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Author Questionnaire 
1. Software: Does the part of your protocol being filmed include step-by-step descriptions of software usage?  No

2. Filming location: Will the filming need to take place in multiple locations?   No


Current Protocol Length

Number of Steps:  13
Number of Shots:  27
 

Introduction
Videographer: Obtain headshots for all authors. 


REQUIRED: Briefly describe this case, the treatment reported here, and the outcome of this treatment. 
1.1. Teng Hou: This case describes transmesenteric laparoscopic pyeloplasty in Trendelenburg position for a patient with horseshoe kidney and hydronephrosis, with successful symptom relief and no complications.
1.1.1. INTERVIEW: Named Talent says the statement above in an interview-style shot, looking slightly off-camera. Suggested B.roll:2.6.2

How does this case contribute to the current knowledge in your field?
1.2. Teng Hou: This case shows that transmesenteric ILSTP is a feasible and safe alternative for treating UPJO in horseshoe kidney patients. 
1.2.1. INTERVIEW: Named Talent says the statement above in an interview-style shot, looking slightly off-camera. 
OPTIONAL: Did this case involve any unique or rare clinical presentations?
1.3. Zhaohui Chen: Yes. The patient had UPJO caused by a crossing gonadal vein, which is relatively rare in horseshoe kidney cases. 
1.3.1. INTERVIEW: Named Talent says the statement above in an interview-style shot, looking slightly off-camera. 
Were there any specific challenges or unusual circumstances during this case's management?
1.4. Zhaohui Chen: The mesenteric approach required careful dissection to avoid intestinal injury, especially in thin patients. 
1.4.1. INTERVIEW: Named Talent says the statement above in an interview-style shot, looking slightly off-camera. Suggested B.roll:2.7

Why was this treatment chosen for this particular case?
1.5. Zhaohui Chen: Transmesenteric ILSTP offers better exposure and minimizes bowel manipulation compared to traditional lateral approaches.
1.5.1. INTERVIEW: Named Talent says the statement above in an interview-style shot, looking slightly off-camera. Suggested B.roll:2.8.3

Were there any complications or challenges during the treatment that required adjustments?
1.6. Zhaohui Chen: Eight weeks after surgery, the stent was removed and ultrasound confirmed improvement in hydronephrosis.
1.6.1. INTERVIEW: Named Talent says the statement above in an interview-style shot, looking slightly off-camera. 

Were there any ethical dilemmas or considerations involved in the management of the case?
1.7. Zhaohui Chen: Proper patient selection and understanding mesenteric anatomy are key for safe execution of this technique.
1.7.1. INTERVIEW: Named Talent says the statement above in an interview-style shot, looking slightly off-camera. Suggested B.roll:2.11

Videographer: Obtain headshots for all authors.
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Protocol 

2. Laparoscopic Pyeloplasty Using the Transmesenteric Approach
Demonstrator: Teng Hou

2.1. The patient was positioned in a 30-degree Trendelenburg position with their head down [1]. The primary surgeon and assistant stood on the patient's right side, while the scrub nurse stood on the left side [2].

2.1.1. WIDE: Talent adjusting the surgical table and positioning the patient with head tilted downward.
2.1.2. Talent standing arrangements showing surgeon and assistant on the right and nurse on the left.

2.2. A 2-centimeter infraumbilical incision was made using a scalpel [1]. Then a-10-millimeter blunt trocar was introduced under direct visualization to enter the abdominal cavity using the Hasson technique [2].

2.2.1. Talent making a small incision below the umbilicus using a scalpel.
2.2.2. Talent inserting a blunt trocar while looking at the monitor.

2.3. Pneumoperitoneum was achieved by carbon dioxide insufflation until the intraabdominal pressure reached between 12 and 14 millimeters of mercury [1]. A 30-degree laparoscope was inserted into the 10-millimeter infraumbilical port [2].

2.3.1. Talent adjusting insufflation settings on the laparoscopic insufflator.
2.3.2. Talent inserting the laparoscope into the infraumbilical trocar.

2.4. Under direct visualization, two other trocars were placed at the iliac crest level, at 6 centimeters to the right and left of the camera port [1]. Another 12-millimeter trocar was placed adjacent to the umbilicus [2].

2.4.1. Talent placing 2 trocars at the left and right of the camera port. 
2.4.2. Talent placing an additional trocar near the umbilicus under laparoscopic guidance.

