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ABSTRACT

BACKGROUND: Radical cystectomy is the main treatment for patients with muscle-invasive bladder cancer. Robot-assisted
operations have become increasingly widespread; thus, an analysis of the results of using this technique is required.

AIM: To analyze our experience with robot-assisted radical cystectomy with different types of urinary diversion and compare
the results to those obtained by other centers.

MATERIALS AND METHODS: The treatment results of 23 patients who underwent robot-assisted cystectomy with various
types of urine derivation for bladder cancer between 2021 and 2024 were retrospectively analyzed.

RESULTS: Patients who had the Studer urinary reservoir formed were slightly younger and had better functional status and
a higher body mass index. Additionally, there were more patients of the very high-risk cT1 stage. In patients who underwent
ureterocutaneostomy, stages sT3—4 were more common. The average duration of the operation was 418.2 minutes. The lon-
gest duration (533.5 minutes) was observed during the formation of the urinary reservoir and the shortest (294.3 minutes)
during ureterocutaneostomy. The smallest (200 ml) and largest (3,500 ml) blood loss occurred in patients who underwent
Bricker ileal conduit formation. Ten conversions to open surgery (5 in the group of patients who had a urinary reservoir and
5 in ileoconduit) were noted. Nine patients developed postoperative complications, with seven exhibiting Clavien-Dindo grade
[lla-Illb complications. The median follow-up was 19.7 months. Disease progression occurred in two (9%) patients. One patient
died 1.5 years after surgery due to underlying disease progression.

CONCLUSIONS: Robot-assisted cystectomy is currently limited to specialized centers. The exchange of experience between
them and its analysis are crucial to assess the immediate and long-term results of this technique and determine the category
of patients who will benefit most from its application.
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AHHOTALNA

AkTyanbHocTb. PaguKanbHas LMCTIKTOMUS — OCHOBHOM METOZ JIeYEHUS NaLMEHTOB C MbILLEYHO-MHBA3WBHBIM PAKOM MOYe-
BOro ny3eips. B nocnegHue rofbl Bce 60sbLUee pacnpocTpaHeHne nofyyaoT poboT-accMcTMpoBaHHbIe onepauui, YTo Tpebyet
aHann3a pe3ynbTaTtoB NPUMEHEHUS AaHHON METOAVKM.

Lienb — aHanu3 cobcTBEHHOrO OMbITa BbINOMHEHNUA POHOT-acCUCTUPOBAHHON PafnKanbHON LIMCTIKTOMUM C pasnniHbIMU BUAa-
MW [iepy1BaLMM MOYM M COMOCTaB/IEHWE €r0 C pe3ynbTaTaMu, NOJTyYeHHbIMU APYTYMU LEHTPaMMU.

Marepuanbl u MeTogpl. [IpoBefieH pETPOCNEKTUBHDBIA aHanM3 pesyNbTaToB JieyeHns 23 NaLmeHToB, KOTOpbIM B nepuog ¢ 2021
no 2024 r. BbINOfIHEHa pobOT-acCUCTUPOBAHHASA LMCTIKTOMMS C PasfMuHbIMU BUAAMM [LepyBaLMM MOYM M0 MOBOAY paka Mouye-
BOrO My3bIpA.

