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(29.8%) patients. One year from the surgery 247
(55.39%) men were capable of a sufficient erec-
tion for sexual intercourse without any supportive
therapy.

Description of the clinical case: We present
the technique of extraperitoneal robotic nerve-
sparing radical prostatectomy in a 64-year-old
man with bioptically verified prostate adeno-
carcinoma cT1c Nx Mx, GS 3 + 3, iPSA 3.8 ng/ml,
3/12 positive biopsy cores, prostate volume: 35
ml and IIEF 20. Procedure starts in the 30° Tren-
delenburg position by digital preparation of the
preperitoneal space followed by the insertion of
three 8 mm robotic ports, a 12 mm assistant port
and a videoport located in the subumbilical inci-
sion. We separate the prostate from the bladder
neck without ligation of the dorsal vein complex
and without the preparation of the endopelvic
fascia on the sides of the prostate. We release the
seminal vesicles and interrupt the ducts. Pedicles
are controlled on both sides with 5mm titanium
clips and then interrupted. Neurovascular bundles
are saved bilaterally with preserving the prostatic
fascia with cavernous nerves. The dorsal vein
complex is ligated and fixed to the symphysis.
Under the apex, the urethra is interrupted, the
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urethrovesical anastomosis is sewn to the con-
tinuing V-loc stitch in one layer. The operation
time was 115 minutes, the blood loss was 100 ml.
The patient was discharged home on the 4" day
after surgery. We removed the urinary catheter
on the 7" postoperative day. Histopathological
examination confirmed prostate adenocarcinoma
pl2,GS 3 +4,R0. The patient reached full urinary
continence within 1 week after removal of the
urinary catheter, and was able to have intercourse
with 5 mg tadalafil per day within 6 weeks. Evalu-
ation of erectile function 12 months after surgery
demonstrated 95% return of erection (IIEF 19)
without PDES5 inhibitor support.

Conclusion: Robotic radical prostatectomy is
a minimally invasive, reliable and safe method of
treatment of indicated prostate cancer patients.
The technique of bilateral neurovascular bundle
sparing allows almost complete return to the pre-
operative state of erectile function and has a sig-
nificant impact on the quality of life of the patient
after surgery for prostate cancer.
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