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Radical prostatectomy (RP) remains the gold standard for prostate cancer (PCa) treatment. In recent years, the
number of RP procedures has increased, alongside the number of high-risk PCa (HR-PCa) patients choosing this
treatment. Consequently, improving functional outcomes while maintaining oncological safety is crucial for this
patient group. The rapid development of minimally invasive RP methods has yielded promising new techniques and
approaches. However, vesicourethral anastomosis (VUA) continues to be one of the most sophisticated and chal-
lenging aspects of the operation.

Aim: to describe and evaluate the safety and efficacy of a VUA technique using intracorporeal square-to-slip
knots (IKS), single-layer anatomical reconstruction (SLAR), and anterior smooth muscle urethral sphincter pre-
servation (AUS-P) during extraperitoneoscopic RP (ERP) in terms of urinary continence (UC).

Materials and methods. This study included 36 patients with localized HR-PCa who underwent ERP in 2022 and
2023. The bladder neck preservation (BNP), puboprostatic ligaments (PPL-P), and maximal functional urethra
length (MFUL-P), as well as VUA with IKS technique, SLAR and AUS-P, were performed in all cases.

Results. The statistical analysis indicated the safety of the modified VUA technique. The operative time (OT),
estimated blood loss (EBL), and hospital stay (HS) medians were within the expected range. Only 15% of patients
experienced postoperative complications, all of which were classified as grade I according to the Clavien-Dindo
classification. No VUA stenosis was observed after 12 months. 80.6% of patients achieved UC within the first
3 months after urethral catheter removal (CR).

Conclusions. The ISK technique for VUA with SLAR and AUS-P appears to be a safe approach, with promising
UC outcomes. Larger studies are needed to confirm the true UC benefits associated with this technique.

Keywords: prostate cancer, radical prostatectomy, vesicourethral anastomosis, intracorporeal square-to-slip knots,
urethral sphincter preservation, single-layer anatomical reconstruction of the vesicourethral anastomosis.

IHTpaKopnopanbHa KBaApPaTHO-KOB3HO-BY3/10Ba TEXHIKA ANA BE3UKO-YPeTPasbHOro aHacToMo3y
3 O HOLLIAPOBOIO AHATOMIYHOIO PEKOHCTPYKLEIO Ta Npe3epBaLi€lo NepeaHbOro MaaKoM A30B0ro
ciHKTepa ypetpu

U.A. HakoHeuHuli

JlbsiscbKuli HayioHanbHuUl MeduyHuli yHisepcumem imeHi daHuna lanuybkozo, YkpaiHa

PaavkanbHa npocTtatekTomist (RP) 3aMIIAETbCA «30/10TUMY» CTAHAAPTOM /liKYBaHHA paKy nepeamixyposoi 3an03u (PCa). MpoTarom
OCTaHHIX POKiB KinbKicTb RP 3pocTae nopag i3 KinbKicTio xBopux Ha PCa rpynu Bucokoro pusuky (HR-PCa), ski obupatoTs Leit BUA,
NikyBaHHA. Tomy NoKpalleHHs GyHKLiOHabHUX Pe3ynbTaTiB 3i 36epekeHHAM OHKONOTiYHOT 6e3MeKm € BKpait BaXkAMBUM A5 L€l rpynu
nauieHTis. CTPIMKMIA pO3BMTOK MiHiiHBa3MBHMX MeTOZiB RP cnoHyKaB A0 po3pobKM METOAMK Ta NigxoaiB, AKi 3ab6e3neuytoTb baraToHagiliHi
pe3ynbtatv. OfHaK, BE3UKO-ypeTpanbHUil aHacTomo3s (VUA) 3a/IMWAETHCA OAHUM i3 HAMCKNAAHILLMX T HAMBUTOHYEHILLNX €/1EMEHTIB
onepatuii.
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Merta: onucaTu TexHiky BuKoHaHHA VUA i3 3acTocyBaHHAM iHTpaKopnopanbHUX KBaApaTHO-KOB3HUX By3nis (IKS) i3 ogHowaposoto
aHaTOMiYHOlO peKoHcTpyKuieto (SLAR) Ta npesepBali€lo nepefHboOro rnagkom’asosoro coiHkTepa ypetpu (AUS-P) npwu
eKcTpaneputoHeockonivHii RP (ERP), ouiHuTy 6e3neky Ta eheKTUBHICTb Y KOHTEKCTI yTpumaHHs cedi (UC).

