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Author Questionnaire 
1. Software: Does the part of your protocol being filmed include step-by-step descriptions of software usage?  Enter Yes or No.
If Yes, we will need you to record using screen recording software.
We recommend using the screen capture program OBS. JoVE’s tutorial for using OBS Studio is provided at this link: https://review.jove.com/v/5848/screen-capture-instructions-for-authors?status=a7854k
As these files are necessary for finalizing your script, please upload all screen-captured video files to your project page as soon as possible.

2. Filming location: Will the filming need to take place in multiple locations?   Enter Yes or No.
If Yes, how far apart are the locations? Click to enter the distance between locations.


Current Protocol Length

Number of Steps:  36
Number of Shots:  47
 

Interviews
Videographer: Obtain headshots for all authors available at the filming location. 

Answers to these questions will become interview statements that you will deliver on camera.
· Introduction: Answer the 1st REQUIRED prompt and 1 additional prompt; Conclusion: Answer any 3 prompts. No more than 5 interview statements will be included in the video.
· Enter the full name of the author who will deliver the statement.
· Speak naturally and avoid reading the lines.
· Limit the length of each statement to 20 words or fewer.
· Answers will be edited for length, clarity, and consistency with journal style guidelines.

Authors: Please note that the questions will not appear on screen. Please answer in stand-alone full sentence with sufficient context.

INTRODUCTION:
REQUIRED: Briefly describe the clinical case presented in this video and the treatment approach used. 
1.1. Enter full author name.: Click here to answer question. Please write in a style that you will be comfortable memorizing and speaking aloud. Limit length to 20 or fewer words.

Explain why this treatment approach was selected for this particular case.
1.2. Enter full author name: Click here to answer question. Please write in a style that you will be comfortable memorizing and speaking aloud. Limit length to 20 or fewer words.
Describe any unique or rare clinical features observed in this case. 
1.3. Enter full author name: Click here to answer question. Please write in a style that you will be comfortable memorizing and speaking aloud. Limit length to 20 or fewer words.

CONCLUSION:

Describe any important challenges or complications encountered during treatment and how they were managed
1.4. Enter full author name: Click here if you choose this question. Please write in a style that you will be comfortable memorizing and speaking aloud. Limit length to 20 or fewer words.

Summarize the key clinical lessons or takeaways from this case for other clinicians
1.5. Enter full author name: Click here if you choose this question. Please write in a style that you will be comfortable memorizing and speaking aloud. Limit length to 20 or fewer words.

Describe how the patient’s condition has progressed following treatment.
1.6. Enter full author name: Click here if you choose this question. Please write in a style that you will be comfortable memorizing and speaking aloud. Limit length to 20 or fewer words.
Describe any further investigation or follow-up that would be relevant based on this case.
1.7. Enter full author name: Click here if you choose this question. Please write in a style that you will be comfortable memorizing and speaking aloud. Limit length to 20 or fewer words.
Videographer: Obtain headshots for all authors available at the filming location.

Ethics Title Card
This research has been approved by the Institutional Review Board (IRB) or equivalent body at (insert Institutional Name).


Protocol 
[bookmark: _Hlk188263998]Please review this section to make sure that it accurately describes your protocol. Use Track Changes when making edits or revisions.
· The two-digit steps (e.g., 2.1., 2.2.) are the narration.  JoVE is responsible for the narration of the protocol and results.
· Red italics are pronunciation guides indicating how the word will be spoken. 
· Filming should take no more than 10 minutes per step. If a step takes more than 10 minutes, prepare the product for that step in advance.
· The three-digit shots (e.g., 2.1.1., 2.2.2.) are the actions that the videographer will capture. 
Videographer: Please always record an audio slate while filming each shot mentioned in the shotlist.

2. Preoperative Planning and Patient Preparation
Demonstrator: Click here to enter the demonstrator(s) name

If the same person is the demonstrator throughout, mention them once here and remove the "Demonstrator" field from the other sections; if the demonstrator changes, retain the field in the respective sections.

