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FIG. 155.4 (A) A cross section through the apex of the prostate
demonstrating the relationship among the fascia surrounding the striated
sphincter and smooth muscle of the urethra. Note that at this level, the
striated sphincter circumferentially surrounds the urethra. Note that the
neurovascular bundles (NVBs) are posterolateral to the circumferential
striated sphincter. (B) A cross-section through the midportion of the
prostate demonstrating the relationship among the levator fascia,
Denonvilliers fascia, and prostatic fascia. Note that the NVBs are located
between the layers of the levator fascia and prostatic fascia. In performing
a proper nerve-sparing operation, the prostatic fascia must remain on the

prostate. (© Brady Urological Institute.)
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Puc. 1. Bapuanmst konghueypayuu 3n0oneaveuKkarbholt ghacyuu u nybonpocmamu4eckux cea3oxk na mpyniom mamepuane (no A. Takenaka, 2006): a —
DaAcUUANLHO-CYXONCUNBHAR APKA MA3a (OMmMeYeHo cmpeakamu) puxcuposana Kk cumgpusy, hopmupyem nybonpocmamu4eckyio (6 dannom cayyae
nyboeesuxaibuylo) ceasky; 6 — XK 6oavuuux paimepoe, IM0oneabeuKarbhan hacuus paccevena 60046 AUHUL, OMMEHEHHOU CMPeIKkamu; 8 — NA1OMmHas
C8A3Ka (ommeuena 36e3004Kamu), npu IMOM PacUAIbHO-CYXONCUALHAR apKa ma3a u m. levator ani moeym Obimb omeeders: Aamepaibo
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Puc. 6. « Tpexszonnas konuenyus» no A. Takenaka, A.K. Tewari




» PagnkanbHas npocTaTokTOMMUS
 OTKpbITad
* Jlanapockonuyeckas
 PoboT-accuctmpoBaHHas

* JlyyeBagqa Tepanus
M eTO,D, KA * bpaxutepanus
JiIedeHU4A * YnbTpa3sykoBasi abnayus

* HIFU-Tepanusa
* Kpnoabnauyms




PaguvkanbHas NpoCcTaTaKTOMUS

Noka3aHusa

* Onyxonun T1a-T3b

* OrpaHn4yeHHas
9KCTpaKancynapHasi UHBa3uS

« CTeneHb anpdepeHUNpPoBKM
6-8 Bannos no wkarne
[ MncoHa

* YpoBeHb [1CA HmxKe 50 Hr/mn

[MpoTnBOonokKa3aHusA

« OTCTYCTBME YNyULLEHUNSA

BbI)KMBAEMOCTU NpU

KOHCepBaTUBHOW MeETOAUKE
* Hn3kasi BeposATHOCTb

N3riedeHund

Poccuimnckme knmHmnyeckme
pekomeHgaumm 2017r



« KOHTpOnb onyxosnu
» CoxpaHeHne pyHKUMN yaepKaHUSA MOYN
» CoxpaHeHune 3peKTUNbHON PYHKLMN




* [lpenmyLlectea
* [lonHoe yganeHne nHTpakancynsapHoOm onyxonu
« To4yHOE CTagMpoBaHME ONYXOSIEBOro npoLecca
* N3nedeHune conytcaytowen AINMTDK

e Jlerknn n yooOHbIN MOHUTOPWHT B
nocneonepaunoHHom nepuoge. CHmxeHune MNCA
00 0 Hr/mn

 MeHblLUuee 6ecnoKONCTBO DOSILHOIO B
nocneonepayMoHHOM nepuoae

 HepocTaTku
* bonblion 06bemM onepaTuUBHbIX BMELLATENLCTB
 [NlocneonepaunoHHasi CMEPTHOCTb
* Bo3amMoOXHble OCNOXXHEHUSA

« Onepaunst MOXeT He ABNATbCA HEOOXOAMMOCTLIO Y
onpeneneHHon KaTeropnm nud,.
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rlpOMe>KHOCTHa * [lpenmyLiecTtsa  HegocTtaTku
* MeHbLLag * HeBO3MOXHOCTb
A NHTpaonepawmMoHHasd BbIMOSTHEHUS
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BU3yanusauyugd * bonee yactad
Ny3bIPHO- TpaBma npamou
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rocnuTanmsauum un HepBocbeperawLen
peabnnutaumm TEXHUKN

nauueHTa




TexHunka
B bl I-I O n H e H I/I ﬂ PucyHok 1. NMonoxeHue 601bHOro Ha ONEePaUMoOHHOM CTONE.

