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V01‐17 Robotic (Assisted Laparoscopic) Pyelolithotomy with Pyeloplasty and Transportal 
Flexible Nephoscopy for Pelviureteric Junction Obstruction with Partial Secondary Staghorn 
Calculus and Caliceal Calculi ‐ Technical Tips 

Ramalingam Manickam1, Senthil Kallappan1, Sivasankaran Nachimuthu1, Sri Sai Harsha P2 
1Hindusthan Hospital, Consultant Urologist, 2Continental Hospitals in Gachibowli, Consultant 

Urologist 
Presented By: Ramalingam Manickam, MBBS., MS., MCh(Uro).,FRCS(Edin).,DSc 
Introduction: Pelvi Ureteric Junction obstruction with secondary partial staghorn and multiple 

caliceal calculi needs management of UPJ and removal of calculi. To achieve fair clearance of 
secondary calculi, Flexible nephroscopy through assistant port is needed. This video illustrates the 
technique. 

Materials and Methods: A 28 years old male presented with left loin pain. Contrast CT 
revealed moderate left hydronephrosis bilateral renal calculi. He had a marginally elevated renal 
bio chemical parameters (Sr creatinine 1.7 mg) Urine culture was negative. In the first stage, right 
RIRS, Left RGP (showed left UPJ obstruction) and left stenting were done. 2 days later second 
procedure was done. With patient in loin position using 3 Robotic arms and 2 assistant ports left 
colon was reflected and UPJ and pelvis were mobilised. An oblique pyelotomy for 3 cm length was 
made and largecalculus in pelvis was retrieved. Flexible nephroscope was introduced through 
subumbilical assistant port and manovered through pyelotomy to remove most of the lower caliceal 
smaller calculi (As acute angulation of nephroscope was not feasible few of the tiny calculi in minor 
calices could not be removed). Subsequently pyelotomy incision was extended across the 
posterolateral aspect of UPJ and further 2 cm down the ureter (in preparation for Non dismembered 
pyeloplasty_) Antegrade stenting was done. Anterior wall of pelvis was pulled downwards across 
ureterotomy and using 4 – 0 vicryl interrupted sutures nondismembered pyeloplasty was 
reconstructed. Tube drain was placed. 

Results: Patient made a smooth recovery one month post operatively renal function improved 
(Sr Creatinine 1.1) Plain CT KUB revealed fairly decompressed pelvi caliceal system and few tiny 
calculi. Flexi URS was done after 6 weeks which revealed fairly patent UPJ allowing 7.5 F Flexi 
URS easily. Residual calculi were retrieved. 

Conclusion: Robotic Pyelolithotomy with Pyeloplasty and intraoperative RIRS/ Flexi 
Nephroscopy is challenging but feasible. The Video illustrates the technique. 
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V02‐10 Novel Hybrid Technique of Laparoscopic Nipple Valve Reimplantation with Portsite 
RIRS through Exteriorised Distal Ureter in Pom with Renal Calculus 

Ramalingam Manickam1, Senthil Kallappan1, Sivasankaran Nachimuthu1 
1Hindusthan Hospital, Consultant Urologist 
Presented By: Ramalingam Manickam, MBBS., MS., MCh(Uro)., FRCS(Edin)., DSc 
Introduction & Objective: Laparoscopic Nipple valve ureteric reimplantation of ureter with 

portsite RIRS is a innovative minimally invasive management of renal calculus and Primary 
Obstructive Megaureter. 

Methods: A 42 years old male, presented with 7‐month history of left loin pain. CET scan of 
abdomen revealed 14mm left upper calyceal calculus with primary obstructive mega ureter. By a 
transperitonial approach using 4 ports lower ureter was dissected and divided above level of 
obstruction. The ureter was brought out through the 10mm port in the left iliac fossa and flexi URS 
passed through the ureter and laser lithotripsy was done. 

Nipple valve ureteric reimplantation was done. Procedure was completed in 160 minutes. 
Results: Postoperative period was uneventful. Foley catheter was removed 10th day, and stent 

was removed at the end of 4th week 
Conclusions: Portsite RIRS during laparoscopic nipple valve reimplantation of ureter is a useful 

innovative minimally procedure. 
 
