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Summary. A modification of intussusception ureterec-
tomy is described. Dilatation of the ureter is unnecessa-
ry before the procedure and closure of the bladder wall
defect is recommended to avoid urine extravasation.
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Introduction

The common practice of leaving a 10 to 15 centimeter
length of lower ureter in patients with non malignant
disease in the upper urinary tract at the time of
nephroureterectomy, means that later excision of the
ureteral stump is necessary in about 5% of the cases. In
patients with invasive urothelial carcinoma in the
upper urinary tract, most authors recommend total
nephroureterectomy, including a bladder cuff, because
20-70% of the cases later develop a new carcinoma in a
remaining ureteral stump or at the ureteric orifice [3, 5-
7, 11, 12].

In 1952 H. P. McDonald et al. [9] described a new
technique of nephroureterectomy. This method was
later modified by Abercrombie [1]. In both methods
the ureteric orifice was resected transurethrally, just
like later recommended by Miskowiak [10]. Blandy
recommended likewise resection of the ureteric orifice,
but performed transvesically [2]. In all these procedu-
res urine extravasation is inevitable or possible. Hethe-
rington et al. [4] found that the modified method of
nephroureterectomy for urothelial tumors of the upper
urinary tract described by Abercrombie, should not be
advised in malignant conditions, because the risk of
extravesical tumorcell implantation due to urinary
extravasation.

In 1953 D. F. McDonald described the intussuscep-
tion ureterectomy technique [8]. In brief a ureteral
bulb-tip catheter is passed, preferably preoperatively,
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and the intubated ureter is dilated. The cut end of the
ureter is then sutured to the ureteral catheter and by
means of traction the ureter may be gently intussuscep-
ted into the bladder and at last the ureter is amputaded
by resectoscope.

In intussusception ureterectomy the risk of extrava-
sation is minimized, but the method has in our opinion
a disadvantage: the dilatation of the ureter risks cell
liberation from undetected tumor or from dysplastic
urothelium. We sought to revive the technique of
McDonald but in addition describe a modification
which excluded the risk of tumor cell implantation
extravesically and probably reduced the risk of cell
liberation from the ureter.

Method

After nephrectomy and resection of the part of ureter with the tumor,
a catheter with a suture is passed down the ureter and into the urinary
bladder (Figs. 1 and 2). The catheter is then sutured to the cut end of
the ureter, which is closed. Afterwards the ureter is mobilized from
its retroperitoneal attachments. A small cystotomy is performed and
the ureter is then intussuscepted under gentle traction into the
urinary bladder. The ureter is lifted up (Fig. 3) and after a
“suburothelial” suture (Fig. 4) has closed the bladder wall defect, the
ureter and a bladder cuff is resected (Fig. 5). The cystotomy is closed
and a urethral catheter is left in the bladder, for about 7 days.

Discussion

The ureter probably does not have to be removed
routinely in non malignant diseases, but in patients
with urothelial tumors in the upper urinary tract total
nephroureterectomy including a bladder cuff is nor-
mally recommended [3, 5-7]. For that use we have
performed a modification of the intussusception urete-
rectomy described by McDonald [8], that procedure
was performed without a cystotomy but we have had
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no complications with this additional incision and as
we found it important to close the bladder wall defect
after the ureterectomy to inhibit urine extravasation we
recommend this technique. One of our first operations
was performed without this closure and postoperative-
Iy urine extravasation did happen through this defect,
confirmed by cystography. The defect closed spontane-
ously on conservative treatment with suction on the
urethral catheter.

Fig. 1. The catheter passing through the ureter and down into
bladder

Fig. 2. The suture fixed to the catheter - tip and pulled out the
ureter orifice

Fig. 3. The ureter lifted up
Fig. 4. The “suburothelial” suture surrounding the ureter orifice

Fig. 5. The ureter resected and the bladder defect closed by the
“suburothelial” suture

We have found intussusception ureterectomy easy
to perform, but believe from our own experience and
the results of Hetherington et al. [4] that the defect of
the bladder wall after ureterectomy must be closed. In
our method it has not been necessary to dilate the
ureter to perform the intussusception and because of
that the risk of tumorcell implantation elsewhere in the
urinary tract, is minimized.
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