Figure 1. Patient positioning on the operation table.

PucyHok 2. U-06pa3sHbiii KOXKHbBINW pa3pes.
Figure 2. U-shaped cutaneous incision.



PucyHok 3. BoigeneHume m pacceyeHme CyXOXKuNbHOro LEeHTPa NPOMEKHOCTM.
Figure 3. Excision and dissection of perineum tendon center.




PucyHOK 4. MOGMAMIAUMA NPOCTATEI OT MbILIL, NOAHMMIIOULHX 33AHWA NPOXOA.
Figure 4. Mobilization of the prostate from m. levator ani.

PUCYHOK 5. BIAGNEHME W NEPECEUEHNE JAANER NOBEPXHOCTH ANCTANLHOR YACTH YPETPLL.
Figure 5. Isolation and intersection of posterior surfoce of the urethro distal part.

Prcynon 6. HAaNOMEHHE NPOBHIOPHBIX AMFATYP NOA BHIYANLHLIM KONTROAEM,
Figure 6. Overlay of provision ligatures under a visual counter.




PucyHox 7. Boigenesmne u nepeceyeHmne WenKn MOYesoro ny3sipsa.
Figure 7. Transection of the bladder neck.

PucyHOK 8. MOGMAMIAUMA CEMEHHBIX NY3LIPLKOS M CEMABLIHOCALMX NPOTOKOS.
Figure 8. Mobilization of seminal vesicles and vas deferens.

PucyHox 9. NMA3CTHKE WEeHKN MOYES80ro NY3LIPA NO THAY KTEHHWUCHON PAKETKMY.
Figure 9. Reconstruction of the bladder neck by the type of «tennis racket».



PucyHok 10. ®opmupoBaHue aHacTomosa.
Figure 10. Anastomosis.

PucyHok 11. NMocnoiHoe yluumnsaHue paHbi.
Figure 11. Layer wound suturing.
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TaszoBaga nMM@aaeHIKTOMUSA

PucyHok 5. OnepaunoHHoe nose nocne pacwmperHor T/1AS: HITA — HapyxHas noaB340LwHas
aptepua, HINB — HapyxHas noas3aoLiHas BeHa, BI1A — BHyTpeHHS9 NoAB340LWHas apTepumsa

FIG. 155.6 View of the right pelvis after completion of the staging pelvic

lymph node dissection. Note that the fibroadipose tissue overlying the Figure 5. The surgical field after extended pelvic lymphadenectomy: AIE— arteria iliaca externa,
external iliac artery has not been disturbed and that the obturator nerve, IR o en ex o All = arterit haes nioma

obturator vessels, and hypogastric veins (vv.) over the pelvic floor have ’
been skeletonized. a., artery; n., nerve. (@ Brady Urological Institute.)
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FIG. 155.7 Incision in the endopelvic fascia and division of the
puboprostatic ligaments. The incision in the endopelvic fascia is made at
the juncture with the pelvic sidewall, well away from the prostate and
bladder. Anteriorly, near the puboprostatic ligaments, small arterial and
venous branches from the internal pudendal vessels have been clipped
and divided. The puboprostatic ligaments are divided superficially far
enough down to expose the juncture between the apex of the prostate and
the anterior surface of the dorsal vein complex. However, the pubourethral
component of the complex is intact to preserve anterior fixation of the
striated sphincter to the pubis. a., artery; v., vein. (© Brady Urological
Institute.)

1ok 6. [loctyn K pacumm Endopelvica (oTMeyeHa 30Ha BCKpbITUS dacLmn)

Figure 6. Access to the endopelvic fascia (the area is marked)
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FIG. 155.9 Steps in ligation and division of the dorsal vein complex. A 3-0

Monocryl suture is passed superficially through the dorsal vein complex
just distal to the apex of the prostate. (© Brady Urological Institute.) P"cyHOK 8. BbmeneHme AOpCajibHOro BEHO3HOIo KOMMEKCa no R.P. Myers

Figure 8. Division of dorsal venous complex by R.P. Myers



[lpowmBaHune [1BK

FIG. 155.10 Next, the needle is reversed in the needle holder, and the
same suture is passed through the perichondrium of the pubic symphysis.
This maneuver is repeated to form a figure-of-eight horizontal mattress

suture, which is then tied. (© Brady Urological Institute.)

