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Objective: The study aimed to present technique and outcomes of laparoscopic retrograde peritoneal dialysis catheter
insertion in chronic kidney disease (CKD) patients.

Material and Method: We retrospectively reviewed 11 complicated CKD patients, who underwent both laparoscopic and
laparoscopic retrograde peritoneal dialysis catheter (lap PD, r-lap PD) insertion at HRH Princess Maha Chakri Sirindhorn
Medical Center during April 2013 to March, 2016. Technique, outcomes and complications were presented.

Results: After a follow-up period of 14 months in patients who underwent lap PD insertion, there was no infection, bleeding
complication, or hernia presented. Dialysate leakage after immediate dialysis was found in one r-lap PD insertion patient but
healed spontaneously. No catheter removal or revision was observed.

Conclusion: The described r-lap PD catheter insertion technique was straightforward, effective and reproducible. Though

the sample size was limited, the procedure can used as an alternate in complicated CKD patients.
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Chronic kidney disease (CKD) is one of the
major health problems worldwide. In Thailand, Ingsathit
Acetal® reported an overall CKD prevalence was 17.5%
which ranged from 3.3% in CKD stage | to 1.1% in
CKD stage V. Kidney replacement therapy composes
of hemodialysis and peritoneal dialysis. Peritoneal
dialysis has benefit over hemodialysis in terms of renal
function preservation and allows self-autonomy.
Moreover, peritoneal dialysis was more cost-effective
than hemodialysis in Thailand setting® leading to the
launch of “PD first policy” by National Health Security
Office (NHSO) in 2008. Subsequently, the number
of patients required peritoneal dialysis has risen
significantly over nation. Key success of peritoneal
dialysis is the survival of PD catheter. After introduced
by Tenckhoff in 1968®), method of peritoneal dialysis
catheter placements are extensively developed. There
are many techniques for peritoneal dialysis (PD)
catheter placement, such as Seldinger technique®,
peritoneoscopy®®, fluoroscopic guided™®, open and
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laparoscopic placement technique. In Thailand,
open placement technique or minilaparotomy is
extensively practiced nationwide. Most of PD placement
techniques are blind technique resulted in malposition
and dysfunctional catheters. Outflow obstruction
which caused by omental wrapping and tip migration
had been reported as high as 8-10% after PD catheter
insertion®19, Laparoscopic PD catheter placement was
firstly developed in 1993 by Amerling R et al®V, aiming
to improve PD catheter survival rate by using “direct
vision technique”. Though, recommendations of
International Society for Peritoneal Dialysis (ISPD)
in 20052 claimed the similar outcomes among many
PD placement techniques in uncomplicated patient,
laparoscopic peritoneal dialysis catheter (lap PD)
insertion has gained acceptably in many centers.
Lap PD insertions are advocated in previous abdominal
operation patients due to significance of clearly visual
abdominal exploration®*'4. Moreover, lap PD insertions
allow surgeons to fix PD catheter, lysis adhesion, do
omentoplexy and simultaneous hernia repair®s9,
Since laparoscopic surgery has a significant
leap and was worldwide recognized over the past ten
years, many lap PD insertion techniques has also been
developed. No study about technique of laparoscopic
retrograde PD catheter (r-lap PD) insertion has yet been
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reported in Thailand. The study aims to address this
technique and evaluate the outcomes and difficulty of
PD catheter insertion in our institute. The results will
assist the physician to innovate and develop a new
treatment for CKD patients.

Material and Method

A retrospective study intended to present
the technique, early results and pitfall of r-lap PD
placement in CKD patient. After obtaining ethical
approval from the Institutional Review Board of the
Faculty of Medicine of Srinakharinwirot University,
we retrospectively reviewed CKD patients who
underwent lap PD catheter insertion at HRH Princess
Maha Chakri Sirindhorn Medical Center. Between April
2013 to March 2016, 11 CKD patients who were eligible
for lap PD insertion which aged more than 18 years
were included. We excluded patients who had no
follow-up data. Four patients had lap PD insertion in
an old fashion and 7 patients had r-lap PD insertion,
Demographic data, outcomes, and associated
complications were collected from medical record. Data
were analyzed by SPSS version 17 statistical package
and reported in mean and percent.