Martepianu Ta metoam. Y gocnigxKeHHi B3ano ydacTb 36 nauieHTis i3 nokanizosaHum HR-PCa, akum npotarom 2022-2023 pokis NpoBoanau
ERP. Mpe3epBsaLjto WKitku ceuyoBoro mixypa (BN-P), ny6o-npoctatnuHux 38’a30K (PPL-P) Ta MakcManbHOT GYHKLIOHaNbHOI AOBXUHM YPETPU
(MFUL-P) BMKOHaHO y BCix BUNagKax, Ak i VUA —i3 3actocyBaHHAM ISK 3 SLAR Ta AUS-P.

Pe3ynbratu. CTaTUCTUYHKI aHani3 3acBigums be3neky gaHoi moaundikauii VUA. MegaiaHu Tpusanocti onepadii (OT), nprban3Hoi KpoBoOBTPaTH
(EBL) Ta TpuBanocTi rocnitanisauii (HS) 6ynu B mexkax odikyBaHoro fiana3oHy. Jiniwe B 15% BMNafKiB KOHCTaTOBAHO nicnsonepaLiHi
YCKNaZHeHHs, yci B mexax | ctyneHs 3rifHo 3 Knacuodikadieto Clavien—Dindo. Y *kogHoro nauieHTa He 3adikcoBaHo cTpukTypy VUA npotarom
12 micauis cnoctepexeHHA. 80,6% nauieHTis gocarnm UC npotArom nepLumx Tpbox MicALiB NiCAA BUAANEHHA YpeTpanbHOro Katetepa.
BucHoBKMU. ISK ans BukoHaHHA VUA 3i SLAR Ta AUS-P € 6e3neuHoto TexHiKoto 3 baraToHaiiHumu pesynstatamu B KoHTeKcTi UC. HeobxigHo
NPOBECTM MacLITabHiLli AOCAIAXKEHHS ANA NiATBEPAXKEHHS ICTUHHUX nepesar uiei moandikauii VUA B koHTekcTi UC.

Kntoyoei cnoea: pak nepeamixypoBoi 3a103u, paguKaabHa NPOCTaTEKTOMIA, BE3UKO-YPETPa/IbHMIA aHACTOMO3, IHTPAKOPNOPasbHi KBaApaTHO-

KOB3Hi By3/1, Npe3epBaLia chiHKTepa yPeTpM, O4HOLIAPOBA aHATOMIYHA PEKOHCTPYKL,A BE3UKO-YPETPANbHOMO aHaCTOMO3Y.

Radical prostatectomy (RP) remains the gold stan-
dard for localized prostate cancer (PCa) treatment
[15,25]. Recent meta-analysis has shown a significant
divergence in mortality risk between non-high-risk and
high-risk PCa (HR-PCa) patients [9], with HR-PCa pa-
tients facing a significantly elevated risk of PCa-specific
mortality. Concurrently, the overall number of RPs per-
formed, particularly for HR-PCa, is increasing [9,23].
This underscores the critical need for developing surgi-
cal approaches that optimize functional outcomes with-
out compromising oncological efficacy in this patient
population [13,15].

Recent data confirm that minimally invasive surgical
approaches and techniques ensure favorable oncological
and functional results [6,30]. However, even in the ro-
botic surgery era, vesicourethral anastomosis (VUA)
remains one of the most challenging and sophisticated
aspects of the intervention, with a significant impact on
urinary continence (UC) [1,12,21]. This study presents
a modified VUA technique incorporating the intracor-
poreal square-to-slip knots (ISK), single-layer anato-
mical reconstruction (SLAR), and anterior smooth
muscle urethral sphincter preservation (AUS-P).