{ Oversewing
praximal dorsal v.

PucyHok 9. lNpowwnsanHue [1BK

FIG. 155.11 A figure-of-eight 2-0 absorbable suture is placed on the
anterior surface of the prostate to reduce bleeding from the proximal dorsal

venous complex. v, vein. (© Brady Urological Institute.) Flgure 9. Underrunnmg dorsal venous complex
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FIG. 155.12 With a sponge stick depressing the prostate posteriorly, the
dorsal vein complex is divided beginning at the left edge. (€ Brady
Urological Institute.)
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PucyHok 10. lNeceyeHune [1BK
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FIG. 155.15 Aright-angled clamp is placed around the smooth muscle of
the urethra close to the apex of the prostate. Note that the neurovascular
bundles (NVBs) are protected from injury by the posterior component of the
striated sphincter, which is still intact (inset). Also see Fig. 155.5. Post,,

posterior. (€ Brady Urological Institute.)

PucyHok 11. [lepeceyeHue ypeTpsl

Figure 11. Transection uretra
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FIG. 155.16 The 3-0 Monocryl sutures are placed in the distal urethral
mucosa and submucosa at the 12-, 2-, 10-, 7-, and 5-o'clock positions. The
Foley catheter is then removed, the 6-o'clock suture is placed, and the
posterior wall of the urethra is divided. Post., posterior. (© Brady Urological

Institute.)

PucyHok 13. MNepeceueHune 3aaHeN NONYOKPYXHOCTU YPeTpbl

Figure 13. Transection of semicircle external opening of urethra
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FIG. 155.19 Once the levator fascia has been released, the
neurovascular bundie (NVB) can be located by the presence of a subtle
“groove” on the posterolateral edge of the prostate. This groove should be
traced out to the apex of the prostate, and once the medial border has
been identified, the dissection in the midline can be pursued, dividing
residual layers of Denonvilliers fascia down to the rectum. (© Brady

Urological Institute.)

PucyHok 14. 3aBeplueHa Mobununsaumns 40 OCHOBaHUSA NpOCTaThbl

Figure 14. Surgical release until prostate's base is finished
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FIG. 155.29 Division of the anterior bladder neck. (© Brady Urological PucyHok 15. [lepeceyeHune wenkn MOYEBOro ny3bips

Institute.)
Figure 15. Transection of the bladder neck



FIG. 155.33 Tennis racquet closure of the bladder neck with a running 2-0
absorbable suture incorporating all layers of the bladder wall. The bladder PMCVHOK 16. LLlelika MOYEBOro ny3bipsi NOC/e YAaneHns NpocTaThl
mucosa is then advanced over the raw bladder edges with interrupted 4-0
absorbable suture material to ensure a mucosa-to-mucosa anastomosis.

The posterior midline suture (at the 6-0'clock position) is left long. (© Brady Figure 16. The bladder neck after prostatectomy

Urological Institute.)
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FIG. 155.36 The bladder neck is exposed by placing traction on the 4-0
absorbable suture at the 6-o'clock position. The final anastomosis is
performed by placing 3-0 Monocryl sutures at the 12-, 2-, 5-, 7-, and 10-

o'clock positions. (© Brady Urological Institute.)
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FIG. 155.37 A Babcock clamp is used to displace the reconstructed
bladder neck into the pelvis and is held in place until all sutures are tied.
This maneuver ensures that there is excellent coaptation of the
reconstructed bladder neck to the urethra while the sutures are being tied.

(© Brady Urological Institute.)

PucyHok 20. HatsxeHune nuratyp

Figure 20. Ligatures intension
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PMCYHOK 6. [lonoxeHue nauueHTa Ha onepaunoHHOM CTOJIE.

PucyHok 7. PacnonoxeHue onepauMoHHoM bpuraabl.