Techniques

All patients were operated under general
anesthesia and prophylactic antibiotics were
administrated 30 minutes before operation. Placing
supine position on the table capable of Trendelenburg
positioning, routine sterile skin painted and draped was
performed. The required instruments included a zero
angle videolaparoscope, a 10-mm trocar, a 5-mm trocar,
grasper forceps, and a standard curled 2-cuff PD
catheter. A 10-mm camera port was inserted through
supra-umbilical incision which laying 3 fingerbreadths
(FB) above umbilicus (Fig. 1). In previous abdominal
surgery patients, 10-mm port was incised intentionally
away from the previous surgical scar to prevent visual
field obscured by adhesion band or omentum.
Pneumoperitoneum was created by carbon dioxide
insufflation which 12-15 mmHg pressure was maintained
constantly during operation. The camera port was used
for camera and PD catheter insertion. Diagnostic
laparoscopy was performed to detect undiagnosed
hernia or other pathology. A second 5-mm catheter port
incision was predetermined at 2-3 centimeters
inferolateral to umbilicus which mostly preferred at left
paramedian. The catheter port was advanced while
making a tunnel that passed through rectus sheath in a
craniocaudal direction toward the pelvis and medial to
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inferior epigastric vessel, which can often be visualized
with the laparoscope. The tunnel was 4 to 6 centimeters
long before entering peritoneal cavity (Fig. 2). The rectus
sheath and preperitoneal tunnel was essential in
maintaining intra-pelvic alignment of the catheter. This
maneuver would prevent catheter tip migration. We
normally inserted PD catheter through camera port
after diagnostic laparoscopy was performed (Fig. 3).
Introduced via catheter port, grasper forceps were
used to adjust PD catheter tip into pouch of Douglas
(Fig. 4). After catheter tip was located in appropriate
position, the proximal part of extra-peritoneal portion
of PD catheter was grasped and prepared to pull out
via catheter port (Fig. 5). While catheter port was pulling
out, we grasped proximal part of extra-peritoneal portion
of PD catheter and took the catheter out immediately
followed the port (retrograde technique). During PD
catheter was taken out gently, deep cuff of PD catheter

supraumbilical incision
camera port size 10 mm
3 FB above umbilicus

left paramedial incision
catheter port size 5 mm
rectus sheath tunnel

Fig. 1  Portsites for laparoscopic retrograde PD catheter

insertion.

AT

Fig. 2

Creation of rectus sheath/preperitoneum tunnel by
trocar 5 mm.
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B was left in preperitoneal tunnel under direct vision
‘l“\ ' (Fig. 6). Pneumoperitoneum was released while PD
catheter and deep cuff was adjusted into muscular part
10 mm camera port Sy of abdominal wall (Fig. 7).

The exit site was placed caudally and laterally
to catheter port. Extended 1-cm skin incision was made
at catheter port to liberally manipulate the position of
superficial cuff and extra-peritoneal part of PD catheter
(Fig. 8). Exit site was created by using tunneling stylet.
The fascial part of camera port was closed by

-

Fig. 3  PD Catheter was grasped and advanced through
the camera port by grasper forceps.

Fig. 6  PD catheter was pull out and deep cuff of was in
the tunnel.

Fig.4  Tip of PD catheter was adjusted by grasper
forceps.

v

Fig.5  Proximal part of extra-peritoneal portion of PD  Fig. 7  Extra-peritoneal part was taken out and deep cuff
catheter was grasped. was in the muscular tunnel.
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interrupted suture 1-0 vicryl. Since the catheter port
size was 5-mm, we only closed the subcutaneous layer
and skin by absorbable suture (Fig. 9). The former lap
PD insertion technique which reported previously was
used 10-mm ports for the camera and catheter ports so
both incisions need fascial closure®”. Peritoneal
dialysis usually started 14 days after PD catheter
insertion.

Results
Eleven patients who participated into study

umbilicus e

|  catheter port
‘paramedial incision

pubic symphysis

Fig. 8  Subcutaneous tunnel and exit-site.

supraumbilical incision|

¥

After skin closure.