V04‐08 Laparoscopic Donor Nephrectomy in a Crossed Fused Ectopic Kidney – Technical 
Challenges 

Ramalingam Manickam2, Senthil Kallappan1, Sivasankaran Nachimuthu1 
1Hindusthan Hospital, Consultant Urologist, 2Hindusthan Hospital, Consultant Urologist 
Presented By: Ramalingam Manickam, MS.,MCh(Uro).,DNB(Uro).,FRCS(Edin).,DSc 
Introduction: Laparoscopic doner nephrectomy has to be done with utmost care as otherwise 

individual is normal and complications are unwelcome 
Materials and Methods: A 42 years old female was evaluated and found to he matching renal 

donor for her husband. On further CT Renal angio evaluation, the left kidney was found to be a left 
to right crossed, The left renal artery was seen crossing IVC anteriorly, vein was short, ureter was 
crossing and ending in left UVJ. Isotope scan showed split renal function of 46 on Right side and 
39 on ectopic left kidney, with patient in lateral position using 5 ports were placed at a little lower 
level as ectopic kidney was a little low. Left kidney was separated and dissected away from Rt 
kidney. Left renal artery ,vein and crossing ureter (mobilised with difficulty) were mobilised. A 
6 cm Pfennestiel incision was made leaving the peritoneum unopened. The ureter, renal Artery and 
vein were divided serially graft was retrieved .Tube drain was placed. Wound was closed in layers. 

Result: Patient recovered well and got discharged on 3rd post‐operative day. 3 months post 
operatively patient creatinine was 1.1 and comfortable 

Conclusion: Though donor nephrectomy in a crossed ectolic kidney with altered vascular and 
ureteric anatomy is technically challenging, it is feasbile if done with atmost care. 
 
 



V06‐13 Laparoscopic Boari Flap with Port Site RIRS in a Case of Midureteric Stricture with 
Large Renal Stone 

Ramalingam Manickam1, Senthil Kallappan1, Sivasankaran Nachimuthu1 
1Hindusthan Hospital, Consultant Urologist 
Presented By: Ramalingam Manickam, MBBS.,MS.,MCh(Uro)., FRCS(Edin).,DSc 
Introduction: Laparoscopic Boari Flap ureteric reimplantation for ureteric strictures is a 

complex reconstructive procedure involving lower urinary tract. To additionally treat a large renal 
stone, exteriorized ureter and port site RIRS is technically a demanding procedure. 

Materials and Methods: 36‐year‐old female presented with complaints of right renal colicky 
abdominal pain and on evaluation with Contrast Enhanced CT abdomen she had right side large 
renal stone of size 2 X2 cms in the upper calyx along with right mid ureteric stricture. She did not 
have any comorbidities. She had past history of Ureterorenoscopy for ureteric stone on the right 
side. Under General Anaesthesia, she underwent Cystoscopy and RGP which revealed long segment 
ureteric stricture from pelvic brim upto bladder. Laparoscopy was done through four ports and right 
ureter was divided above the strictured segment. The ureteric end was brought out through flank‐
10mm port and spatulated. Flexible Ureteroscope was introduced through the exteriorized ureter 
and stone in the upper calyx fragmented with laser energy source. After satisfactory fragmentation, 
6F double J stent was placed and ureter was returned into the abdomen and laparoscopy was 
resumed. Boari Flap raised from the bladder in the routine fashion and Ureteric reimplantation into 
the boari flap was completed.Bladder was tubularised with barbed sutures. Drain was placed. 

Results: Patient recovered well and drain was removed on fourth post operative day. Catheter 
was removed after two weeks from procedure. 

Conclusion: Laparoscopic Boari Flap ureteric reimplantation though a complex procedure is 
widely performed one. To combine RIRS through exteriorized ureter is technically demanding one 
but a feasible procedure. 
 
