure greater reliability of the
results. Third, the cause of social continence remains
unclear. Urodynamic testing should be used to evaluate
urethral pressure and bladder detrusor function as well
as bladder capacity. Fourth, this study did not include
patients with a history of radiotherapy, so the conclu-
sions drawn from this study are not applicable to all
VUAS patients.

We believe that the proposal of this precise sur-
gical strategy will further improve the treatment effect of
VUAS after radical prostatectomy. At the same time, we
hope that researchers will jointly conduct such clinical
studies to further clarify the pros and cons of this surgical
strategy and improve the details of the surgical procedures.

CONCLUSIONS

This is the first report on cystoscopy-guided
robotic Y-V plasty in the surgical treatment of VUAS af-
ter radical prostatectomy. This surgical strategy is more
precise, direct and efficient in protecting the external
urethral sphincter. It ensures a high success rate and si-
multaneously reduces the occurrence of urinary incon-
tinence. This technology is worth further validation and
widespread promotion.

Int Braz J Urol. 2026; 52(6): €20260221 7/9



ACKNOWLEDGMENTS

This study was supported by the National

Natural Science Foundation of China (grant numbers:
82270707).

Lin Wang and Fuhao Ji contributed equally to this article.

CONFLICT OF INTEREST

None declared.

REFERENCES

Spector BL, Brooks NA, Strigenz ME, Brown JA. Bladder
neck contracture following radical retropubic versus
robotic-assisted laparoscopic prostatectomy. Curr Urol.
2017;10(3):145-149. doi: 10.1159/000447169

Branche B, Crocerossa F, Carbonara U, Klausner AP,
Roseman JT, Hampton LJ, et al. Management of bladder
neck contracture in the age of robotic prostatectomy: an
evidence-based guide. Eur Urol Focus. 2022;8(1):297-301.
doi: 10.1016/j.euf.2021.01.007

Gamal A, Moschovas MC, Saikali S, Reddy S, Ozawa
Y, Sharma R, et al. Comparing the technological and
intraoperative performances of Da Vinci Xi and Da Vinci 5
robotic platforms in patients undergoing robotic-assisted
radical prostatectomy. Int Braz J Urol. 2025;51(1):e20240569.
doi: 10.1590/S1677-5538.I1BJU.2024.0569

Jiao RD, Wang Z, Kong XG, Tang SY, Xia D, Wu ZJ, et al.
Clinical outcomes and cost-effectiveness between the
Sentire® and da Vinci® systems in robot-assisted radical
prostatectomy. Int Braz J Urol. 2025;51(4):e20240706. doi:
10.1590/81677-5538.1BJU.2024.0706

Erickson BA, Meeks JJ, Roehl KA, Gonzalez CM, Catalona
WJ. Bladder neck contracture after retropubic radical
prostatectomy: incidence and risk factors from a large
single-surgeon experience. BJU Int. 2009;104(11):1615-1619.
doi: 10.1111/}1464-410X.2009.08847.x

F, Almallah YZ. Post
prostatectomy vesicourethral stenosis or bladder neck

Bang SL, Yallappa S, Dalal

contracture with concomitant urinary incontinence: our
experience and recommendations. Curr Urol. 2017;10(1):32-
39. doi: 10.1159/000447152

Int Braz J Urol. 2026; 52(6): €20260221

10.

1.

12,

13.

14,

15.

16.

Delchet O, Nourredine M, Gonzélez Serrano A, Morel-
Journel N, Carnicelli D, Ruffion A, et al. Post-prostatectomy
anastomotic stenosis: systematic review and meta-analysis
of endoscopic treatment. BJU Int. 2024;133(3):237-245. doi:
10.1111/bju.16141

Breyer BN, McAninch JW. Management of recalcitrant
bladder neck contracture after radical prostatectomy for
prostate cancer. Endoscopic and open surgery. J Urol.
2011;185(2):390-391. doi: 10.1016/j.,juro.2010.09.093

Pfalzgraf D, Beuke M, Isbarn H, Reiss CP, Meyer-Moldenhauer
WH, Dahlem R, et al. Open retropubic reanastomosis for
highly recurrent and complex bladder neck stenosis. J Urol.
2011;186(5):1944-1947. doi: 101016/ juro.2011.07.004

Gildice CR, Lodi PE, Olivares AM, Tobia IP, Favre GA. Safety
and effectiveness evaluation of open reanastomosis for
obliterative or recalcitrant anastomotic stricture after radical
retropubic prostatectomy. Int Braz J Urol. 2019,;45(2):253-
261. doi: 101590/S1677-5538.1BJU.2017.0681

Young BW. The retropubic approach to vesical neck obstruction
in children. Surg Gynecol Obstet. 1953,96(2):150-154.

