CUR R B 27 (T ) 2023 4 1 300 .93 .

< K i T ARAW A

fi s A O B A A R B B DE AR YA I DD BR
IR i N 46 7 B 8 S AE 9T 0I5 e R

REA, KT E, KRR, e, £ R
(HREERN R 2B st b 2032 BE e WORAMRL  db 50 100038)

FE: BB RV R W M AR A 1 O IR 0 A J oA 4 < B TR0 JR A7 i T % IO A 2 A 1 O e 2 R % T A A
i, ik O BEE, 494, 3HRIT L KE BB B V)R (transurethral resection of bladder tumor,
TURBT), AREHHE: mPNEMEER SRR B E Rt ai . ARG R BT 18k, MlEd, MEk
K2, 433FT TURBT A, AJSHHLA e AR B RUR ¢ b R 7L SOIR IR B8 b e iathJsihn s o SR R &
K, PET—CT %t & f2m M R0 A R 1, 22 MR B4k R BUK, B B R G IR IR C 4555, 12
Wr: BB (T3NIMO). FTHiiBhibyy (P IEHIEN) BRA PD—1 iR I7 27 e . St B8 T Ok FA
NV B [ 25 11 155 B AR v PR DD IR, s 1 2k T bk (20 285 0 41 B AR s P 4 = 1 TR D Il g i s I T RS . QR - R 2 3R
OMRE NVB M2 M HRIA B DEDIBR W 20U RS, DR B R A AR e 4, LU S s FL iz Fi sh D ae s Ui
B ORGSR AATIFACIRAI, 1 RS (R B ) i 0 MR AR 4 85, JF m vy e s e & e R maIpR, 2—0
V—Loc IR 58 FLBAZE T H Bk &1k (dorsal vein complex, DVC); B Wi AU IRAT 5 75 7 XU 5% e 00l 345
TG AT PN (BB, Ak O AN, ELERARER s BUMESNES . JePIT B WTIRIE , i PRAE S RO Bk TR
PR . OPRUERE IR LSSV 1 W IREEN o B8 B PR AL XM L2 . ORI PN 4 - B [l i S Ao 7 s e e
s ORI MR, PPATBE S 28 U I S R Tk JI W, FpRIC s CIRESTS, BEREE LS cmib
B S5 em A, TEREORER AL (EHIDIEIV) G R IR B L s W R Ak, P o5 IR B
7~8 emAERMAE; KO HIFE URITE, 3—0 V-—LocfflfilgELea8 5 WA RE; 3—0 V—LocfEIHlZm)
B AR AL 5 R IE R s A—0 AT WIS AR LR 43 W & XU PR — i AR S BE , HRIRIB M AT IA S22, EA
XU RS ST, WA R S AR TTRE s KR eSS A R T DVC, MR, TEmfF&
AR 22 I L L TR BB I DR Sy, ARG HERR R ME s DCPATH RS DERTREST N 1/3; 47 B4k G W75 e iy B 31
Mm2/3, FEMEFIEEHFERAE ., FARMERAS SRS, WIRAIMMEREY, 2AEKERT—RPT, R
BIRTIRIGS), JFRDaEKeSE. SR FARINFSER, FARMIE 500 min, Hr A B4 E 360 min;
A 400 ml, JTHEAMR M, KR53 dEEFEK, CTRERRATELWAEH; 4T 8mEE. E.
ARG PSR, ARRBUILIF R IE . ARJG 2 JAHBRBUN G IR S8, SRR IRASE , SRR PR A T B 2042 DR il
B, BEEATIEEHEIR, JRIEZ9100 ml, ARJG 3 IREWE, HERIING 2~3 h, fAIRE 300 ml, ARJGHIE: &K
VISR RE s AR A (0/26); FARDIGHIME, 456 BEWL XS T &, ZERIEE %M. &t HEE
BT RN N A I T AL D s R e 4 . WIAT . BRI S TR, HTREIAN 1/3 BRI A, LM 2/ 395 4k
A, BARSRIE RS A KTy, BAFEY KA G, dERe s AR Y B0 o 70 46 PR ASAS 5 28 i RS 28 B A
M, B PRAS S AREIRLL . S . ARBUSTRM) A, BRI G RERE R W& DA R A AR 22 R B BUI i PR AS
SCHRE, W KRR, AT L

KR BN BIRIAAR, SFRIEEAHENE; AN

RESES: R699.5 XERFRIRAD: A XEHS: 1674-7410(2023)01-0093—03

DOI: 10.20020/j.CNKI.1674—7410.2023.01.17

Neurovascular bundle-sparing laparoscopic radical cystectomy with

intracorporeal reconstruction of ileal orthotopic pyramid neobladder
Zhang Yudong, Lin Zhemin, Chen Chao, Liu Jinshun, Niu Yinong

P R4, E—mail: 18601020160@163.com



- 94

) QA PR AP ZR A5 (LT ) ) 2023 4F 1 48]