V06‐14 Laparoscopic Intracorporeal Bilateral Ileal Ureter ‐ Reverse 7 Configuration 

Ramalingam Manickam1, Senthil Kallappan1, Sivasankaran Nachimuthu1 
1Hindusthan Hospital, Consultant Urologist 

Presented By:Ramalingam Manickam,MBBS.,MS.,MCh(Uro)., DNB(Uro).,FRCS(Edin).,DSc 
Introduction& Objectives: Bilateral Ileal ureter reconstruction is a complex procedure 

reserved for unrepairable strictures of the ureter. Here we present a case of Carcinoma Cervix who 
underwent Radical Hystrectomy and Radiation following the surgery, developed bilateral lower 
ureteric stricture and left ureterovaginal fistula presenting with continuous vaginal urinary leak for 
past 2 months. This video demonstrate the technique of bilateral laparoscopic ileal ureter 
reconstruction intracorporeally in a reverse 7 manner. 

Materials & methods: Patient under general anaesthesia and lithotomy position, cystoscopy 
revealed bladder capacity of 200 ml and bilateral retrograde pyelogram revealed bilateral lower 
ureteric stricture upto pelvic brim. Three‐way foley catheter was placed in bladder. Changing to left 
loin position, Laparoscopy was done through five ports (3x10mm and 2 x 5mm) and adhesions were 
released, left mesocolon was incised to identify upper ureter.Left colon was not mobilise. Left side 
upper ureter isolated and transacted above the stricture level. Then 40cm of proximal ileum isolated 



with help of intracorporeal endo GI staplers and ileo‐ilieal continuity restored using the same. The 
proximal end of isolated ileum was anastomosed end to end to the left upper ureter using 4‐0 vicryl 
suture over 6F stent. . Changing to right loin position and with additional two ports, the right upper 
ureter was mobilized and divided at the pelvic brim level. The distal end of the isolated ileum was 
anastomosed to the fundus of the bladder using 3‐0 barbed sutures The middle segment of ileal loop 
was moved to the right pelvic brim area and 1.5cm incision was made over the antimesenteric area. 
The right side proximal healthy ureter was anastomosed to incised area of the ileum with vicryl 
sutures over 6F stent. After the anastomosis the bladder integrity was checked and tube drains were 
placed on both flanks. Fair hemostasis was secured. Blood loss during the procedure was 300 ml. 
Patient underwent without any intraoperative complications. 

Results: Patient recovered well,vaginal leak settled and was started on oral diet on third post‐
operative day. Urinary leak settled promptly. Drain was removed on fifth day and patient was 
discharged home with urethral catheter. She was continued on oral antibiotics and catheter was 
removed after two weeks with CT cystogram showing no contrast extravasation. She is on follow 
up for three months and voiding comfortable with no urinary leak. 

Conclusions: Bilateral laparoscopic ileal ureter reconstruction for complex ureteric strictures 
are technically demanding but a viable, feasible and a safe procedure with the help of 3D 
technology. To our knowledge reverse 7 configured pure laparoscopic bilateral ileal ureter is the 
first report. 
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V02-02  
Does 3D Facilitate Technique of Laparoscopy 
Pyeloplasty in Infant 
R Manickam, S Kallappan, S Nachimuthu 
Introduction & Objective: Laparoscopic 
pyeloplasty, especially 
suturing in infants can be challenging. With 
the advent of 3D camera it has become less 
challenging. 
Methods: A 3 months old baby was referred 
with the history of antenatally detected PUJ 
obstruction. As the baby had repeated 
positive urine culture, though the baby was 
weighing 5.5 KG, after treating UTI we 
planned Laparoscopic pyeloplasty. By 
transperitoneal approach using 4 ports, left 
colon was reflected, upper ureter , pelvis 
were adequately mobilized and UPJ and a 
segment of pelvis was excised. Lateral 
spatulation of ureter was done. Pyelo-
ureteral anastomosis was done with 5-0 
Polydioxanone interrupted suture over 3 F 
double j stent . Tube drain was placed. 
Procedure was completed in 120 minutes. 
Results: Postoperative period was 
uneventful. Total drainage was 75 ml over 72 
hours. Foley catheter was removed on 2nd 
postoperative day and drain tube was 
removed in 3 days. 
Conclusions: With the availability of 3D 
camera we are able to do laparoscopic 
pyeloplasty safely , more efficiently and 
comfortably even in infants. 