Figure 6. Patient’s position on the operating table. Figure 7. Location of the operating team.
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PucyHok 8. PacnonoxeHue Tpoakapos.

Figure 8. Location of trocars.
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PucyHok 9. AHaToMMyeckme OpUeHTUPbI AN8 BbIMNOJIHEHMS NanapoCKonuyeckom
TpaHCNepuUTOHeaNbHOM Ta30BOU NMMPafeHIKTOMUMK (NpaBasi CTOPOHaA).
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PucyHok 10. Jlanapockonuyeckag TpaHcnepuToHeanbHas Tazosas numpaneHaktomus (JIK - noHHas
KOCTb, 3H - 3anupaTenbHbit Heps, [NHI1B - npaBas HapyXHag noaB3aoLHasa BEHA).

Figure 10. Laparoscopic transperitoneal pelvic lymphadenectomy (PB - pubic bone, NOb - n.
obturatorius, REIV - right external iliac vein).



PucyHok 12. Mobunusauus MoyeBoro nysbips, NOXo4 K NpencTaTeNibHOM Xenese.

Figure 12. Mobilization of the bladder, a trip to the prostate gland.
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PucyHok 13. BckpbiTe aHgonenssukanoHon dacuuu (I1- npeacratensHas xenesa, 3O -
sHAonenbeuKanbHas gacuma, MIN3[1 - MblLwLbl NOAHUMAOLLME 3a4HUI NPOXOL).

Figure 13. Opening of the endopelvic fascia (P - prostate, EF - endopelvic fascia, MLA - m. levator
ani).



PucyHok 14. [lepeceueHune nepegHen NONYOKPYXHOCTU LWenKKU ModeBoro nysbips (I1-
npencratensHas xenesa, Ml - Mouesol ny3bipb, M3 - MbiLLbI NOAHMMaOLLKUE 3aA4HUIA NPOXOL4).

Figure 14. Intersection of the anterior semicircle of the neck of the bladder (P - prostate, B -
bladder, MLA - m. levator ani).



PucyHok 15. [epeceueHa 3agHAa5 NonyoKpyXXHOCTb Wwenkn Moyesoro nysbips (I1- npencratensHas
xenesa, Ml - MoyeBon Ny3bipb, JIK - TOHHaa KOCTb).

Figure 15. The posterior semicircle of the neck of the bladder is intersected (P - prostate, B -
bladder, PB - pubic bone).



PucyHok 16. BoinonHeHa guccekuma nesoro ceMasbiHocsLero npotoka (I - npencrarensHas xenesa,
CBI1 - ceMaBbIHOCAWMI NpoTOK, Ml - MOueBoW ny3bipb).

Figure 16. Dissection of the left vas deferens (P - prostate, VD - vas deferens, B - bladder).



PucyHok 17. BoinonHaeTca guccekuma npasoro ceMeHHoro nysbipbka (I1- npeacratensHas xenesa,
MI1 - MouyeBoOM Ny3bipb).

Figure 17. Dissection of the right seminal vesicle (P - prostate, B - bladder).
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PucyHok 18. ®acuus Denonvilliers Bckpbita (I1- npeacratensHas xenesa, Ml - mouyesoin ny3bipb, JIK
- NOHHas KocTb, HI - Hoxka npoctaTtel, MI3[1 - MbIWUbl NogHMMatoWMe 3aaHuin npoxog, CI1 -
CEMEHHOM My3bIpEK).

Figure 18. The Denonvilliers’' fascia was opened (P - prostate, B - bladder, PB - pubic bone, PP -
prostate pedunculus, MLA - m. levator ani, SV - seminal vesicle).



PucyHok 20. [lepeceyeHune npaBon HOXKK rpocTaThl ([1- npencratenbHas xenesa, Cl1- ceMeHHOM
ny3bipek, Ml - MoyeBoi ny3bipb).



PucyHok 22. Ha nop3anbHblii BEHO3HbIM KOMMAEKC HanoXeH annapat LigaSure® (npamoit Bua).

Figure 22. LigaSure® apparatus is imposed on the dorsal venous complex (direct view).



PucyHok 26. TexHUKa HaNOXeHUS My3bipHO-YPETPaNbHOrO aHacToMo3a no MetToamke «Montsouris».