2.5. In patients with a short pubis-to-umbilicus distance, the umbilicus port was placed first to allow direct vision for placing the infraumbilical port, minimizing the risk of bladder injury [1].
2.5.1. Talent inserting the umbilical trocar first under direct vision, showing a shorter anatomical distance.

2.6. A full abdominal inspection was performed laparoscopically to observe retroperitoneal organs and mesenteric fat thickness to assess the feasibility of transmesenteric surgery [1]. A 3-to-4-centimeter longitudinal incision was made through the mesentery of the descending colon using an ultrasonic scalpel to create an opening while avoiding blood vessels and the intestine [2].
Authors: Please create scope videos of the shots labeled as SCOPE and upload the files to your project page as soon as possible: https://review.jove.com/account/file-uploader?src=20869673
2.6.1. SCOPE: Panoramic laparoscopic view of the abdominal cavity showing organs and mesenteric fat.
2.6.2. SCOPE: Laparoscopic view showing mesenteric incision being made over the pelvis with the ultrasonic scalpel.

2.7. The mesenteric fascia was dissected to expose the renal pelvis and left ureter [1]. The ascending portion of the duodenum along the dissection plane was visualized [2].
2.7.1. SCOPE: Laparoscopic view of the renal pelvis and ureter exposure.
2.7.2. SCOPE: Ascending duodenum seen through the laparoscope during dissection.

2.8. After mobilizing the ureteropelvic region, a crossing branch of the genital gland vein was identified as the cause of UPJ obstruction [1-TXT]. Upon confirming it as a vein, it was ligated [2]. In cases of ectopic artery compression, the artery was transposed and a dismembered pyeloplasty was performed [3].
2.8.1. SCOPE: Laparoscopic view showing identification of crossing vein. TXT: Ureteropelvic Junction
2.8.2. SCOPE: Talent using clip applier to ligate the vein.
2.8.3. SCOPE: Arterial transposition and dismembered pyeloplasty is being performed.

2.9. A non-dismembered pyeloplasty was then performed by making a 3- to 4-centimeter-long incision, from the lateral aspect of the proximal ureter to the renal pelvis using laparoscopic scissors [1]. The posterior walls of the ureter and pelvis were sutured using a 4-0 (four-Oh) absorbable running suture [2].
2.9.1. SCOPE: Laparoscopic scissors cutting from ureter to renal pelvis.
2.9.2. SCOPE: Posterior wall anastomosis using running suture.

2.10. A guide wire was passed through the proximal ureter into the bladder [1]. Then a 4.7 French Double-J stent was passed over the guide wire into the bladder [2]. The proximal end of the stent was placed within the renal pelvis [3].
2.10.1. SCOPE: Insertion of guide wire through ureter.
2.10.2. SCOPE: Placement of Double-J stent over the wire.
2.10.3. SCOPE: Final positioning of stent’s proximal end in renal pelvis.

2.11. The anterior anastomosis was completed by suturing the proximal pelvis and ureter with 4-0 polyglactin sutures on a half-circle needle [1]. The ureteropelvic anastomosis was performed using 4-0 polyglactin sutures on a half-circle, round-bodied needle [2]. 
2.11.1. SCOPE: The anterior wall anastomosis is being done using absorbable sutures.
2.11.2. SCOPE: The ureteropelvic anastomosis was done with 4-0 polyglactin sutures. 

2.12. The mesenteric incision was closed with running 4-0 polyglactin sutures [1]. The surgical field was inspected for bleeding, urine leaks, or gastrointestinal injuries [2].
2.12.1. SCOPE: Mesenteric closure using running sutures.
2.12.2. SCOPE: Laparoscopic inspection of the abdominal cavity for complications.

2.13. A drainage tube was placed adjacent to the mesenteric window ensuring no contact with the anastomosis [1]. The peritoneum and fascia were closed using continuous 3-0 absorbable sutures and the skin was closed with interrupted 4-0 absorbable sutures [2].
2.13.1. Talent placing drainage tube carefully near mesenteric window.
2.13.2. Talent suturing peritoneum, fascia, and skin in sequence.



Results
3. Results 

AUTHORS: Please note that the results need to have corresponding figures or tables or graphs. Since the figures provided are all of the protocol, this section has not been scripted. 
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