V02-03 
 Novel Hybrid Technique Of Laparoscopic 
Nipple Valve Reimplantation With Portsite 
Rirs 
Through Exteriorised Distal Ureter In Pom 
With Renal Calculus 
R Manickam, S Kallappan, S Nachimuthu 
Introduction & Objective: Laparoscopic 
Nipple valve ureteric reimplantation of 
ureter with portsite RIRS is a innovative 
minimally invasive management of renal 
calculus and Primary Obstructive 
Megaureter. 
Methods: A 42 years old male, presented 
with 7 month history of left loin pain. CET 
scan of abdomen revelead 14mm left upper 
calyceal calculus with primary obstrutive 
mega ureter. By a transperitonial approach 
using 4 ports lower ureter was disected and 
divided above level of obstruction. The 
ureter was brought out through the 10mm 
port in the left iliac fossa and flexi URS 
passed through the ureter and laser 
lithrotripsy was done. Nipple valve ureteric 
reimplantation was done. Procedure was 
completed in 160 minutes. 
Results: Postoperetive period was 
uneventful. Foley catheter was removed 
10th day, and stent was removed at the end 
of 4th week 
Conclusions: Portsite RIRS during 
laparoscopic nipple valve reimplantation of 
ureter is a useful innovative minimally 
procudure. 



V02-04 
 Laparoscopic Nipple Valve Reimplantation 
In A Ureterocele Of a Crossed Fused Ectopic 
Moiety Unit - Challenges 
R Manickam, S Kallappan, S Nachimuthu 
Introduction & Objective: Laparoscopic 
Nipple valve reimplantation in a ureterocele 
of a crossed fused ectopic moiety unit - 
challenging procedure 
Methods: 28 years old male patient was 
incidentlly found to have crossed fused 
ectopic right renal moiety with gross 
hydronephrosis and ureterocele on 
ultrasonogram. CT urogram confirmed the 
large ureterocele. The video illustrates the 
technical difficulties in laparoscopic 
dissection in hiatus and intravesical area. As 
distal ureter was very wide, after transfixing 
the distal end tailoring was done and nipple 
valve was created and stent was placed. The 
hiatus was closed and reimplantation was 
done in the right anterolateral aspect of 
bladder using 4-0 polydioxanone as 
interrupted sutures. 
Results: Drain tube was placed. Post 
operative period was uneventful. 
Patient discharged on 3rd postoperative day 
after removing drain. Cystoscopy and 
Ultrasound scan showed Nipple valve 
reimplant in Right side of dome. 
Conclusions: Laparoscopic dissection of large 
intravesical urerocele before reimplantation 
though challenging is feasible and less 
morbid procedure. 