The aim of the study is to describe and evaluate the
safety and efficacy of the modified VUA technique, using
ISK with SLAR and AUS-P during extraperitoneoscopic
RP (ERP), in terms of UC.

Materials and methods of the study

This prospective study included 36 patients with loca-
lized HR-PCa who underwent ERP in the Urology De-
partment of the Regional Clinical Hospital of Danylo
Halytsky Lviv National Medical University in 2022 and
2023. All patients underwent VUA using the ISK tech-
nique with AUS-P and SLAR. Preservation of the pubo-
prostatic ligaments (PPL-P), maximal functional urethral
length (MFUL-P), and bladder neck (BN-P) with an out-
let that did not require reconstruction was achieved in all

cases. Exclusion criteria included patients with: anterior
tumor growth dominant pattern (TGDP) exhibiting
early signs of extraprostatic extension in the projection
of the PPL; cases where BN outlet reconstruction was
required, or PPL-P, or MFUL-P were not achieved; severe
systemic diseases; or finasteride use. Preoperative mag-
netic resonance imaging (MRI) was used in all cases for
surgical planning and staging. All participants provided
the informed consent regarding the functional and on-
cological risks of the proposed surgical approach. UC was
assessed at 14 days and 1, 3, 6, 9, and 12 months after
urethral catheter removal (CR) by measuring pad weight
(PW) and pad number (PN). The statistical analysis was
performed using MedCalc’s free statistical calculators and
STATISTICA version 10 (64-bit).

Surgical procedure. BN-P was performed, combining
previously established techniques [3,26]. To minimize
oncological risk in this cohort of HR-PCa patients with
posterior TGDP, all ERPs were performed extrafascially
on the posterolateral aspects. Following the posterolateral
dissection, the endopelvic fascia was incised closer to the
anterolateral prostate surface to create a dissection plane
beneath the PPL, thereby facilitating their preservation
and meticulous apical dissection, consistent with previ-
ously described techniques [7,25]. DVC was controlled
with selective, interrupted sutures, avoiding deep stitches,
after the apical dissection and before the urethral division.
Once the prostatic-urethral junction was clearly visua-
lized, cold dissection was employed to achieve MFUL-P,
adhering to the techniques described before [4,11,22].
Urethral transection was performed within 0.5 cm distal
to the colliculus seminalis.

VUA technique. VUA was performed using inter-
rupted Vicryl 3-0 sutures with the ISK technique, follow-
ing the method described by Meng et al. [17]. Using the
ISK technique, sutures could be placed and tied in any
order; however, the sequence illustrated in Figure 1 was
typically followed.
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Fig. 1. Schematic view of the VUA formation, adapted from J.
Walz et al., 2016. [30]. Key anatomical structures are labeled:
PB — pubic bone, U — urethra, 1 — dorsal venous complex
(DVC), 2 — puboprostatic ligaments (PPL), 3 — longitudinal
smooth muscle of the urethral sphincter, 4 — striated muscle
of the urethral sphincter (USS), 5 — circular smooth muscle of
the urethral sphincter, 6 — median dorsal raphe. Purple
stripes (I — V) indicate suture placement

Initial sutures were placed at the 7 and 5 oclock posi-
tions, approximating the posterior detrusor apron
(PDA) fragments and the BN with the urethral smooth
muscle sphincter, urethral striated sphincter (USS), and
Denonvilliers’ fascia (DF) fragments (Fig. 2).

Following suture placement, the ISK knots were tigh-
tened under direct visual control, ensuring appropriate
tension without overtightening on the Denonvilliers’
fascia (DF) surface (Fig. 3).

The next two sutures were placed at the 10 and
2 oclock positions, approximating BN with the superfi-
cial layers of the USS, DVC fragments (if present at this
level), and PPL. They were only partially tightened to
optimize the placement of the 12 oclock suture, while
maintaining sufficient space for easier suturing (Fig. 4).