Pesynbrarbl. [lauveHTsl, KoTopbiM (hopMUpoOBaNM MoyeBoi pesepByap Mo Studer, BbiM HECKONBKO MOOXKeE, UMENW NyYLLMiA
(YHKLMOHaMbHBIN CTaTyc 1 BomblumiA MHOEKC Macchl Tena. Cpeay HuX Takke 6biio bonblue naumeHToB co cTaguen cT1 rpynnbl
04eHb BbICOKOTO pucka. B rpynne naumeHToB, KOTOPLIM BbIMOSHSANM YPETEPOKYTAHEOCTOMMIO, Yallle BCTpeyanach cragus cT3-4.
[nuTenbHoOCTb onepaumm B cpeaHeM coctaensna 418,2 MuH. Hanbonbluas aautensHocTb (533,5 MUH) oTMedeHa npu Gopmmpo-
BaHWM MOYEBOT0 pe3epByapa, HauMeHblas (294,3 MUH) — npy ypeTepokyTaHeocToMum. Haumenbluas (200 mn) u HabonbLuas
(3500 mn) kpoBoONOTEPS MMeENa MECTO Y NaLMEHTOB, KOTOPbIM BbINOHEHO (OpMUPOBaHMe UneokoHayuTa no bpukepy (Bricker).
KoHBepcuii K oTKpbITON onepaumu Bbiio 10 (5 — B rpynne naumeHToB, KOTOpbIM (hOpMMPOBaNM MOYEBOM pe3epsyap, M 5 —
UNeoKoHayWT). Y 9 nauMeHToB pasBUAMChL NocneonepaumoHHble ocnoxHenuit, no Clavien — Dindo llla—lllb cteneHen — vy 7.
MenuaHa HabntopeHus coctaBuna 19,7 mec. MporpeccupoBanve 3aboneBanus cnyumnock y 2 (9 %) naumentos. OauH naumeHT
yMep yepe3 1,5 roga nocne onepawum B CBA3W C NPOrpeccypoBaHEM OCHOBHOIO 3ab0/eBaHus.

BoiBogbl. PoboT-accuCTMpOBaHHas LMCTIKTOMMSA B HAcTosLLlee BpeMS OrpaHMyeHa Creumanu3vpoBaHHBIMU  LIEHTpaMM.
06MeH onbiTa MeXAY HAMM 1 ero aHanu3 HeobXoAMMbI 151 OLIEHKU BNIMMKaLLIMX U OTLANEHHBIX pe3ysibTaToB AaHHOW METOLMKM,
a TaKKe OMpefeneHnsl KaTeropuv MauMeHTOB, KOTOpbIe B HAaMBObLLEN CTEMEHW BbIMIPAKT OT ee MPUMEHEHUS.

KnioueBble cnioBa: pak MOYeBOr0 Mysblps; pajMKanbHas LMCTIKTOMUS; [epuBauus Mouu; onepaums LUtypepa;
onepaums bpukepa; ypeTepoKyTaHeoCTOMMs; poboT-acCUCTUPOBaHHbIE OMepaLym.
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BACKGROUND

Bladder cancer (BC) ranks tenth among the most
common malignant neoplasms in adults. In 2020,
573,278 new cases were diagnosed worldwide [1]. In the
Russian Federation, the prevalence of BC is 80.3 cases
per 100 thousand populations, and the mortality rate in
the first year after its detection is 12.3% [2].

Radical cystectomy remains the standard treatment
method for patients with muscle-invasive BC, non-mus-
cle-invasive BC of extremely high-risk, and cases unre-
sponsive to chemo- and immunotherapy [3, 4]. In recent
years, robot-assisted radical cystectomy (RARC) has
become increasingly popular among oncourologists [5].
With the advent of any new technology, several practi-
cal questions inevitably arise. Is this technology feasible
for solving a specific clinical task? Is it effective and
safe? Is it advantageous over existing methods? In what
cases will the use of new technology bring the best
results? [6].

Meta-analyses of clinical studies have shown that
RARC is not inferior to open surgery in terms of oncologi-
cal results; however, it has lower morbidity rates. This
surgery is characterized by lower intraoperative blood
loss, low frequency of blood transfusions, and shorter
hospital periods. However, robotic technology does not
reduce the overall number of complications, the surgical
time is longer, and the equipment is expensive, which
makes them inaccessible [7-9]. Thus, centers are en-
couraged to share their experience in performing these
surgeries. Analyses will help identify patients who can
benefit the most from the use of this technique, evalu-
ate the technical aspects of performing various stages of
the surgery, identify risk factors for complications, and
develop recommendations for their prevention.

This study aimed to analyze our experience of RARC
using various types of urine derivation and compare it
with the results obtained in other centers.

MATERIALS AND METHODS

The immediate oncological and functional treatment
outcomes in 23 patients (22 men and 1 woman) who un-
derwent RARC using one of the urine derivation methods
for BC in the period from 2021 to 2024 were analyzed,
respectively.