V04-01 
 Laparoscopic Boari flap with port site RIRS 
in a case of Midureteric stricture with large 
renal stone 
R Manickam, S Kallappan, S Nachimuthu 
Introduction & Objective: Laparoscopic Boari 
Flap ureteric reimplantation for ureteric 
strictures is a complex reconstructive 
procedure involving lower urinary tract. To 
additionally treat a large renal stone, 
exteriorized ureter and port site RIRS is 
technically a demanding procedure. 
Methods: 36 year old female presented with 
complaints of right renal colicky abdominal 
pain and on evaluation with Contrast 
Enhanced CT abdomen she had right side 
large renal stone of size 2X2 cms in the upper 
calyx along with right mid ureteric stricture. 
She did not have any comorbidities. She had 
past history of Ureterorenoscopy for ureteric 
stone on the right side. Under General 
Anaesthesia, she underwent Cystoscopy and 
RGP which revealed long segment ureteric 
stricture from pelvic brim upto bladder. 
Laparoscopy was done through four ports 
and right ureter was divided above the 
stricture segment. The ureteric end was 
brought out through one of the 10mm port 
and spatulated. Flexible Ureteroscope was 
introduced through the exteriorized ureter 
and stone in the upper calyx fragmented 
with laser energy source. After satisfactory 
fragmentation, 6F double J stent was placed 
and ureter put  into the abdomen. Boari Flap 
raised in a routine fashion and Ureteric 
reimplantation completed with barbed 
sutures. Drain placed. 
Results: Patient recovered well and drain 
was removed on fourth post operative day. 
Catheter was removed after two weeks from 
procedure. 
Conclusions: Laparoscopic Boari Flap ureteric 
reimplantation though a complex procedure 
is widely performed one. To combine RIRS 
through exteriorized ureter is technically 
demanding one but a feasible procedure. 
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V11-08 
LAPAROSCOPIC EXCISION OF SEMINAL 
VESICLE TUMOUR 
Sivasankaran Nachimuthu*, Ramalingam 
Manickam, Senthil Kallappan, 
Coimbatore, India 
INTRODUCTION AND OBJECTIVE: Seminal 
vesicle cyst excision in laparoscopy is 
techinically demanding more so when there is a 
tumour in situ. We illustrate the technique 
of excision of seminal vesicle cyst. METHODS: 47 
year old male presented with irritative LUTS. His 
digital rectal examination revealed a globular 
mildly tender prostate. Ultrasound showed a 
cystic lesion in the  retroprostatatic region. 
MRI showed seminal vesicle cyst with no 
infiltration of adjacent structures. Laparoscopy 
showed well defined cystic lesion involving the 
right seminal vesicle burrowing into the 
prostatic capsule. With meticulous dissection 
excision of the cyst in toto was achieved.  
RESULTS: Patient had smooth recovery and 
voided with a better stream. Histopathology 
revealed unusual cystic mixed epithelial and 
stromal tumour. 
CONCLUSIONS: Meticulous dissection in 
laparoscopy is essential for a complete 
removal of seminal vesicle cyst. Source of 
Funding: nil 
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V05-06 Technical Tips in Ureterocalicostomy 
inFailed Pyeloplasty 
S Nachimuthu, R Manickam, S Kallappan 
Introduction & Objective: Laparoscopic 
management of failed pyeloplasty is a 
challenging surgery. Here we illustrate the 
technical tips of redo laparoscopic 
pyeloplasty in a failed open pyeloplasty case 
with dense adhesion and more of a calyceal 
dilatation and minimal dilatation of pelvis. 
Methods: A 28 years old male who had 
undergone open pyeloplasty two years ago 
elsewhere presented with left loin pain of 
3 months duration. Clinically unremarkable. 
UTI was treated. CECT showed left 
pelviureteric junction obstruction with 
secondary calculi. By transperitoneal 
approach, left colon was mobilized. Upper 
ureter, UPJ and pelvis were densely adherent 
to posterior wall as the pelvis was thin and 
started tearing in few areas, it was decided 
to go ahead with nondismembered 
pyeloplasty and if necessary to extend to 
ureterocalicostomy. Accordingly, dissection 
was continued to mobilize lower calyx off 
the parenchyma as much as possible. As still 
it looked like it will end up with tense 
anastomosis, renal descendens was also 
done. Even then it looked like it apical suture 
with lateral end of calicotomy may cut 
through, we started the ureterocalicostomy 
from midway by interrupted 4-0 vicryl 
sutures and continued toABSTRACT VIDEO 
SESSION 05 -A341- Downloaded by 
157.50.76.192 from www.liebertpub.com at 
01/08/20. For personal use only.complete 
the lateral layer as uretro calicostomy. 
Antegrade stenting was done. As further 
manipulation to remove secondary calculi 
appeared to be unfruitful we decided to 
tackle calculi by 

PCNL later. Subsequently anterior layer of 
ureterocalicostomy was done. Torn pelvis 
was closed with vicryl sutures. Tube drain 
was placed and ports were closed. 
Results: Post operatively patient had about 
150 ml of drain over 3 days and settled. He 
made a smooth recovery. 
Conclusions: Ureterocalicostomy is probably 
the best option in a 
failed pyeloplasty with thinned out small 
pelvis having a dilated 
calyx. 