Reiss CP, Rosenbaum CM, Becker A, Schriefer P, Ludwig
TA, Engel O, et al. The T-plasty: a modified YV-plasty
for highly recurrent bladder neck contracture after
transurethral surgery for benign hyperplasia of the prostate:
clinical outcome and patient satisfaction. World J Urol.
2016;34(10):1437-1442. doi: 101007/s00345-016-1800-z
Rosenbaum CM, Dahlem R, Maurer V, Kluth LA, Vetterlein
MW, Fisch M, et al. The T-plasty as therapy for recurrent
bladder neck stenosis: success rate, functional outcome,
and patient satisfaction. World J Urol. 2017;35(12):1907-1911.
doi: 10.1007/s00345-017-2081-1

Wang L, Lv X, Jin C, Guo H, Shu H, Fu Q et al. Posterior
urethroplasty complexity and prognosis can be described
by a novel method: posterior urethral stenosis score.
Urology. 2018;112:186-190. doi: 10.1016/j.urology.201710.031
Shamout S, Yao HHI, Mossa AH, Carlson KV, Baverstock
RJ. Persistent storage symptoms following Y-V plasty
reconstruction for the treatment of refractory bladder neck
contracture. Neurourol Urodyn. 2022;41(4):1082-1090. doi:
10.1002/nau.24934

Bravi CA, Mottaran A, Sarchi L, Piro A, Paciotti M, Nocera L,
et al. Transitioning from Da Vinci Si to Xi: assessing surgical
outcomes at a high-volume robotic center. World J Urol.
2023;41(12):3737-3744. doi: 101007/s00345-023-04660-0

8/9



17.

18.

19.

20.

Yoon PD, Chalasani V, Woo HH. Use of Clavien-Dindo
classification in reporting and grading complications
after urological surgical procedures: analysis of 2010
to 2012. J Urol. 2013;190(4):1271-1274. doi: 10.1016/j.
juro.2013.02.034

Patil MB, Hannoun D, Reyblat P, Boyd SD. Total bladder
and posterior urethral reconstruction: salvage technigue
for defunctionalized bladder with recalcitrant posterior
urethral stenosis. J Urol. 2015;193(5):1649-1654. doi:
10.1016/j.juro.2014.10.097

Culp MB, Soerjomataram |, Efstathiou JA, Bray F, Jemal A.
Recent global patterns in prostate cancer incidence and
mortality rates. Eur Urol. 2020;77(1):38-52. doi: 10.1016/j.
eururo.2019.08.005

Siegel DA, O'Neil ME, Richards TB, Dowling NF, Weir HK.
Prostate cancer incidence and survival, by stage and
race/ethnicity — United States, 2001-2017. MMWR Morb
Mortal Wkly Rep. 2020;69(41):1473-1480. doi: 10.15585/
mmwr.mm6941al

Int Braz J Urol. 2026; 52(6): €20260221

21.

22,

Zheng K, Sa Y, Hao C, Li C, Li W, Miao F, et al. Modified
Y-V plasty based on MRU evaluation for iatrogenic bladder
outlet obliteration: a multicentre experience in China. World
J Urol. 2024,42(1):88. doi: 10.1007/s00345-024-04789-6

Huang J, Hou C, Li S, Hu X, Yang R, Wang Y, et al. Robot-
Assisted Bladder Neck Reconstruction in Refractory
Vesicourethral ~ Anastomot-ic  Stenosis - A Single-
Center Experience from a Specialized Urinary Tract
Repair and Reconstruction Center. Int Braz J Urol. 2026
Jan-Feb;52(1):e20250385. doi: 10.1590/51677-5538.

1BJU.2025.0385.

Correspondence address:
Xiangguo Lv, MD

Department of Urology,

Renji Hospital, School of Medicine,
Shanghai Jiaotong University,
Shanghai, China

E-mail: chnlvsc@163.com

9/9