In addition to general clinical methods, preoperative
examinations included magnetic resonance imaging of
the pelvic organs, computed tomography of the chest,
abdominal and pelvic organs, and urethrocystoscopy
with bladder biopsy. Indications for cystectomy were
histologically confirmed muscle invasion of the tumor,
extremely high-risk non-muscle-invasive BC, and cases
with failed organ-preserving treatment (transurethral
resection of the bladder with intravesical chemo- or
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immunotherapy). All patients underwent cystectomy us-
ing the standard technique using the Da Vinci Si robotic
system from 2021 to 2023 (Intuitive Surgical, USA) and
Da Vinci Xi from 2024 (Intuitive Surgical).

Surgical technique

The patient is placed in the Trendelenburg position
with the head end lowered by 30°. The abdominal cavity
is punctured with a Veress needle. Carboxyperitoneum is
created (10-12 mm Hg), and six ports are then installed
(Fig. 1). The robotic system is docked. The peritoneum
is opened above the ureters, which are then isolated
along the length from the intersection with the iliac ves-
sels to the bladder, where two metal clips are applied
to them, whereas the ureters are transected between
them. The peritoneum is arcuately dissected in the rec-
tovesical recess. This incision is connected with the in-
cisions for access to the ureters. The posterior wall of
the bladder is mobilized. The vas deferentia are isolated
and transected. The seminal vesicles are then isolated.
The prostate gland is separated from the rectum, the
peritoneum is opened parallel to the umbilical liga-
ments, and the latter are transected. The anterior and
lateral surfaces of the urinary bladder are mobilized.
The pelvic fascia is dissected on the sides of the pros-
tate gland. The puboprostatic ligaments are transected.
The dorsal venous complex is sutured and transec-
ted, and the prostate gland is dissected from the urethra.
Thereafter, the posterior wall of the urethra is sutured
with a thread with two needles to form an anastomosis
with the urinary reservoir. The urinary bladder with the
prostate gland and seminal vesicles, excised as a single
block, is placed in a sealed container (removed at the end
of the surgery with all the specimens). The fatty tissue
with lymph nodes is excised along the iliac vessels to

Fig. 1. Robotic and assistants ports placement
Puc. 1. YcTaHoBKa poboTUUECKNX U aCCUCTEHTCKUX MOPTOB
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Fig. 2. View of the surgical field after performing extended pelvic
lymphadenectomy

Puc. 2. Bup, onepaumoHHOro nosisi nocie BbIMOHEHNS pacLUMpeH-
HOM Ta30BOM IMMdaLEHIKTOMUM

G Avermedia

Fig. 4. Formation of ureteroureteroanastomosis according to Wal-
lace technique. Ureteral stent placement

Puc. 4. ®opmupoBaHue ypeTepoypetepoaHcaTomMo3a no Wallace.
YcTaHOBKa MOYETOYHNKOBOIO CTeHTa

G AverMedia

Fig. 6. Illeum detubularization along the mesenteric margin
(neobladder formation stage)

Puc. 6. [leTybynsapusaums noaB3noLWHOM KULLKK N0 NpOTUBOBPBI-
JKEeyHoMy Kpato (31an ¢popMmMpoBaHus Heobnaaaepa)

their bifurcation (Fig. 2) and along the obturator nerve
(Fig. 3) on both sides. These anatomical structures are
skeletonized. An opening is created in the mesentery of
the sigmoid colon, through which the left ureter is moved
to the right iliac region. The distal part of the ureters
with clips is dissected and placed in a sealed container.
The ureters are sutured using the Wallace technique.
An additional 5-mm trocar is installed along the edge
of the rectus abdominis, 2 cm above the Lanz line. Ex-
ternal ureteral stents 8 Ch/Fr are inserted into the ab-
dominal cavity through it. Stenting of both ureters is per-
formed (Fig. 4). The Da Vinci robotic system is undocked.