V05-09 Laparoscopic Ileal Ureter In Failed 
Laparoscopic Ureterocalicostomy 
R Manickam, S Nachimuthu, S Kallappan 
 
Introduction&Objective: Laparoscopic Ileal 
ureter is complex procedure reserved for 
unrepairable stricture ureter or failed 
pyeloplasty especially with multiple 
secondary stones. We illustrate the 
technique of total laparoscopic ileal ureter in 
a case of failed ureterocalicostomy with 
multiple secondary stones. Methods: 45 yrs 
old female who had undergone laparoscopic 
ureterocalicostomy (following multiple URSL) 
for stricture UPJ with intra renal pelvis and 
secondary stones in 2014. Now she 
presented to us with left loin pain of 3 
months duration. Clinical examination was 
unremarkable. Urine culture was positive 
and was treated accordingly. CECT revealed 
stricture at ureterocalicostomy site; intra 
renal pelvis with grossly dilated calyces 
and multiple secondary calculi of left kidney. 
With patient in torque position using 6 ports 
left colon was mobilized; adhesions 
were released, and lower calyx was 
mobilized. Using endoscopic staplers about 
20 cm of distal ileum isolated and Ileo-ileal 
continuity 
was restored. Staple lines were excised and 
6fr double pigtail stent placed. Calicotomy of 
lower calyx done for about 2 cm, multiple 
stones were removed and ileocaliceal 
anastomosis was done using 3-0 vicryl 
continuous running fashion. Distal end of 
isolated ileum was anastomosed to 2 cm long 
cystotomy made in the left dome and lateral 
aspect of bladder using 3-0 barbed suture. 
Tube drain placed and ports were closed. 
Results: Postoperatively patient made 
uneventful recovery. Tube drain was 
removed on the 3rd POD and Foley catheter 
was removed on 10th POD. 
Conclusions: Total laparoscopic ileal ureter 
for failed ureterocalicostomy 
is technically demanding but a viable option. 
 
 

V12-06 Suprapubic cystoscopy guided 
Heygrove dilator placement in anastomotic 
urethroplasty for PFUI 
S Nachimuthu, R Manickam, S Kallappan 
Introduction&Objective: During anastomotic 
urethroplasty in PFUI, usually one needs to 
place a Heygrove dilator blindly to guide 
location of the membranous urethra. 
Occasionally this can end up with a false 
passage. To obviate this we have improvised 
this technique of supra pubic guided 
Heygrove insertion alongside scope. 
Methods: 16-year-old male patient of PFUI 
on SPC, was planned for anastomotic 
urethroplasty. In lithotomy position, midline 
perineal incision, bulbocavernous muscle 
was divided, urethra mobilized. Crural 
separation done, urethra divided at the level 
of stricture. Instead of blind Heygrove dilator 
placement we dilated the SPC tract with 
Amplatz dialators upto 30 Fr. 10 Fr pediatric 
cystoscope was introduced first and Hegrove 
dilator was inserted alongside under vision 
making sure that there is no undue force 
(avoiding contusion and bleeding of 
membranous urethra). With this, optimal 
placement of Heygrove, membranous 
urethra was identified and incised. Proximal 
and distal urethra was spatulated and end-
to-end urethroplasty was done over 14 F 
silicon foley catheter using 4-0 interrupted 
vicryl sutures. Post-operative period was 
uneventful. 
Results: Patient voided with good stream 
after three weeks and did not have any 
recurrence of stricture in a follow up of 2 
years. 
Conclusions: We found that supra pubic 
cystoscopy guided urethral dilator placement 
is better than blind placement in PFUI. 
 