2.1. To begin, the patient's complex surgical history was assessed, revealing no available alternative interpositional tissue [1].
2.1.1. WIDE: Talent reviewing the patient's medical records. Videographer: Please obtain CU shot as well for this shot.
2.2. A contrast-enhanced CT scan revealed a fistula in the right lower abdomen, behind the bladder, extending into the vagina and abdominal cavity in the axial view [1]. A coronal view demonstrated right-sided hydronephrosis, contrast extravasation from the right distal ureter, and the presence of contrast medium within the vaginal vault [3].
2.2.1. LAB MEDIA: Figure 1
2.2.2. LAB MEDIA: Figure 2
2.3. Pelvic MRI was performed to delineate the soft tissue planes and define the relationship of the fistula to the bladder, ureter, and vagina [1].
2.3.1. Talent positioning the patient for pelvic magnetic resonance imaging.
2.4. Cystoscopy was performed to visualize the fistula and determine its relationship to the right ureteral orifice [1].
2.4.1. LAB MEDIA: Figure 3
2.5. A retrograde contrast study was performed to confirm the distal ureteral defect and its communication with the vagina [1]. 
2.5.1. LAB MEDIA; Figure 4
2.6. The patient was maintained on percutaneous nephrostomy drainage for approximately 3 months to allow the resolution of inflammation and tissue edema before definitive repair [1].
2.6.1. Shot of the patient maintained on the percutaneous nephrostomy drainage system.
2.7. After anesthetizing, the patient was carefully secured to the operating table to accommodate a Trendelenburg position and facilitate displacement of the bowel from the pelvis [1].
2.7.1. Talent securing the patient to the operating table.
2.8. For trochar placement, an 8-millimeter robotic camera port was placed in the supraumbilical region under direct vision following a mini-laparotomy [1].
2.8.1. Talent placing an 8-millimeter robotic camera port in the supraumbilical region under direct vision.
2.9. Two additional 8-millimeter robotic working ports were placed under direct visualization lateral to the rectus muscles at the level of the umbilicus [1].
2.9.1. Talent placing two 8-millimeter robotic working ports lateral to the rectus muscles under direct visualization.
2.10. Next, a 12-millimeter assistant port was placed in the right lower quadrant [1] and a 5-millimeter assistant port was placed in the left upper quadrant for suction, retraction, and suture introduction [2].
2.10.1. Talent placing a 12-millimeter assistant port in the right lower quadrant.
2.10.2. Talent placing a 5-millimeter assistant port in the left upper quadrant.
2.11. The robotic surgical system was docked between the patient's legs [1].
2.11.1. Talent docking the robotic surgical system between the patient's legs.


3. Pelvic Adhesiolysis and Ureteral Dissection Prior to Ureteral Reimplantation
Demonstrator: Click here to enter the demonstrator(s) name
3.1. Extensive adhesiolysis was performed sharply and bluntly to restore normal pelvic anatomy and free the bowel from the pelvic inlet [1].
3.1.1. Talent performing adhesiolysis and restoring the pelvic anatomy and freeing the bowel.
3.2. The peritoneum over the bladder was incised [1], and the bladder was then mobilized inferiorly to expose the vesicovaginal space [2].
3.2.1. Talent incising the peritoneum over the bladder.
3.2.2. Talent mobilizes the bladder inferiorly to expose the vesicovaginal space.
3.3. The right ureter was identified at the pelvic brim [1] and carefully dissected distally toward the fistula site [2].
3.3.1. Talent identifying the right ureter at the pelvic brim.
3.3.2. Talent dissecting the right ureter toward the fistula site.
3.4. The right ureter was mobilized while carefully preserving its adventitial blood supply [1].
3.4.1. Talent mobilizing the right ureter while preserving the adventitial blood supply.
3.5. Indocyanine green dye was administered intravenously [1]. Near-infrared fluorescence imaging was then used to confirm adequate perfusion of the distal ureter before transection [2].
3.5.1. Talent administering indocyanine green dye intravenously.
3.5.2. SCOPE: Fluorescence signal visible within the distal ureter, demonstrating adequate perfusion.	Comment by Pallavi  Sharma: Authors: Is it possible for you to provide this?
3.6. Using cold scissors, the ureter was transected proximal to the fistula at the level of healthy, well-perfused tissue [1].
3.6.1. Talent transecting the ureter proximal to the fistula using cold scissors.
3.7. The distal end of the transected ureter was spatulated on its anterolateral aspect for approximately 1 centimeter to create a wide, tension-free anastomosis [1].
3.7.1. Talent spatulating the distal end of the transected ureter on its anterolateral aspect.

4. Fistula Tract Excision and Closure
Demonstrator: Click here to enter the demonstrator(s) name
4.1. The fistula tract was carefully dissected and excised entirely, separating the bladder from the vaginal cuff [1].
4.1.1. Talent dissecting and excising the fistula tract to separate the bladder from the vaginal cuff.
4.2. As much healthy tissue as possible was preserved for the subsequent closure [1].
4.2.1. Talent preserving healthy tissue margins following fistula tract excision.
4.3. The bladder defect was closed horizontally in two continuous layers using a 3-0 absorbable barbed suture to prevent distortion of the ureteral orifice [1].
4.3.1. Talent closing the bladder defect horizontally with a 3-0 absorbable barbed suture.
4.4. Watertight closure was confirmed by filling the bladder with 150 to 200 milliliters of normal saline [1] and observing for leakage [2].
4.4.1. Talent filling the bladder with normal saline.
4.4.2. Shot of the repaired bladder being inspected for leakage.
4.5. The vaginal defect was closed vertically in a single continuous layer using a 3-0 absorbable barbed suture [1].
4.5.1. Talent closing the vaginal defect vertically with a 3-0 absorbable barbed suture.

