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Over the past two decades, the landscape of urological
surgery has had a deep transformation, driven by advances in
robotic technology [1], the refinement of endoscopic
instruments, and the development of innovative devices such
as drug-coated balloons. While these breakthroughs have
surely improved patient care and expanded therapeutic
possibilities, they have also begun to modify the shape of the
professional identity of reconstructive urologists.
Reconstructive urology has historically been defined by
technical excellence in open surgery, creativity, good tissue
handling, graft harvesting, and complex anatomical variations.
The reconstructive urologist has long been the problem
solver, the specialist to whom others refer when they struggle
with urethral strictures, ureteric injuries, and bladder neck
contractures. However, today, as an increasing number of
these conditions become accessible to robotic and endoscopic
techniques, a critical question emerges: what will be the role
of the reconstructive urologist in the next decades? One of
the most important changes involves the management of
bladder neck and vesicourethral anastomotic stenoses,
traditionally addressed through open or endoscopic
techniques by reconstructive surgeons. Recently, several high-
volume centres have begun to treat complex or recurrent
cases robotically, taking advantage of enhanced visualisation
and dexterity to perform a reconstruction of the bladder neck
or the anastomosis after prostatectomy. This trend, while still
at the beginning, is rapidly growing. If it continues, it could
lead to these procedures being performed primarily by robotic
surgeons, who often have training in oncology or general
urology, rather than reconstructive surgery. Similarly, ureteric
strictures are now increasingly managed robotically, through
end-to-end anastomosis, ureteroureterostomy, ureteric re-
implantation, ureteroplasty using buccal mucosa, or even
bowel or appendix interposition [2,3]. In this model, the
reconstructive urologist risks becoming a ‘technical adjunct’
rather than the primary surgeon. Similarly, the pyeloplasty,
once a foundational procedure in reconstructive training, now
belongs almost exclusively to the robotic surgeon [4].

Concurrently, over recent years, endourology is again taking
its place as a dominant force in the treatment of strictures.
The advent of drug-coated balloons has shown promising
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results in the treatment of short bulbar urethral strictures,
with data suggesting a possible prolonged patency compared
to standard dilatation or internal urethrotomy [5,6]. As this
technology matures and indications expand, its appeal may
grow especially among general urologists and endourologists,
who typically serve as first-line managers of strictures. Even
more alerting for reconstructive urology, drug-coated balloons
are now being studied and proposed for ureteric strictures as
well. Should their efficacy be confirmed, this could
significantly reduce the number of patients referred for open
or robot-assisted ureteroplasty, further narrowing the
reconstructive surgical interventions. The trajectory we
observe in reconstructive urology is reminiscent of what
transpired in cardiac surgery over the past 30 years. The rise
of interventional cardiology and structural heart interventions
has dramatically curtailed the indications for traditional open-
heart surgery. Today, percutaneous techniques dominate, and
many cardiac surgeons have been relegated to emergencies or
complex salvage procedures. Reconstructive urologists may
face a similar fate if they do not evolve. Relying only on open
techniques or remaining isolated from robotic and endoscopic
advances, risks obsolescence. Already, younger generations of
urologists are entering practice with robotic and endoscopic
skills but without strong foundations in open reconstruction
urology. Without proactive integration, the field may become
fragmented, and the reconstructive surgeon may become
marginalised. To secure its future, reconstructive urology
must embrace a hybrid identity. Surgeons must incorporate
robotic and endourologic techniques into their skillset, not as
options but as integral components of their armamentarium.
Just as robotic urological oncology has absorbed and
redefined cancer surgery, so too must robotic and endoscopic
techniques become native to reconstruction. This means
rethinking training pathways, restructuring fellowships, and
promoting a culture of technological curiosity. It also means
increase collaboration with endourologists and robotic
surgeons not as competitors, but as partners in
comprehensive care. For example, the judicious use of drug-
coated balloons by a reconstructive expert who understands
its limitations may be safer and more effective than
indiscriminate application. The next decade will be critical for
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reconstructive urology, and the mood should be ‘evolution’,
not ‘extinction’. The pressures of technological evolution,
institutional economics, and shifting referral patterns demand
a strategic and forward-looking response. The reconstructive
surgeon must adapt or risk being replaced. This is not a call
for abandonment of traditional principles, but for their
integration into a new framework, one that embraces the
tools of the present and anticipates the needs of the future.
By doing so, reconstructive urology can reaffirm its relevance
and reassert its leadership in the management of complex
urological conditions.
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