 
 
 
 
 
 
 



V12-10 Technical Tips In Laparoscopic 
Excision Of Giant Bladder Diverticulum 
S Nachimuthu, R Manickam, S Kallappan 
Introduction & Objective: This video 
illustrates the technical tips of laparoscopic 
excision of giant bladder diverticulum. 
Methods: 78 years old male with a history of 
having had TURP in 2013 was presently 
admitted with acute urinary retention. 
Ultrasound showed a large bladder 
diverticulum. CT scan showed a large 
diverticulum in relation to the left lateral 
wall of bladder. Cystoscopy was done and 
guide wire was coiled in the diverticulum. 
Laparoscopic diverticuluctomy was done 
after placing a left ureteric stent. Coiling of 
the guidewire helped in dissection of the 
diverticulum from the bladder wall. Presence 
of stent on the ipsilateral side helped to 
prevent injury to the ureter. Diverticulum 
was excised after reaching close to its neck. 
Bladder wall closed with 3-0 barbed suture 
and drain placed. Patient had smooth 
recovery and drain removed on POD 3. 
Catheter was removed on 10th day. 
Results: Cystogram done on 14th day showed 
normal bladder outline. Subsequently he 
underwent TURP after three months for 
prostatomegaly. He voided with a flow of 
23ml/sec.  
Conclusions: Laparoscopic excision of large 
bladder diverticulum has less morbidity. 
Guide wire coiled in the diverticulum helps in 
identification of the diverticulum. Stent 
prevents to the injury to the ureter. 
 
 
 
 
 
 
 
 
 
 
 
 
 

V12-12 Laparoscopic VVF Repair Using 
Barbed Suture And 3D Camera 
R Manickam, S Nachimuthu, S Kallappan 
Introduction & Objective: Gynecological 
causes for vesicovaginal fistulae are common 
nowadays. Early repair was done in most of 
our cases. Here we illustrate laparoscopic 
repair with a video wherein we used barbed 
suture and 3D camera. 
Methods: 22 women developed 
vesicovaginal fistulae following 
hysterectomy. Early repair was planned after 
confirming the absence of urinary infection. 
Cystoscopy was done to examine the fistula 
to confirm the absence of slough. Bilateral 
ureteral catheters or stents were placed. 
Laparoscopy was done using 5 ports. Lessons 
learnt to make the procedure successful are 
as follows. Foley balloon with about 40 ml in 
the balloon was used to prevent gas leak 
from vagina. As it was an early repair the 
adhesions were flimsy. The wall of the 
bladder was not fibrosed unduely and could 
be dissected sharply. Bladder was bivalved 
and the fistula was excised with a 5mm 
margin. The vaginal wall was separated 
adequately from the bladder wall. Vaginal 
edges were sutured using 3-0 barbed suture 
maintaining watertight closure. Omental flap 
was tacked to anterior vaginal wall. Urethral 
foley was left in. Bladder rent was also 
closed with 3-0 barbed, single layer closure. 
Tube drain was placed at flank trocar site. 
With the use of barbed suture, the suturing 
time and overall operative time has reduced 
by 30 minutes. Also, 3D camera has 
improved the precise movements and 
surgeon’s comfort level. 
Results: The time taken for the surgery was 
between 150 to 180 minutes. Patients were 
in the hospital for 5 days. Drain was removed 
before discharge. Catheter was removed on 
the 14th day. None of the patients had a 
recurrence of the fistula. 
Conclusions: Laparoscopic repair of 
gynecological vesicovaginal 
fistula is more efficient when barbed suture 
is used. 