Fig. 9
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aged range from 30-75 years; median age was 62 years
old, 6 were male. Mean body mass index (BMI) was
27.58 kg/m?. Four patients had lap PD insertion in old
technique while 7 patients had r-lap PD insertion.
Average operative time for both techniques without
hernia repair was 30 minutes. Ten patients had previous
abdominal surgery while one patient had previous
laparoscopic pelvic surgery and had BMI 35.1 kg/m?.
Two patients in r-lap PD insertion had simultaneous
umbilical hernia repair. Both intraoperative and
immediate post-operative complications, such as hollow
viscus organ injury and intra-abdominal or abdominal
wall hematoma, were not observed in our techniques.
Average duration of hospital stay after lap PD insertion
was 1 night after operation. There was no peritonitis,
exit site or tunnel infection or hernia reported. One
patient who underwent r-lap PD insertion had dialysate
leakage possible due to immediate dialysis, however
the leakage spontaneously healed (Table 1). All patients
had functional PD catheters and no catheter revision
was observed. The mean follow-up period was 14
months which ranged from 1 to 36 months.

Discussion

Peritoneal dialysis is an important treatment
of CKD patients in Thailand which resulted in increased
number of PD catheter insertion over the last decade.
The presented study aimed to demonstrate technique
and outcome of lap PD insertion in our hospital. Mean
patient ages in our study was older than reported from
Ingsathit A et al®, however the Age-Specific Prevalence
increased when patients get older. Between January
2013 and March 2016, total of PD catheter insertion
in our institute were 347 patients, 96.8% were achieved
by minilaparotomy under local anesthesia. Lap PD
insertions were performed in difficult cases, such as
previous extensive abdominal operation, failed
minilaparotomy PD catheter insertion, and obesity. The
success of PD treatment depended on the function
and endurance of PD catheter. Not only infection but
mechanical obstructions; such as outflow obstruction,
omental wrapping and tip migration, were main factors
that terminated PD treatment®®.

Harissis HV et al® presented 13 lap PD
insertions with catheter tip fixation by means of
combination one port laparoscopy and percutaneous
technique. The technique was reported as simplest,
safest and least expensive than other technique.
However, their tip fixation technique may cause internal
intestinal hernia® and the PD catheter need special
technique for catheter removal. Comert M et al® also
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Table 1. Demographic data, methods and results of lap-PD and r-lap PD insertion

Variable

Laparoscopic peritoneal
dialysis catheter insertion
(n=4)

Laparoscopic retrograde
peritoneal dialysis catheter
insertion (n =7)

Age (year) (mean, SD)
BMI (kg/m?) (mean, SD)
Male
Methods
Camera and operating ports
PD catheter insertion technique
Preperitoneal tunnel diameter
Catheter placement technique
Anterior rectus sheath (entrance site)
Post-operative complication
Bleeding
Bowel or bladder perforation
Leakage
Peritonitis
Tunnel or exit site infection
Duration of follow-up (month) (median (min, max))

48.75 (22.11)
22.69 (3.16)
4

10-mm and 10-mm ports

59.57 (14.06)
30.50 (2.96)
2

10-mm and 5-mm ports

Via operating port Via camera port
10 mm 5mm
Antegrade Retrograde
Suture Sutureless

0 0

0 0

0 1 (14.3%)

0 0

0 0

3 (6, 36) 9(1,11)