Figure 26. Technique of imposing a vesicoureteral anastomosis using «Montsouris» method).
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FIG 156.1 Operating room equipment and setup for robotic-assisted
prostatectomy (A) and pure laparoscopic radical prostatectomy (B).
(Copyright Li-Ming Su, MD, University of Florida, 2009.)




BCcKpbiTWe aHOoNeNbLBMKanbHOM oacuumn

Puc. 1. Bapuanmut kongueypauuu sndonenrveuxkaishoil hacyuu u nybonpocmamu4eckux cé430Kk Ha mpynsom mamepuane (no A. Takenaka, 2006): a —
dacuuarbHo-cyxoxcuabHaa apka masa (ommeveHo cmpeaxkamu) ukcupoeana k cumgusy, popmupyem nybonpocmamu4eckyio (6 OaHHOM cay4ae
nyboeesuxanvhyio) céasky; 6 — I1XK 6oavuuux pazmepos, s3Hdoneavéuxaibhas hacuus pacce4ena 60016 AUHUN, OMMEHEHHOI CMPeIKamu; 8 — n10mHas
c643Ka (ommeveHa 36e3004Kamii), npu 3mom PacyuaIbHO-CyXoxNcuIbHas apka masa u m. levator ani mocym 6sims omeedervi 1amepaibHO
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FIG. 156.5 |Initial transperitoneal view detailing the relevant landmarks
within the male pelvis. NVB, neurovascular bundle. (Copyright Li-Ming Su,
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FIG. 156.6 Division of urachus and entry into the space of Retzius.
Cephalad traction on the urachus with the left hand helps identify the fatty
alveolar tissue immediately anterior to the bladder, which marks the proper
plane of dissection. (Copyright Li-Ming Su, MD, University of Florida,
2009))
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FIG. 156.7 Retropubic view of the bladder and prostate after entry into the
space of Retzius. The fatty tissue overlying the anterior aspect of the
prostate has been removed, exposing the puboprostatic ligaments,
superficial and deep dorsal venous complex, and endopelvic fascia.
(Copyright Li-Ming Su, MD, University of Florida, 2009.)
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FIG. 156.8 Ligation of the deep dorsal venous complex. A suture is
passed from right to left, ligating the dorsal vein as distal as possible from
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FIG. 156.9 Division of the posterior bladder neck. An assistant or
ProGrasp forceps is used to grasp and elevate the urethral catheter
anteriorly, providing exposure to the posterior bladder neck. Dissection is
carried out along the midline, avoiding bleeding from the lateral pedicles.
(Copyright Li-Ming Su, MD, University of Florida, 2009.)
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FIG. 156.10 Dissection of seminal vesicles and vasa deferentia via the

transperitoneal anterior approach. The seminal vesicles and vasa are /%/-’
identified and dissected within the opening created between the posterior © 2009 Li-Ving Su, M.D., Universty of Flcrida
bladder neck and prostate following division of the bladder neck. Hemoclips FIG. 156.11 Dissection of seminal vesicles and vasa deferentia via the
B 2 g transperitoneal retrovesical approach. The vasa and seminal vesicles are
are used in lieu of electrocautery to aY°'d tfjer;nal injury to thq nearby identified as the initial step in this approach deep within the retrovesical
neurovascular bundles (NVBs). (Copyright Li-Ming Su, MD, University of space. The neurovascular bundles (NVBs) are dissected off of the seminal
Florida, 2009.) vesicles in an antegrade direction from the tip toward the base using

hemoclips. (Copyright Li-Ming Su, MD, University of Florida, 2009.)

BbloeneHne ceMsaBbIHOCSALWMX NPOTOKOB M CEMEHHbIX
Ny3bIPbKOB



Pa3neneHuve
npeacrartenbHo

N xenesbl n
NPAMOW KULLIKU

/ \ N\, TV
0 XN [ pNrg S0V D ety of Soron

FIG. 156.12 Development of the plane between the prostate and rectum.
As the assistant or ProGrasp forceps is used to apply anterior traction on

the seminal vesicles and vasa deferentia and downward traction on the

rectum, a transverse incision is made in Denonvilliers fascia below the
seminal vesicles, and blunt dissection is used to develop a plane between
the posterior prostate and the rectum. Inset demonstrates the direction of
dissection toward the prostatic apex without electrocautery. (Copyright Li-