At the 12 oclock position, the final suture approxi-
mated the BN with the superficial layers of the USS,
DVC, and PPL (Fig. 5).

During the final suture tightening, the bladder was
distended over the USS and under the PPL, while the
suture was tied to the PPL surface (Fig. 6).

VUA watertightness was assessed, and if leakage was
observed, additional superficial sutures were placed. No
additional suspensions, posterior or anterior reconstruc-
tions were performed.

The study was performed in accordance with the
principles of the Declaration of Helsinki. The study pro-
tocol was approved by the Local Ethics Committee for

Fig. 2. Close up view of the VUA during posterior aspect for-
mation, demonstrating the suture placements at 5 and
7 o’clock positions

Fig. 3. Close up view of the VUA during suture tightening at
the 5 o’clock position

Fig. 4. VUA view during partial suture tightening at the 10

o'clock position
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Fig. 5. VUA view before final sutures tightening

Table 1.

General data of the study group
Parameter Me (LQ; UQ)
Age, years 68 (64.5; 72)
PSA, ng/ml 12.9(7.95; 26.2)
BMI 28(23.1;31.3)
PV, ml 33.8(30.9; 36)
PIRADS 5(4; 5)

ISUP 4(2;4)

OT, min 127.5(109; 145.5)
VUAT, min 17 (15; 18.5)
EBL, ml 260 (188; 390)
CR, day 7,5(7;9)

HS, day 8,5(8; 10)
T-stage N (%)

2a 2(5.6)

2b 5(13.9)

2c 10(27.8)

3a 6(16.6)

3b 13(36.1)
Gleason score N (%)

3+4 1(2.8)

4+3 6(16.7)

4+4 8(22.2)

345 8(22.2)

5+3 2(5.6)

4+5 5(13.8)

5+4 6(16.7)
10-VUAL 2(5.6)
PO-VUAL 2(5.6)

PSM 6(16.7)

BCR 3(8.3)

§ . L]

Fig. 6. VUA view after the final sutures tightening

all participants. The informed consent of the patient was
obtained for conducting the studies.

Results of the study

Magnetic resonance imaging (MRI) identification of the
tumor growth dominant pattern (TGDP) demonstrated
its reliability, with no differences observed compared to the
pathomorphological findings after ERP. This result is con-
sistent with our previously published data [19].

The demographic characteristics and pathological out-
comes of the study group were typical for HR-PCa patients.
80.5% (n=29) of the patients presented with T2c stage or
higher, with positive surgical margins (PSM) in 16.7%
(n=6) of cases, primarily resulting from perineural inva-
sion. However, biochemical recurrence (BCR), defined as
a PSA level above 0.2 ng/mL, was observed in 2 (5.6%)
cases during the 12-month follow-up period. The CR and
hospital stay (HS) medians were 7.5 and 8.5 days, respec-
tively. The VUA time (VUAT) and the operative time (OT)
medians were 17 and 127.5 minutes, respectively, both were
within the expected range. There were no reported intra-
operative complications or bleeding issues, with a median
estimated blood loss (EBL) of 260 ml. The postoperative
complication rate was 15%, with all complications classified
as grade I according to the Clavien-Dindo classification.
Intraoperative VUA leakage (I0-VUAL) was observed in
2(5.6%) cases and was corrected by placing a single, super-
ficial suture. No VUA stenosis was observed after
12 months of follow-up. However, in 2 (5.6%) cases, CR was
postponed to the 10" and 12 days due to postoperative
urine leakage (PO-VUAL). The general data of the study
group are presented in Table 1.