reported 12 patients who underwent laparoscopic PD
insertion with preperitoneal tunnel fixation. Their study
claimed that a 25-30 centimeters tunnel created by using
Veress needle and NSS infusion will reduce tip migration
and omentum wrapping. Moreover, the leakage reduced
by used a 5-mm trocar which was sutureless. Though,
the study found no dialysate leakage or catheter
obstruction, the mean follow-up period was slightly
short, 4.3 month, and there was no available data of
morbidity followed preperitoneal space creation, such
as hematoma and hernia formation©?. Bircan HY etal®
also compared lap PD insertion; Comert M technique,
with open technique which had longer follow-up
period. Although their study found that lap PD
insertion reduced malposition, outflow obstruction,
leakage and hernia with statistical significant result but
the outcomes did not compare with other lap PD
insertion techniques. More lap PD insertion was
reported by Crabtree JH et al®®2%, They reported 494
lap PD insertions using special 7/8-mm dilator for
tunneling and insertion. After 21.6 months follow-up,
only 4 patients required catheter removal from
mechanical complication. Catheter flow obstruction and
pericatheter leak were only found 3.7% and 2.6%,
respectively. Although Crabtree’s technique had
impressive results, the special 7/8-mm dilator was not
generally used. The r-lap PD insertion normally used
one 10-mm port for both camera and PD catheter
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insertion. Another 5-mm port was used for making a
tunnel, adhesiolysis, and taking the catheter out from
the abdomen (retrograde technique). There were many
advantages of our technique additional to “direct vision
placement” by laparoscopy. Firstly, this maneuver
created the muscular and preperitoneal tunnel which
controlled PD catheter migration instead of catheter
fixation by suturing and the tunnel reduced risk of cuff
extrusion. The sutureless procedure permitted simple
PD catheter removal. Secondly, r-lap PD insertion
retrogradely pulled the PD catheter from the abdomen
following the port; the technique differed from others
which inserted PD catheter via the port. Therefore, we
can use a 5-mm catheter port which is smaller than PD
catheter for making the tunnel. This tunnel was fit by
PD catheter resulted in little chance of dialysate leakage
since PD catheter was tighten by the muscle. Finally,
the prescribed procedure and equipment were basic
and familiar to all general surgeons.

Since the presented study was preliminary
study, the study had inadequate data to compare the
outcomes between different PD catheter insertion
techniques. However, the study purposed to present
alternate technique for lap PD insertion which may
assist the improvement in CKD treatment. Moreover,
the mean follow-up period which was 14 months was
inadequate to detected catheter malfunction. More
study was required to identify the long term outcomes
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of retrograde laparoscopic PD insertion.

Conclusion

Our study demonstrated the technique and
outcomes of r-lap PD insertion in CKD patients. Lap
PD allowed both “directed vision placement” and
simultaneous intra-abdominal pathology correction.
Although r-lap PD insertion had limited long term data
and need further study, the presented technique was
safe, simple and familiar to general surgeons and could
be practiced and generalized to others. This procedure
should be encouraged as an alternative PD insertion
technique in complicated CKD patients, aiming to
improve the standard CKD treatment over nation.

What is already known on this topic?

The previous results about lap PD insertions
were mostly from westerners who had diverse
techniques and outcomes. Moreover, their techniques
required special instruments which were not commonly
used in Thailand.

What this study adds?

The presented study reported laparoscopic
retrograde PD insertion techniques which was simple
and practical in Thailand. The results will expand the
CKD treatment for Thais.

Acknowledgements

The authors would like to express gratitude
to our staffs and patients at MSMC for their valuable
assistant and dedicate in data collection.

Potential conflicts of interest
None.

References

1. Ingsathit A, Thakkinstian A, Chaiprasert A,
Sangthawan P, Gojaseni P, Kiattisunthorn K, et al.
Prevalence and risk factors of chronic kidney
disease in the Thai adult population: Thai SEEK
study. Nephrol Dial Transplant 2010; 25: 1567-75.

2. Teerawattananon Y, Mugford M,
Tangcharoensathien V. Economic evaluation of
palliative management versus peritoneal dialysis
and hemodialysis for end-stage renal disease:
evidence for coverage decisions in Thailand. Value
Health 2007; 10: 61-72.

3. Tenckhoff H, Schechter H. A bacteriologically safe
peritoneal access device. Trans Am Soc Artif Intern
Organs 1968; 14: 181-7.

S110

10.

11.

12,

13.

14.

15.

16.

17.

ZappacostaAR, Perras ST, Closkey GM. Seldinger
technique for Tenckhoff catheter placement.
ASAIO Trans 1991; 37: 13-5.