Ming Su, MD, University of Florida, 2009.)
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FIG. 156.15 Entering into the interfascial plane of dissection for
neurovascular bundle (NVB) preservation. The levator fascia is first incised
along the anteromedial aspect of the midprostate, allowing entry into the
interfascial plane of dissection. (Copyright Li-Ming Su, MD, University of

Florida, 2009.)
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FIG. 156.16 Developing the mterfascnal plane of dissection. Using blunt
dissection, the nerve bundle is partially released from the prostate in a
posterolateral direction, forming a visible lateral neurovascular bundie
(NVB) groove. This step serves to delineate the prostatic pedicle and
course of the nerve bundie and allow for precise placement of hemoclips,
while avoiding nerve entrapment. (Copyright Li-Ming Su, MD, University of
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FIG. 156.17 Division of urethra. After division of the deep dorsal venous
complex, the anterior and posterior urethra is divided sharply without
electrocautery. A small rim of urethra may be safely left on the prostatic
apex to avoid an iatrogenic positive apical margin. Great care must be
taken to avoid damage to the nearby nerve bundles. NVB, neurovascular
bundle. (Copyright Li-Ming Su, MD, University of Florida, 2009.)
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FIG. 156.18 Modified Rocco stitch. Posterior support is provided to the
vesicourethral anastomosis by reapproximating the remnant Denonvilliers
fascia and posterior detrusor along the posterior bladder neck to the
posterior rhabdosphincter using a running continuous 2-0 Monocryl suture.

(Copyright Li-Ming Su, MD, University of Florida, 2009.)

FIG. 156.19 Running vesicourethral anastomosis. The posterior
anastomosis is reapproximated after preplacing two or three suture throws
on either side starting at the 6 o'clock position and cinching the sutures by

lifting anteriorly. Great care must be taken to avoid incorporating the
neurovascular bundles (NVBs) when placing sutures within the urethra.
(Copyright Li-Ming Su, MD, University of Florida, 2009.)




BbiBOAbI

PIIS (mameneno u3 [416))

Ta6mmua 6.1.5. MaTpa- M nepuonepanMoHHbIe OC/IOKHEHHA NO3aJH/IOHHON i poOOT-acCHCTHP OBAHHOM

[Ipornosupyeman BepoaTHOCTh |PoboT-accucrmpopannasn |/lamapockonnueckas |IozagmronHas
OCTOKHEHM A PIIS, % PIIO, % PIID, %
Cxiepos meHK MOYEBOoro 1,0 2,1 49

My3bIpsA

HecocTosarenbHOCTh aHacToMoO3a | 1,0 44 33

Nudexuma 0,8 1,1 48
[ToBpexieHne opraHoB 0,4 2,9 0,8
JIIMHaMuuecKas KuileuHas 1,1 2.4 0,3
HENPOXOMMOCTD

Tpom603 rmybOKMX BeH 0,6 0,2 1,4

EAY 2020




Cnncok ucnonb3yemou nutepartypbil

* YuyebHuk yponorus noa pea. [.1O. MNywkaps 2017

« EBponenckue KnnHmn4eckne pekomeHgawmm no yponorum 2020
* Poccunckne KnnHnyeckme pekomeHgaumm rno yposnorum 2017

e Campbell Walsh Wein urology 2020

 [lpomexHocTHas pagukanbHas npoctatakTomus E.A. bespykos ®ITAQY BO «[llepbin MTMY nm. W.
M. CeyeHoBa» M3 P®; MockBa, Poccusa 2018

» AHaToMM4YecKMe acnekTbl pagmukansHon poboTaccncTmpoBaHHOW HepBOCHeperatoLen
npoctataktomumn T.H. MouceeHko, A.B. fosopos, M.A. lNpokonoswny, [1.10. INywkapb Kadpenpa
yponorun MIMCY um. A.N. EBgoknmosa M3 PO 2013

» OTKpbITas no3agunoHHas npocratakromust M.b. YnbunusaH 2018
« Jlanapockonunyeckas paankanoHaa npoctatakromus B.A. Nepeneyvan, O.H. Bacunbes 2018