DOl https://doi.org/10.17816/urovedb32838

Fig. 3. Left fossa obturatoria area after lymphadenectomy
Puc. 3. Obnactb 3anupatenbHoi AMKK CrieBa nocne MMQaaeH-
3KTOMUM

Fig. 5. The ileum transection using a linear suturing device
(intestinal graft collection stage)

Puc. 5. lNepeceyeHne NoaB3a0LLHON KULIKM C MOMOLLbK JIMHENHOTO
CLuMBaloLLiero annapara (3tan 3abopa KMLLeYHOro TpaHcmiaHTaTa)

& AverMedia

Fig. 7. The anterior neobladder wall formation (using a single-row
serous-muscular continuous Vicryl suture 3-0)

Puc. 7. ®opMmupoBaHue nepenHeii cTeHku Heobnaanepa (ofHo-
PSLHBIA CEPO3HO-MBbILLIEYHBIN HEMPEPbIBHBIA BUKPUIOBHIiA LI0B 3-0)

The patient’s body tilt angle is changed (Trendelenburg
position 5°). The optics is replaced by 30°. Then, the
Da Vinci robotic system is redocked.

The further course of the surgery differs depending on
the choice of the urine derivation method. When forming
a urinary reservoir using the Studer technique, a 55-cm-
long segment of the ileum (20 + 20 + 15) is isolated
25 cm from the ileocecal junction. The intestine is tran-
sected using a linear suturing device (Fig. 5). The patency
of the small intestine is restored by hardware (Endo GIA™
45 and 60 mm) application of antiperistaltic laterolateral
anastomosis. The distal 40 cm of the section of the future
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reservoir are detubularized along the antimesenteric edge
(Fig. 6), located U-shaped, and sutured with a continu-
ous single-row suture. The resulting posterior wall of the
urinary reservoir is folded transversely in a ratio of 2/3 to
1/3. The longitudinal part of the anterior wall is formed
using a continuous suture (Fig. 7). One-third of the reser-
voir anterior wall is left unsutured to preserve a “process
window” through which manipulations are performed in-
side the urinary reservoir. The ureters are implanted in
its non-detubularized proximal part and fixed to its wall
using a continuous suture. At the lowest point of the cau-
dal part of the urinary reservoir, a 3-mm long incision
is made through which ureteral stents are brought out.
A 20 Ch/Fr urethral silicone catheter is passed into the
urinary reservoir. The “process window” in the anterior
wall of the urinary reservoir is closed using a continuous
suture. The urinary reservoir is lowered into the small
pelvis, where its anastomosis with the urethra is formed.
To assess the reservoir tightness, 50 mL of 0.9% sodium
chloride solution is poured into it.

During ureterocutaneostomy (UCS), external ureteral
stents are inserted into the abdominal cavity through the
assistant port, which are passed along the ureters to the
renal pelvis. In both iliac regions, channels are formed,
which pass through the subcutaneous fatty tissue, an-
terior abdominal wall, and peritoneum, through which
the stented ureters are brought out, where they are fixed
without tension to the skin with four interrupted sutures
so that their distal end protrudes above the skin surface
by at least 2 cm.

When forming an ileal conduit using the Bricker tech-
nique, a 25-30 cm long segment of the ileum is mobi-
lized at a distance of 25 cm from the ileocecal junction.
The intestine is transected using a linear suturing device.
The patency of the small intestine is restored by apply-
ing a hardware for antiperistaltic laterolateral anasto-
mosis.

Final stages of the surgery

A silicone drain is installed in the small pelvis through
the assistant port. The robotic system is undocked. All
tissues to be excised, previously placed in a sealed con-
tainer, are removed from the abdominal cavity through a
minilaparotomy (5 cm) midline approach. The wounds are
sutured by layer.

Urine diversion by UCS was performed in 7 patients,
an ileal conduit was formed using the Bricker method
in 6, and orthotopic ileocystoplasty according to Studer
was performed in 10. The choice of the urine derivation
method was determined during the preoperative discus-
sion of the clinical situation considering the extent of the
tumor extension and the patient’s functional status and
consent.

Clinical and perioperative parameters and intra- and
postoperative complications were analyzed. Given the
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small number of events analyzed in each group, descrip-
tive statistical methods were used, and the mean and
mean-square deviation o (with a normal distribution of
the studied parameter) and the median and spread of
values (with a distribution different from normal) were
calculated.