Table 2 presents UC results, categorized by pad usage and
weight. 33.3% (n=12), 75% (n=27), and 83.3% (n=30) of
participants achieved 0-1 pad continence at two weeks, one
and three months after urethral catheter removal, respec-
tively. The median pad weights were 207 g at two weeks,
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Table 2
Urinary continence results

Time period after UC 0-1 pad, 2 pads or more, PW gr,
removal N of patients (%) N of patients (%) Me (LQ; UQ)
2 weeks 12 (33.3) 24 (66.7) 207 (81; 298)
1 month 27 (75) 9(25) 106 (60; 227)
3 month 30(83.3) 6(16.7) 71 (0; 136)

6 month 32(88.9) 4(11.1) 57 (0; 110)

9 month 33(91.7) 3(8.3) 0(0; 93)

12 month 34 (94.4) 2(5.6) 0(0; 41)

106 g at one month, and 71 g at three months. Nevertheless,
2 (5.6%) patients did not achieve full UC by 12 months.

Disscusion

This study introduces a modified VUA technique, uti-
lizing the ISK technique, that integrates SLAR and
AUS-P. This modification aims to mitigate VUA creation
difficulties during ERP and improve UC. As previously
established, VUA remains a technically demanding aspect
of RP, particularly during ERP, where anatomical varia-
tions can limit the surgical field [5,8,12,21]. The ISK tech-
nique allows knot formation distant from the VUA under
more comfortable conditions and enables tying and liga-
tion in a flexible sequence. Sutures can also be placed in
any sequence and direction, but typically in the order
described above. Incorporating DF, DVC, and PPL into
the sutures provides additional anatomical support to the
VUA, replicating the principles of posterior and anterior
reconstruction [27,29]. SLAR of the VUA was previ-
ously described by S. Sengupta et al. [24]. However, in
that study, the VUA was performed using a running suture
technique, which requires the application of more stitch-
es. In contrast, this modified technique requires only five
interrupted sutures for VUA creation. A further distinction
of this technique is its emphasis on AUS-P, which closely
resembles the approach described by J. Stolzenburg et al.
[26]. While also sharing similarities with the VUA tech-
nique described by L. Antonelli et al. [2] in the context of
AUS-P, this technique differs in surgical approach, ana-
tomical restoration principles, and suturing technique.
The reduced number of sutures may have benefits in
terms of healing and potentially shorten operative time,
as suggested by [14,16]. An additional and significant
benefit of the ISK technique is the opportunity to establish
appropriate, controlled tension during VUA approxima-
tion, guided by direct visual control. Some data suggests
that surgeon experience may influence the occurrence of
overtightening when performing a running VUA with
barbed sutures [10,20,32,33]. Conversely, insufficient
tension leads to poor VUA watertightness and
PO-VUAL, which may result in longer hospital stays,

delayed urethral catheter removal, and subsequent fibro-
sis [28]. Only two cases (5.6%) in this patient cohort re-
quired additional superficial sutures to achieve watertight
VUA, with no leakage observed from the posterior VUA
side. The UC results in this study are promising, but may
still be associated with anatomical structures preservation
and surgical technique itself, rather than the VUA tech-
nique [13,18]. The safety of this technique was confirmed
by the study results. However, further analyses are
planned to clarify the true UC benefits associated with
this technique.

Conclusions

The ISK technique for VUA with SLAR and AUS-P
appears to be a safe approach, with promising UC out-
comes. Larger studies are needed to confirm the true UC
benefits associated with this technique.

The author declares no conflict of interest.

References/JTiteparypa

1. Albisinni S, Limani K, Hawaux E, Peltier A, Van Velthoven R. (2014).
Evaluation of the Single-Knot Running Vesicourethral Anastomosis
10 Years After Its Introduction: Results from an International Survey.
J Laparoendosc Adv Surg Tech A. 24(9): 640-646. https://doi.
0rg/10.1089/lap.2014.0129.

2. Antonelli L, Afferi L, Mattei A, Fankhauser CD. (2023). Anterior
Sphincter-sparing Suturing of the Vesicourethral Anastomosis Dur-
ing Robotic-assisted Laparoscopic Radical Prostatectomy. Eur Urol
Open Sci. 52: 109-114. https://doi.org/10.1016/j.euros.2023.04.007.