Ash SR. Bedside peritoneoscopic peritoneal
catheter placement of Tenckhoff and newer
peritoneal catheters. Adv Perit Dial 1998; 14: 75-9.
Adamson AS, Kelleher JP, Snell ME, Hulme B.
Endoscopic placement of CAPD catheters: a review
of one hundred procedures. Nephrol Dial
Transplant 1992; 7: 855-7.

Maher E, Wolley MJ, Abbas SA, Hawkins SP,
Marshall MR. Fluoroscopic versus laparoscopic
implantation of peritoneal dialysis catheters: a
retrospective cohort study. J Vasc Interv Radiol
2014; 25: 895-903.

Voss D, Hawkins S, Poole G, Marshall M.
Radiological versus surgical implantation of first
catheter for peritoneal dialysis: a randomized non-
inferiority trial. Nephrol Dial Transplant 2012; 27:
4196-204.

Sanderson MC, Swartzendruber DJ, Fenoglio ME,
Moore JT, Haun WE. Surgical complications of
continuous ambulatory peritoneal dialysis. Am J
Surg 1990; 160: 561-5.

Yeh TJ, Wei CF, Chin TW. Catheter-related
complications of continuous ambulatory
peritoneal dialysis. Eur J Surg 1992; 158: 277-9.
Amerling R, Cruz C. A new laparoscopic method
for implantation of peritoneal catheters. ASAIO J
1993; 39: M787-9.

Flanigan M, Gokal R. Peritoneal catheters and exit-
site practices toward optimum peritoneal access: a
review of current developments. Perit Dial Int 2005;
25:132-9.

Bagul A, Thiyagarajan UM, Mamode N.
Laparoscopic peritoneal dialysis catheter (PDC)
insertion: does it really make a difference? J Nephrol
2014;27:127-34.

Wright MJ, Bel’eed K, Johnson BF, Eadington DW,
Sellars L, Farr MJ. Randomized prospective
comparison of laparoscopic and open peritoneal
dialysis catheter insertion. Perit Dial Int 1999; 19:
3725,

Crabtree JH. Hernia repair without delay in
initiating or continuing peritoneal dialysis. Perit
Dial Int 2006; 26: 178-82.

Crabtree JH, Burchette RJ. Effective use of
laparoscopy for long-term peritoneal dialysis
access. AmJ Surg 2009; 198: 135-41.
Akranurakkul P. Peritoneal dialysis catheter
placement: Laparoscopic technique. In:

J Med Assoc Thai Vol. 99 Suppl. 8 2016



Akranurakkul P, editor. Operative technique in  21. Comert M, Borazan A, Kulah E, Ucan BH. A new

peritoneal dialysis catheter placement. Bangkok: laparoscopic technique for the placement of a
Label Converter; 2015: 77-92. permanent peritoneal dialysis catheter: the
18. Guo A, Mujais S. Patient and technique survival preperitoneal tunneling method. Surg Endosc
on peritoneal dialysis in the United States: 2005; 19: 245-8.
evaluation in large incident cohorts. Kidney Int 22, Losanoff JE, Millis JM. A novel tunneling method
Suppl 2003; S3-12. for long-term peritoneal dialysis. Surg Endosc 2005;
19. Harissis HV, Katsios CS, Koliousi EL, Ikonomou 19:1291.
MG, Siamopoulos KC, Fatouros M, et al. Anew 23. Bircan HY, Kulah E. Effects of a Novel Peritoneal
simplified one port laparoscopic technique of Dialysis: The Open Versus Laparoscopic
peritoneal dialysis catheter placement with intra- Preperitoneal Tunneling Technique. Ther Apher
abdominal fixation. Am J Surg 2006; 192: 125-9. Dial 2016; 20: 66-72.
20. Losanoff JE, Basson MD, Gruber SA. One-port  24. Crabtree JH, Fishman A. A laparoscopic method
laparoscopic peritoneal dialysis catheter for optimal peritoneal dialysis access. Am Surg
placement. Am J Surg 2007; 194: 271-2. 2005; 71: 135-43.