RESULTS

The clinical characteristics of patients with BC who
underwent RARC are presented in Table 1. Most pa-
tients underwent neobladder formation using the Stud-
er technique. In this group, patients were younger and
had a better functional status, assessed by the Eastern
Cooperative Oncology Group scale. Moreover, patients of-
ten had a higher body mass index, disease stages cT1-2,
and very high-risk non-muscle-invasive BC.

Patients who underwent Bricker ileal conduit diver-
sion or UCS more often had stage cT3-4 disease. The in-
traoperative parameters of patients with different types
of urinary derivation after cystectomy are presented in
Table 2. Expectedly, the neobladder formation group had
the longest surgical duration and the largest number of
excised lymph nodes. The Bricker ileal conduit group had
the greatest blood loss and a higher rate of positive sur-
gical margins (R1).

The results of the analysis of the early postoperative
course is presented in Table 3. In the early postopera-
tive period, complications developed in 9 (39%) patients
within 1-16 days after surgery. In most cases, this was
obstructive pyelonephritis, which required percutaneous
puncture nephrostomy. This complication was classified
as stage llla according to the Clavien-Dindo classifica-
tion. Nephrostomies were closed after the resolution of
pyelonephritis and restoration of urine passage. In one
patient who underwent cystoprostatectomy with extended
pelvic lymphadenectomy, laparotomy was performed on
postoperative day 2 due to a decrease in the hemoglo-
bin level. During the revision, diffuse tissue hemorrhage
was detected, which was stopped using hemostatic
sponges.

Histological examination confirmed the presence of
urothelial carcinoma in all patients, namely, high-grade
carcinoma in 13 and low-grade carcinoma in 1; however,
the degree of tumor malignancy could not be assessed
in eight patients because of therapeutic pathomorphosis.
According to the results of histological examination of the
excised tissue, stage pT1 of BC was detected in 9 (39.1%)
patients, pT2a in 3 (13.0%), pT2b in 1 (4.3%), pT3a in
4 (17.4%), pT3b in 2 (8.7%), and pTia in 3 (13.0%).
Stage pT0 was registered in 1 (4.3%) patient. Concurrent
carcinoma in situ was determined in 13 patients. Meta-
stases to regional lymph nodes were revealed in 4 (17.4%)
patients, namely, pN1 in 2 (8.7%) and pN2 and pN3 in
1 case each (4.3%).
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Table 1. Clinical characteristics of bladder cancer patients who underwent robot-assisted radical cystectomy (n = 23)

Ta6nuua 1. KnuHudyeckas xapaKTepucTUKa NaUMeHTOB C PaKoM MOYEBOro My3bips, MepeHeclnx poboT-accUCTUPOBaHHYIO paauKabHY0
umMcTaKToMuMIo (n = 23)

All patients Urine derivation method
Parameter )
(n=23) by Studer (n = 10) by Bricker (n = 6) UCS/YKC (n=7)

Mean age, years 63.4+717 60.2+78 66.6 £ 9.4 65.2 £ 4.5
Char_lson cpmorbidity index, scores, 5 (3-13) 5 (3-8) 5 (5-6) 6 (4-13)
median (minimum-maximum)
EC0G-0, n 14 7 3 4
ECOG-1, n 9 3 3 3
ASA-2, n 7 4 2 1
ASA-3, n 6 ) 4 6
Mean body mass index, kg/m? 26.7 +6.8 288+7.6 268 +3.7 243 + 4.1
Bladder cancer stage cT1, extremely

T 10 6 1 3
high-risk group, n
cT2, n 4 3 1 -
cT3, n 6 1 2 3
cTha, n 3 - 2 1

Previous treatment for bladder cancer
(transurethral resection and intravesical 1 4 2 5
chemotherapy), n

Note. No differences were noted in absolute values depending on the method of urine derivation (p > 0.05). UCS, ureterocutaneostomy;
ASA, American Society of Anesthesiologists; ECOG, Eastern Cooperative Oncology Group.