3. Asimakopoulos AD, Mugnier C, Hoepffner JL, Piechaud T, Gas-
ton R. (2012) ‘Bladder neck preservation during minimally invasive
radical prostatectomy: a standardised technique using a lateral ap-
proach’ BJU International. 110(10): 1566-1571. https://doi.
org/10.1111/j.1464-410X.2012.11604.x.

4. Bianchi L, Turri FM, Larcher A, De Groote R, De Bruyne P, De Co-
ninck V etal. (2018). A Novel Approach for Apical Dissection During
Robot-assisted Radical Prostatectomy: The «Collar» Technique. Eur
Urol Focus. 4(5): 677-685. https://doi.org/10.1016/j.euf.2018.01.004.

5. Cathelineau X, Cahill D, Widmer H, Rozet E, Baumert H, Vallancien G et
al. (2004). Transperitoneal or Extraperitoneal Approach for Laparoscopic
Radical Prostatectomy: A False Debate Over a Real Challenge. J Urol.
171(2): 714-716. https://doi.org/10.1097/01.ju.0000103885.71434.02.

6. Checcucci E, De Cillis S, Alladio E, Piramide F, Volpi G, Granato S
etal. (2024). Ten-year functional and oncological outcomes of a pro-
spective randomized controlled trial comparing laparoscopic versus
robot-assisted radical prostatectomy. Prostate. 84(9): 832-841.
https://doi.org/10.1002/pros.24702.

ISSN 2304-0041 Xipypris auTadoro siky (Ykpaina) Ne1(86)/2025 | 77



Original articles. Urology and gynecology

7.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Covas Moschovas M, Bhat S, Onol FE, Rogers T, Roof S, Mazzone E
etal. (2020). Modified Apical Dissection and Lateral Prostatic Fascia
Preservation Improves Early Postoperative Functional Recovery in
Robotic-assisted Laparoscopic Radical Prostatectomy: Results from
a Propensity Score — matched Analysis. Eur Urol. 78(6): 875-884.
https://doi.org/10.1016/j.eururo.2020.05.041.

Erdogru T, Teber D, Frede T, Marrero R, Hammady A, Seemann O
et al. (2004). Comparison of Transperitoneal and Extraperitoneal
Laparoscopic Radical Prostatectomy Using Match-Pair Analysis. Eur
Urol. 46(3): 312-320. https://doi.org/10.1016/j.eururo.2004.05.004.
Falagario UG, Knipper S, Pellegrino E Martini A, Akre O, Egevad Let al.
(2024). Prostate Cancer - specific and All-cause Mortality After Robot-
assisted Radical Prostatectomy: 20 Years Report from the European As-
sociation of Urology Robotic Urology Section Scientific Working Group.
Eur Urol Oncol. 7(4): 705-712. https://doi.org/10.1016/j.eu0.2023.08.005.
Haga N, Kurita N, Yanagida T, Ogawa S, Yabe M, Akaihata H et al.
(2018). Effects of barbed suture during robot-assisted radical pros-
tatectomy on postoperative tissue damage and longitudinal changes
in lower urinary tract outcome. Surg Endosc. 32(1): 145-153. https://
doi.org/10.1007/s00464-017-5649-z.

Hamada A, Razdan S, Etafy MH, Fagin R, Razdan S et al. (2014).
Early Return of Continence in Patients Undergoing Robot-Assisted
Laparoscopic Prostatectomy Using Modified Maximal Urethral
Length Preservation Technique. ] Endourol. 28(8): 930-938. https://
doi.org/10.1089/end.2013.0794.