Department of Urology, Beijing Shijitan Hospital, Capital Medical University, Beijing 100038, China
Corresponding author: Niu Yinong, E-mail: 18601020160@163.com
Abstract: Objective  To describe procedure of laparoscopic radical cystectomy with standard pelvic lymph
node dissection and intracorporeal reconstruction of ileal orthotopic pyramid neobladder and analyze
perioperative results. Methods ~ The 49— year—old male patient presented with hematuria and was
diagnosed with high—grade muscle—invasive bladder cancer and carcinoma in situ (CIS) 3 years ago.
The patient received transurethral resection of bladder tumor (TURBT) followed by 18 times of
Bacillus Calmette—Guérin (BCG) instillation. The patient experienced 2 recurrences and was treated by
TURBT, and the pathological report showed high—grade non—muscle—invasive urothelial carcinoma
accompanying with CIS. PET—CT scan revealed that the tumor invaded the orifice of the left ureter,
hydronephrosis in the left collective system and dilation of left ureter, and lymph node metastasis in
the pelvis. Preoperative diagnosis: bladder cancer (T3N1IMO) . The patient was administered neoadjuvant
chemotherapy (Gemcitabine + Cisplatin) combined with immunotherapy (PD—1) for 2 periods.
Neurovascular bundle (NVB) —sparing laparoscopic radical cystectomy with standard pelvic lymph node
dissection and intracorporeal reconstruction of ileal orthotopic pyramid neobladder was performed. ONVB—
sparing radical cystectomy: Bilateral ureters were dissected, leaving tissue surrounding the ureter intact,
ensuring the preservation of blood flow and peristaltic function. The vas deferens and seminal vesicles
were dissected; Denonvillier’s fascia was kept unopened, intrafascial dissection was extended to the tip
of the prostate and lateral sides. Bilateral pedicles of bladder were cut off. Dissect the space of
Retzius, the dorsal vein complex (DVC) was bundled and sutured with 2—0 V—Loc. The urethra and
bilateral ureters were transected, a rapid pathological examination reported margin negative. (@ Pelvic
lymph node dissection: External iliac, internal iliac and obturator adipose and lymphatic tissues were
removed. (3 Intracorporeal formation of pyramid neobladder: Mark the lowest point of the terminal ileal
loop and assess whether a tension—{ree anastomosis can be achieved. Bowel isolation: under transillumination
55 cm ileal segment was isolated 15 cm from the ileo—caecal valve. Continuity of the small bowel was
restored by performing a side—to—side stapled anastomosis using an Endo—GIA. Along the anti—mesenteric
border, the small intestine was detubularized, leaving bilateral 7—8 cm ends as afferent loops. Place the
detubularized ileum in U—shape. The posterior plate was closed with running sutures using 3—0 V—Loc.
The ureter stump and the lowest point of the isolated ileum were anastomosed using a 3—0 V—Loc.
Close the distal 1/3 of the anterior wall of the neobladder. Neobladder suspension: The anterior wall
of the neobladder neck was secured to DVC, making it close to the abdominal wall in line with the
human anatomy to avoid urethral—neobladder angle and postoperative voiding difficulties. End—to—end
reflux orthotopic anastomosis between ureter and afferent loops: posterior wall of the ureter—intestinal
anastomosis was achieved with a 4—0 absorbable suture; ureteral stents were placed in bilateral ureters
passing through urethra and afferent loops; after the stent is fixed, anastomose the anterior wall of the
ureter—afferent loops. Close the proximal 2/3 of the anterior wall by folding the neobladder wall to the
caudal direction. ERAS protocol was applied perioperatively, including omitting mechanical enema,
taking liquid food until noon of the day before operation and starting drinking water six hours after surgery,
etc. Results  The operation time was 500 min, 360 min for neobladder construction. The estimated blood
loss was 400 ml without perioperative blood transfusion. The patient complained of abdominal distension
3 days after the operation. CT scan suggested incomplete intestinal obstruction. After gastrointestinal
decompression, enema and fasting treatment, the symptom was relieved. There were no other
complications after the surgery. Bilateral ureteral stents and urinary catheter were removed 2 weeks and
3 weeks after the operation respectively. The immediate urinary continence was achieved after removing
the catheter. The patient can urinate freely under abdominal pressure and urine volume was about 100
ml. Three months after operation, the continence was satisfactory; the micturition interval was 2—3 h; the
maximum urine volume was 300 ml. Postoperative pathology: no residual tumor; pelvic lymph nodes (0/

26) ; surgical margins were negative. Combined with the patient’ s medical history, diagnosis and



Qs PR AN 2% 35 (L) ) 2023 4F 1) - 95
treatment, pathological complete remission was considered. Conclusions The procedure of

laparoscopic radical cystectomy and intracorporeal reconstruction of ileal orthotopic pyramid neobladder is
safe and feasible. The neobladder is relatively easy to construct, caudal 1/3 of the anterior wall is
closed directly and cephalic 2/3 is folded to the caudal direction to form the pouch, which can
maintain low pressure in reservoir and facilitate to reach tension—free anastomosis between neobladder
and urethral stump. The ureters can be anastomosed with bilateral afferent loops in situ without
requiring left ureter pass beneath colon mesentery to the right side, thus reducing the difficulty of
anastomosis and the incidence of anastomotic stricture. Bilateral ureteral stents are indwelled through the

urethra, which effectively reduces possibility of trauma and urinary leakage.
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