[pumeyaHue. Pa3nuuus 3HaueHuid abCONIOTHBIX MOKasaTenen B 3aBUCMMOCTM OT crnocoba fepuBauuu Moun otcytcTeyroT (p > 0,05).
YKC — ypeTepokyTaHeocToMust; ASA — LUKana OLeHKM onepaLMoHHo-aHecTe3uosordeckoro pucka (American Society of Anesthesiolo-
gists physical status classification system); ECOG — LuKana oueHku $yHKUMOHaNbHOro cTaTyca naumenTa (Eastern Cooperative Oncology
Group Performance Status Scale).

Table 2. Intraoperative parameters of bladder cancer patients with different methods of urine diversion after robot-assisted radical
cystectomy (n = 23)

Tabnuua 2. MHTpaonepaLmMoHHble NOKa3aTeNu MaLMeHTOB C PpakoM MOYEBOro My3bips C PasHbIMA METOAaMM JepuBaLvu Mouu moche
poBOT-accMCTUPOBaHHOI pafMKanbHOM LMCTIKTOMUM (n = 23)

All patients Urine derivation method
Parameter -
(n=23) by Studer (1=10) | by Bricker (1=6) | UCS/YKC (n=7)

Surgery time, min, median 418.2 533.5* 403.3 294.3
(minimum—maximum) (225-675) (325-675) (260-630) (225-380)
Blood loss, mL, median 508.3 361.1 1062.5* 308.3
(minimum-maximum) (100-1300) (150-700) (200-3500) (100-700)
Lymphadenectomy, n 17 6 5 6
Excised lymph nodes, n, median 9 15 10 12
(minimum-—maximum) (1-29) (12-26) (1-29) (3-19)
R1,n 4 0 3 1
Number of conversions to open 10 5 5 0

surgeries, n

Note. UCS, ureterocutaneostomy; R1, positive surgical margin. *Difference with the values of indices in other methods of urine derivation
is reliable (p < 0.05).

[pumeyarue. YKC — ypeTepokyTaHeocToMusi; R1 — nonoxuTenbHbIi XMpyprivdeckuin Kpai. *Pasnnume co 3HadeHMsMUM nokasateneii
npu opyrux MeToAax LepuBaumu Moum foctoepHo (p < 0,05).

DOl https://doi.org/10.17816/urovedb32838
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Table 3. Characteristics of the postoperative period of bladder cancer patients with different methods of urine derivation after robot-

assisted radical cystectomy (n = 23)

Tabnuua 3. XapaKTepucTuKa nocrieonepaLMoHHOro Nepuoaa y NaLMeHToB ¢ PakoM MOYEBOr0 My3bipsi C PasHbIMU METoaMW AepyBaLmMu
MOYM nocne poboT-accucTUPOBaHHON pajMKabHON LMCTIKTOMMM (n = 23)

All patients Urine derivation method
Parameter -
(n=23) by Studer (n = 10) by Bricker (n = 6) UCS/YKC (n=7)
Number of bed-days in the intensive
care unit after surgery, days, median 2 2 2 1
g . ' ' (1-5) (1-5) (1-4) (1-2)
(minimum-maximum)
Complications according to Clavien-Dindo
Stage I, n 3 2 1 0
Stage llla, n 5 2 3 0
Stage lllb, n 1 0 0 1
Average number of bed-days 22.9 £6.1 206 +7.1 17.0£42 17.1£50

in the hospital after surgery, days

Note. UCS, ureterocutaneostomy. No differences were found in the values of absolute indices depending on the method of urine derivation

(p > 0.05).

Mpumeuarue. YKC — ypeTepokyTaHeocToMMA. Pasnnuma 3HaueHuii abConioTHBIX MoKasaTeNneit B 3aBUCMMOCTM OT criocoba AepuBaumm

Mouu oTcyTeTByHT (p > 0,05).

In 9 (41%) patients, urothelial carcinoma was not the
only oncological disease. Synchronous prostate disease
was detected in 7 (31.8%) patients, and metachronous
disease was revealed in 1 (4.5%). Metachronous renal
pelvis disease and metachronous hepatocellular carci-
noma were detected in one patient each (4.5%).