V16-10 Spill Free Technique of Laparoscopic 
Nephroureterectomy In Multiple Lower 
Ureteral TCC 
S Nachimuthu, R Manickam, S Kallappan 
Introduction & Objective: The major concern 
in laparoscopic nephroureterectomy for 
multiple ureteric TCC is the spill of tumor 
tissue around the hiatus. Here we illustrate 
the spill free technique and inclusion of 
bladder cuff. 
Methods: A 53-year-old female presented 
with hematuria associated with clots for two 
weeks duration. On evaluation Contrast CT 
Abdomen showed multiple right lower 
ureteric tumors. Cystoscopy revealed no 
bladder tumor. Laparoscopy in our spill free 
technique, we mobilized the distal ureter up 
to hiatus and further exposed the peri 
ureteric orifice mucosa by dividing the 
detrusor adequately. Then ureter was ligated 
at the orifice level. Before dividing the 
ureter, stay was secured in the bladder 
mucosa one cm distal to the orifice. Bladder 
closed in two layers. 
Results: Patient made an uneventful 
recovery. Drain was removed on post-
operative day 4 and discharged on next day 
with catheter in situ. Bladder cuff margin 
was tumor free in histopathology. 
Conclusions: Our technique to prevent spill in 
nephroureterectomy is novel and easy to 
adopt. 
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VS6-4 Technical tips in laparoscopic tailored 
reimplantation 
R Manickam, S Kallappan, S Nachimuthu 
Urology Clinic 
India 
Introduction & Objective: Laparoscopic 
Tailored reimplantation 
in very largemega ureter takes long time to 
tailor.We present the technical tips to 
effectively do the tailored reimplantation. 
Methods: A 12 yr old girl presented with left 
colicky abdominalpain for two weeks 
duration. On evaluation, Ultrasound 
abdomenshowed left hydroureteronephrosis 
upto VUJ. Intravenous urogramrevealed 
features suggestive of primary obstructive 
megaureter. Laparoscopy revealed grossly 
dilated lower half ofureter. Tailoring in situ 
without disconnecting the distal ureter 
using 4-0 PDS suture in a continuous fashion 
made the surgery fairly straight forward. 
After tailoring, left ureter was disconnected 
at the hiatus. Modified Lich Gregoir 
Reimplantation overa 4 F JJ stent was done 
using 4-0 PDS and detrusor approximation 
with barbed sutures. 
Results: Patient had a stable recovery and 
drain was removed on post operative day 3 
and discharged on next day. Stent 
removedafter three weeks. USG at the third 
month revealed fairly decompressed 
pelvicalyceal system. 
Conclusions: Laparoscopic Tailored 
Reimplantation in a megaureter is technically 
challenging. With few technical 
modifications, this can be achieved 
effectively. 
 
 
 
 
 

VS6-6 Technical Tips in Laparoscopic Bilateral 
ureteric reimplantation in a 2 yr old child 
R Manickam, S Kallappan, S Nachimuthu 
Urology Clinic 
India 
Introduction & Objective: Simultaneous 
bilateral laparoscopic reimplantation in very 
small children is challenging. We present the 
technical tips. 
Methods: A 2 yrs old child with UTI was 
evaluated to have bilateral Gr IV VUR.With 
limited intraperitoneal space, meticulous 
dissection and reimplantation was done. 
Using 4-0 PDS in continuous suturing. 
bymodified lich Gregois technique over 3fr 
stent. 
Results: Patient recovered smoothly. USG 
was done on 3rd POD, Drain was removed. 
Catheter was removed on day 4, 
Postoperatively child remains asymptomatic. 
Conclusions: Though bilateral ureteric 
reimplantation was challenging, by 
meticulously handling suturing, it is safe and 
feasible 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



VS14-3 Ideal Technique of Laparoscopic 
Ureterocalicostomy 
R Manickam, S Kallappan, S Nachimuthu 
Urology Clinic 
India 
Introduction & Objective: Management of 
pelvicureteric junction obstruction (PUJ) with 
a intrarenal pelvis is challenging. We 
illustrate the ideal technique of 
Ureterocalicostomy. 
Methods: A 24 years old female patient with 
Right PUJ obstruction presented with loin 
pain of2 months duration. Right RGP 
revealed intrarenal pelvis with gross 
caliectasis. With patient in right loin position 
using 4 ports mobilisation of upper 
ureter revealed intarenal pelvis necessitating 
ureterocalicostomy. Lateral ureterotomy was 
carried on to UPJ and continued over 
opposing aspect of lower calix (lateral 

calisotomy) adequately few secondary calculi 
were removed. posterior layer of 
ureterocalicotomy was done using 4-0 PDS 
suture. Then antegrade stenting was done. 
Subsequently anterior layer suture was 
completed. postoperative period was 
uneventful. 
Results: Post operatively patient did not 
have much drainage. Foley catheter was 
removed on the 2nd post operative day. 
Tube drain was removed on 3rd post 
operative day. Patient made smooth 
recovery. 6 months post operatively 
diureteic renogram showed good drainage. 
Conclusions: This technique of 
ureterocalicostomy makes UPJ wide system 
drains better than anastamosing ureter to 
buttonhole 
calicostomy. 
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