LuH, YuC, YuX, Yang D, Yu S, Xia L et al. (2024). Effects of Bony Pelvic
and Prostate Dimensions on Surgical Difficulty of Robot-Assisted Rad-
ical Prostatectomy: An Original Study and Meta-analysis. Ann Surg
Oncol. 31(12): 8405-8420. https://doi.org/10.1245/s10434-024-15769-w.
Ippoliti S, Colalillo G, Egbury G, Orecchia L, Fletcher P, Piechaud T
etal. (2023). Continence-Sparing Techniques in Radical Prostatec-
tomy: A Systematic Review of Randomized Controlled Trials. ] En-
dourol. 37(10): 1088-1104. https://doi.org/10.1089/end.2023.0188.
Kohler N, El-Bandar N, Maxeiner A, Ralla B, Miller K et al. (2020).
Early Continence and Extravasation After Open Retropubic Radical
Prostatectomy - Interrupted vs Continuous Suturing for Vesicoure-
thral Anastomosis. Ther Clin Risk Manag, 16: 1289-1296. https://doi.
org/10.2147/TCRM.S278454.

Martini A, Falagario UG, Villers A, DellOglio P, Mazzone E, Auto-
rino Ret al. (2020). Contemporary Techniques of Prostate Dissection
for Robot-assisted Prostatectomy. Eur Urol, 78(4): 583-591. https://
doi.org/10.1016/j.eururo.2020.07.017.

Mazaris EM, Chatzidarellis E, Varkarakis IM, Dellis A, Deliveliotis C.
(2009). Reducing the number of sutures for vesicourethral anasto-
mosis in radical retropubic prostatectomy. Int Braz J Urol, 35(2):
158-163. https://doi.org/10.1590/S1677-55382009000200005.
Meng MV, Stoller ML. (2002). Laparoscopic intracorporeal square-to-
slip knot. Urology, 59(6): 932-933. https://doi.org/10.1016/S0090-
4295(02)01517-0.

Michl U, Tennstedt P, Feldmeier L, Mandel P, Oh SJ, Ahyai S et al.
(2016). Nerve-sparing Surgery Technique, Not the Preservation of
the Neurovascular Bundles, Leads to Improved Long-term Conti-
nence Rates After Radical Prostatectomy. Eur Urol. 69(4): 584-589.
https://doi.org/10.1016/j.eururo.2015.07.037.

Nakonechnyi YA, Mytsyk YuO, Borzhievskyi ATs. (2024).
PCA3 score prognostic value for identifying postoperative ISUP
grades 4-5 in localized peripheral zone prostate cancer with a poste-
rior tumor growth dominant pattern. Paediatric Surgery (Ukraine).
4(85): 65-70. doi: 10.15574/PS.2024.4(85).6575.

Rajih E, Meskawi M, Alenizi AM, Zorn KC, Alnazari M, Borhan W et
al. (2019). Long-term urinary functional outcome of vesicourethral

Bigomocri npo aBTopa:

Harxoneunuii Mlocud Andpitiosu — PhD, doy,. kap. yponoeii OITIO JTHMY im. JI. [anuypkozo. Adpeca: m. JTvsis, syn. Ilexapcora, 69; men.: +38 (032) 275-76-32.
https://orcid.org/0000-0002-6872-1889.

Crarra Hapifiia go pegakuii 18.10.2024 p., mpuitHATa 10 ApyKy 18.03.2025 p.

21

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

anastomosis with bidirectional poliglecaprone (Monocryl®) vs. barbed
polyglyconate suture (V-LocTM 180) in robot-assisted radical pros-
tatectomy. Can Urol Assoc J. 14(3). https://doi.org/10.5489/cuaj.5959.
Samavedi S, Abdul-Muhsin H, Pigilam S, Sivaraman A, Patel VR.
(2014). Handling difficult anastomosis. Tips and tricks in obese pa-
tients and narrow pelvis. Indian J Urol, 30(4): 418. https://doi.
0rg/10.4103/0970-1591.142070.

Schlomm T, Heinzer H, Steuber T, Salomon G, Engel O, Michl U et
al. (2011). Full Functional-Length Urethral Sphincter Preservation
During Radical Prostatectomy. Eur Urol, 60(2): 320-329. https://doi.
org/10.1016/j.eururo.2011.02.040.

