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Laparoscopic pyeloureteral reconstruction

Pyeloureteral junction stenosis is the most common congenital ureteral disorder causing dilation of the
pyelocaliceal system. When it is not treated in time, it leads to progressive deterioration and atrophy of the
renal unit.1

ADVANTAGES OF THE TECHNIQUE

Clinical rationale

The "open or conventional” pyeloureteral reconstruction was originally described by Anderson and Hynes in 1943 and
became the treatment of choice for this condition, with success rates above 90%. However, the high morbidity of this
technique led urologists to develop less invasive therapeutic options.2

Various minimally invasive techniques have since been described to treat this condition, among them antegrade and
retrograde endopyelotomy, balloon dilation, and endopyelotomy under radioscopic guidance. While these reduce the
morbidity of open surgery, they do so at the cost of a markedly lower success rate, even with proper case selection (56
t0 70%).3,4

In 1993 Schuessler et al.5 described laparoscopic pyeloureteral reconstruction, which reproduces the steps of open
surgery and reaches a comparable success rate while reducing its postoperative morbidity, hospital stay, and recovery
time. Today, laparoscopic pyeloureteral reconstruction is the treatment of choice for this condition.6

The advantages of this approach over conventional surgery are as follows.7,8

- Less postoperative pain. - Low complication rate (2 to 11%). - Smaller, more cosmetic incisions (3 or 4 incisions under
1cm). - Shorter hospital stay (2.2 to 2.8 days). - Excellent long-term functional results (87 to 100%). - More precise
surgery (visual magnification from the laparoscope). - Early return to work (about 15 days).

Laparoscopic pyeloureteral reconstruction is today the treatment of choice for this condition, since it achieves excellent
long-term functional results, provided the surgical indication is appropriate and in keeping with the operating surgeon's
experience.
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