The quality of life of patients was also assessed
using the Short-Form 36 (SF-36) questionnaire.
The physical health indicators of patients with an ortho-
topic bladder (Studer surgery) were significantly higher
(p < 0.05) than those of patients with an ileal conduit
(Bricker surgery) and UCS, with 64.8 8.1, 39.0 + 4.9,
and 34.8 + 5.7 points, respectively. A similar trend was
noted for mental health indicators (75.8 + 7.3, 34.0 + 6.1,
and 38.4 + 5.0 points, respectively) and quality of life
(70.3 £ 9.1,36.5 £ 5.4, and 36.6 + 3.1 points, respectively).
The differences in the values of the above parameters in
patients with neobladder (Studer surgery) compared with
patients with other methods of urinary derivation were
significant (p < 0.05).

To date, the median follow-up of patients is
19.7 months. Disease progression was noted in 2 (9%)
patients. In one patient, ureterectomy (implantation me-
tastasis) was performed, and in a patient with stage pT4a
pN2 cMO0, bone metastases were found 4 months after
the surgery, due to which the patient underwent chemo-
therapy. Deaths occurred 1.5 years after surgery.

DISCUSSION

Despite the widespread use of robotic surgery in the
last decade, remains a rarely performed surgery because

DOl https://doi.org/10.17816/urovedb32838

only a small number of centers have RARC capability.
This surgical intervention is technically complex and
lengthy and requires expensive equipment. In this study,
the results of the first 23 surgeries (learning curve) were
presented. Most patients underwent cystectomy, followed
by a urinary reservoir created using the Studer technique,
whereas half of them received it with a completely intra-
corporeal version. When comparing our results with data
from Russian centers, a slightly longer operative time
and average blood loss were noted; however, a lower
number of complications and disease progression were
observed (Table 4), which may be due to the different
clinical characteristics of the patients.

In this study, the greatest blood loss was registered
in the Bricker ileal conduit patients. In this group, more
patients had stages T3-4 and positive surgical margins
(R1), which indicates a greater prevalence of the tumor
process and technical difficulties in performing cystec-
tomy. The most common complication in patients after
neobladder formation according to Studer and an ileal
conduit according to Bricker was obstructive pyelone-
phritis, which may indicate the need for an optimal tech-
nique for creating an anastomosis between the ureters
and the urinary reservoir (conduit).

In this study, we attempted to analyze the periopera-
tive results of robot-assisted surgeries without compar-
ing them with open ones because this study mainly aimed
to assess the technical feasibility and safety of this tech-
nique and determine patients for whom its use is most
appropriate. In general, our results are comparable with
the results of other centers at the stage of mastering this
technique (Table 4).
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Table 4. Results of robot-assisted radical cystectomies
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Tabnuua 4. Pe3ynbTatbl po6oT-accUCTUPOBaHHOI paauKabHOM LMCTIKTOMUM

Urine derivation method Complications
Average | Average Clavi Pro-
Authors, year | by Bricker, | by Studer, | UCS/ | surgery blood  |in the first S.V |3n— in the first| Morta- | 9res-
n n YKC, n | time, min | loss, mL |30 days, n ”I|_r:/ On 90 days, n| lity, n | sion,n
D.A. Lakhno et al., 13* 5 9 W/ W/ 7 5 5 B 4
2018 [10] y Yo @s%) @5%)  (25%) (20%)
B.G. Guliev and
_ ok B Hly 7 3 b 1
RR. Bolotkov, 6 B0 gos200) @3 (8% @TsW W MY
2020 [11]
V.N. Pavlov et al., 3
67 3 - 220 280 9 5 4 (6.2%) Hly

2022 [12]

Note. UCS, ureterocutaneostomy; H/y, not specified; *intracorporeal; **all intracorporeal.
[MpumeyaHue. YKC — ypeTepoKkyTaHeoCTOMHUS. H/Y — He YKa3aHo; *MHTPaKoprnopanbHble; “*BCe MHTPAKOPMOpasbHbIe.

CONCLUSIONS

BC remains an urgent problem of modern healthcare,
requiring huge treatment costs for each patient. Reducing
the hospital stay in the postoperative period can reduce
treatment costs. The use of robotic technology can re-
duce morbidities associated with cystectomy and shorten
the rehabilitation period. RARC is a technically feasible
and safe technique that can be employed when perform-
ing any type of urinary derivation.
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