T v

maINaeauanlanaveaneauyyaIugaulnensHIGAdadNa0: IANALASHANIIHIAN
Vsgan dnswsnyna, aagd aaaiia, 31gms Sumsan, Fim ¥1ANATY

4 1 v 1 14 14 1 1 124 v 14

mgz/ s ihlﬂl!é]lWﬂﬂﬂllﬁé’ﬂlﬁmiﬂ?ﬂuﬂﬂ75?Nmﬂﬂ?L/ﬂN7@7’INWNWﬁﬂlﬂﬂﬂ?LI{JE]Hzﬂf/ﬂ75N7@7?'7ﬂf]\7ﬂﬂ00?Hgl]]?fl?ﬂﬂﬁl?E]f:?
v as g Y Y Loda 7 g% ‘ Py A
lanuazisnia: flmflll‘ilf]%lﬁﬂf']Nﬁﬂdiﬂeﬂj?flym7!7[527511’17#)?m‘ﬁﬂ‘]fﬁﬂ?ﬂﬂﬁ??dﬂw 11 a1 W?ﬂiﬂﬂﬁmﬂmNﬂmﬂN7?]7’)7\7%']17’lmllﬂﬂl/ﬂﬂ

14 1 14 L4 L4 1
uazaIugey lnen1sdednasd ol ZNW(HZﬂﬁgﬂJﬁﬂﬁllWi’lﬁ ﬂﬂlﬁﬂWﬁﬂi’IW{ﬂiﬁW{"ﬂﬁ ﬂﬁ?ﬂﬂiﬂiﬁgﬂ?? 53”774!53%!1/2/7{]11 w.a 2556
=< 4 o) 0 A ! o ' o v d’q 4?/
0 (euinnAN WA, 2559 InginauaimaiinnsaIan HanIsHIRALASAIUNIATOUNIARTI

v 1Y 14 1 14 1 14 1
Wﬂmiﬁily?: Wﬁ?fﬂiﬂﬁﬂmﬂ7ﬂ756/]]?(]77y@ﬂ75?702‘775?)70?&17’[70%17’]31!171!55(]5!?m 14 lﬁE]iJ yJJWUﬂ??Zﬂm% ﬁ735!5ﬁﬁ35)ﬁ74ﬂ°:7ﬂ75ﬂ7ﬁﬂ
yd’ g’yy Vd a;ﬂ v/ 4’ d’yu 'a/ Y Qd’d Y ! ya/du'u
ﬂ7?2’7ﬂlﬁ3ﬂ Wﬂﬂ7?5217?]7\77’16\77’18\71#]7553%%?116/]]%/7’71!\757!77’17@5ﬂﬂ75ﬂ7ﬂﬂllﬂﬂﬂ?ﬂﬁﬂﬂ mmmﬂmmw?wmwamammwmmmw
’ 14 1 ! 1 14

llﬂﬂ7ﬂ7iﬂ74707ﬁlm yﬂﬁi?ﬁdmmﬂ]fﬁﬁﬂﬁmWﬂimé’/ﬂ;ﬂmﬂhﬂ?ﬁmd7@36”7

A v 1 14 1 14 d’ B 1 o 14 14 ~ Vq 9/0 v o 0 o
ﬂ?ij lWIﬂﬁmi?Nﬂh‘/ﬁ747@7’]7\7%7\7770\7Tﬁwﬂ75ﬂ30ﬂﬁ3\77’m7lﬂﬂﬁ Zﬂ‘ﬂl‘]ff}ll lanian llﬁ:’ﬂm?mﬁﬂi\/ﬂ?ﬁ mum)m?uglifw7un75ﬂny7ﬂ7nw

v 14

1 I v 14 ! v ! ! 14
ﬂ75ﬁ\l7ﬁuﬂﬂWﬁﬂW?7\7ﬂ7ﬁﬁMﬂ7\77(977’[74%\7Wﬁd!lﬂﬂﬂ?l!ﬁc?Z!ﬂ75!171!7’17\7!il<’3ﬂz"f77’iiullgllf7ﬂ7m7f/l%Nia:iﬁﬁﬂ?mﬁfﬂsﬂaﬂ?ﬂﬂﬁﬂdﬂwﬁm

J Med Assoc Thai Vol. 99 Suppl. 8 2016 S111