Seetharam Bhat KR, Seetharam Bhat KR, Moschovas MC, Onol FF,
Sandri M, Rogers T, Roof S et al. (2020). Trends in clinical and onco-
logical outcomes of robot-assisted radical prostatectomy before and
after the 2012 US Preventive Services Task Force recommendation
against PSA screening: a decade of experience. BJU Int, 125(6): 884-
892. https://doi.org/10.1111/bju.15051.

Sengupta S, Ischia J, Webb DR. (2011). Single-layer anatomical re-
construction of the vesico-urethral anastomosis during robot-assist-
ed laparoscopic prostatectomy (RALP). BJU Int, 107(2): 340-343.
https://doi.org/10.1111/j.1464-410X.2010.09960.x.

Sood A, Jeong W, Peabody JO, Hemal AK, Menon M. (2014). Robot-
Assisted Radical Prostatectomy. Urol Clin North Am, 41(4): 473-484.
https://doi.org/10.1016/j.ucl.2014.07.002.

Stolzenburg J, McNeill A, Liatsikos EN. (2008). Nerve-sparing en-
doscopic extraperitoneal radical prostatectomy. BJU Int, 101(7): 909-
928. https://doi.org/10.1111/j.1464-410X.2008.07544.x.

Tan G, Srivastava A, Grover S, Peters D, Dorsey P Jr, Scott A et al.
(2010). Optimizing Vesicourethral Anastomosis Healing After Ro-
bot-Assisted Laparoscopic Radical Prostatectomy: Lessons Learned
from Three Techniques in 1900 Patients. ] Endourol, 24(12): 1975-
1983. https://doi.org/10.1089/end.2009.0630.

Velthoven RFV. (2008). Optimization of the Vesicourethral Anastomotic
Model in Laparoscopic Prostatectomy Performed on Large Prostates. ]
Endourol, 22(9): 1999-2000. https://doi.org/10.1089/end.2008.9758.
Vis AN, van der Poel HG, Ruiter AEC, Hu JC, Tewari AK, Rocco B
et al. (2019). Posterior, Anterior, and Periurethral Surgical Recon-
struction of Urinary Continence Mechanisms in Robot-assisted
Radical Prostatectomy: A Description and Video Compilation of
Commonly Performed Surgical Techniques. Eur Urol, 76(6): 814-
822. https://doi.org/10.1016/j.eururo.2018.11.035.

Von Ahlen C, Geissler A, Vogel J. (2024). Comparison of the effec-
tiveness of open, laparoscopic, and robotic-assisted radical prosta-
tectomies based on complication rates: a retrospective observation-
al study with administrative data from Switzerland. BMC Urol,
24(1): 215. https://doi.org/10.1186/s12894-024-01597-3.

Walz J, Epstein JI, Ganzer R, Graefen M, Guazzoni G, Kaouk ] et al.
(2016). A Critical Analysis of the Current Knowledge of Surgical
Anatomy of the Prostate Related to Optimisation of Cancer Control
and Preservation of Continence and Erection in Candidates for
Radical Prostatectomy: An Update. Eur Urol, 70(2): 301-311. https://
doi.org/10.1016/j.eururo.2016.01.026.

Weld KJ, Ames CD, Hruby G, Humphrey PA, Landman J. (2006).
Evaluation of a novel knotless self-anchoring suture material for uri-
nary tract reconstruction. Urology, 67(6): 1133-1137. https://doi.
org/10.1016/j.urology.2005.12.022.

Williams SB, Alemozaffar M, Lei Y, Hevelone N, Lipsitz SR et al.
(2010). Randomized Controlled Trial of Barbed Polyglyconate Ver-
sus Polyglactin Suture for Robot-Assisted Laparoscopic Prostatec-
tomy Anastomosis: Technique and Outcomes. Eur Urol, 58(6): 875-
881. https://doi.org/10.1016/j.eururo.2010.07.021.

78 | ISSN 2304-0041 Paediatric Surgery (Ukraine) No.1(86)/2025