5. Ureteroneocystostomy and Peritoneal Flap Interposition 
Demonstrator: Click here to enter the demonstrator(s) name

5.1. A 3 to 4-centimeter detrusor muscle tunnel was created using sharp dissection while avoiding entry into the bladder mucosa [1].
5.1.1. Talent creating a detrusor muscle tunnel using sharp dissection.
5.2. The spatulated ureter was anastomosed to the bladder mucosa at the distal end of the tunnel using interrupted 4-0 absorbable suture [1].
5.2.1. Talent anastomosing the spatulated ureter to the bladder mucosa using interrupted 4-0 absorbable suture.
5.3. A 7 French, 26-centimeter ureteral stent was placed over a guidewire before completion of the anastomosis [1].
5.3.1. Talent advancing a 7 French ureteral stent over a guidewire.
5.4. Given the unavailability of the omentum, a well-vascularized peritoneal flap overlying the bladder was harvested [1]. Another well-vascularized peritoneal flap dorsal to the vaginal vault was also harvested [2].
5.4.1. Talent harvesting a well-vascularized peritoneal flap overlying the bladder.
5.4.2. Talent harvesting a well-vascularized peritoneal flap dorsal to the vaginal vault.
5.5. Both flaps were mobilized and rotated into the vesicovaginal space [1].
5.5.1. Talent mobilizing and rotating both peritoneal flaps into the vesicovaginal space.
5.6. The first peritoneal flap was interposed anteriorly between the repaired structures [1]. The second peritoneal flap was interposed posteriorly between the bladder and the vagina [2].
5.6.1. Talent positioning the first peritoneal flap anteriorly between the repaired structures.
5.6.2. Talent positioning the second peritoneal flap posteriorly between the bladder and the vagina.
5.7. Both flaps were secured with interrupted 3-0 absorbable sutures, one to the bladder's posterior wall [1] and the other to the anterior vaginal wall for full coverage of the repairs.[2].
5.7.1. Talent securing the first peritoneal flap to the posterior wall of the bladder.
5.7.2. Talent securing the second peritoneal flap to the anterior vaginal wall.

6. Catheter Drainage Strategy and Postoperative Catheter Management
Demonstrator: Click here to enter the demonstrator(s) name
6.1. A 16 French transurethral Foley catheter was inserted and connected to gravity drainage [1].
6.1.1. Talent inserting a 16 French transurethral Foley catheter and connecting it to a gravity drainage system
6.2. A 14 French suprapubic catheter was placed under direct vision through a separate cystotomy [1] and secured to the anterior abdominal wall [2].
6.2.1. Talent placing a 14 French suprapubic catheter through a separate cystotomy.
6.2.2. Talent securing the suprapubic catheter to the anterior abdominal wall.
6.3. Cystography was routinely scheduled for postoperative day 14 to evaluate the integrity of the bladder closure and the ureteral reimplantation [1].
6.3.1. Cystography images being reviewed to assess the bladder closure and ureteral reimplantation.
6.4. If no extravasation was observed on cystography, the transurethral catheter was removed at that time [1].
6.4.1. Talent removing the transurethral catheter following confirmation of the absence of extravasation.
6.5. The suprapubic catheter was clamped to assess voiding function [1]. The catheter was then removed once adequate voiding was confirmed with a post-void residual volume of less than 100 milliliters [2].
6.5.1. Talent clamping the suprapubic catheter.
6.5.2. Talent removing the suprapubic catheter after confirming adequate voiding function.
6.6. The ureteral stent was scheduled for cystoscopic removal 3 weeks after surgery in the outpatient setting [1].
6.6.1. Talent performing cystoscopic removal of the ureteral stent in the outpatient setting.





Results
Please review this section to make sure that it accurately reflects your findings.
· This section will not be recorded by the videographer. It only includes the figures/tables from your manuscript (called LAB MEDIA). 
· Use Track Changes when making edits or revisions. 
· Please note that the video cannot include voiceover without an accompanying visual.

7. Results 

7.1. A cystogram performed on postoperative day 14 confirmed complete bladder integrity with no evidence of extravasation [1].
7.1.1. LAB MEDIA: Figure 5
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