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ABSTRACT:

Introduction: Current publications show that both open and robot-assisted radical cystectomy (RC) are equivalent regarding oncological outcomes. However, few studies assess urinary and sexual functional outcomes following neobladder replacement. The aim of the study is to compare urinary and sexual outcomes after open neobladder (oNB) vs robotic intracorporeal neobladder (riNB) after RC.

Methods:

We conducted a non-interventional retrospective bicentric study with prospective collection of information. Were included male patients undergoing RC with ileal orthotopic neobladder. Urinary outcomes were assessed by the Urinary Symptom Profile (USP), Bladder Cancer Index (BCI) questionnaires, the profile of use of pads or condom catheter and urodynamic assessment. Sexual functional outcomes were assessed by the IIEF 5 score and the profile of use of erectile-enhancing treatment (IPDE5 or cavernous injections).

Results:

Between January 1 st 2010 and June 1 st 2021, 146 patients underwent a RC with reconstruction by ileal orthotopic neobladder. Among them, 44 patients were excluded because of a hybrid approach or a urinary diversion change. Among these 102 patients, 62 (60.8 %) had an oNB and 40 (39.2 %) had a riNB. Final analysis included 15 oNB and 20 riNB.

Mean follow-up was respectively 46.7 vs 23.6 month (p= 0,009) for oNB and riNB. Urinary stress incontinence score and bladder overactivity score at the USP were significantly worse in the robot-assisted group (0 vs 1; p=0.049 and 2 vs 6.5; p=0.045). BCI score did not differ between the two groups for the "function" (14 vs 14; p=0.221) and the "bother" (5.5 vs 5; p=0.615) component. Pad use was not different between in the two groups. Condom catheter use was not different in the two groups (20% vs 40%; p= 0.28). Maximum neobladder capacity was equivalent (507 vs 412 mL; p=0.522) as well as neobladder compliance (25.8 mL/H20 versus 17.3 mL/H20, p =0.374). There was no postvoid residual volume (0 vs 5, p=0.661). The European Association of Urology considers RARC to be non-inferior to open cystectomy regarding surgical complications, short-and medium-term oncological outcomes [START_REF] Witjes | European Association of Urology Guidelines on Muscle-invasive and Metastatic Bladder Cancer: Summary of the 2020 Guidelines[END_REF].

Conclusion

Radical cystectomy has to be associated with a urinary diversion which can be either an ileal orthotopic neobladder or an ileal conduit. Initially described by laparotomy, RARC with robotic intracorporeal neobladder (riNB) came to be performed in 2003 [START_REF] Collins | Robot-assisted radical cystectomy with intracorporeal neobladder diversion: The Karolinska experience[END_REF]. Given the complexity of the reconstruction, the laparoscopic approach has been abandoned in favor of a hybrid approach by performing the reconstructive steps after conversion to a mini-laparotomy.

There is a current of thought towards RARC with riNB to improve post-operative recovery and long-term functional outcomes.

If the non-inferiority of RARC on oncological outcomes is established, the assessments of riNB's urinary functional outcomes are scarce and often found only in descriptive studies [START_REF] Benamran | Functional outcomes obtained with intracorporeal neobladder after robotic radical cystectomy for cancer: a narrative review[END_REF].

Few studies have compared functional outcomes of both approaches especially with objective measurements from urodynamic assessments [START_REF] Tostivint | Morbidité, résultat fonctionnel, et qualité de vie des néovessies après cystectomie pour cancer : comparaison de la voie ouverte vs robotique[END_REF][START_REF] Satkunasivam | Robotic Intracorporeal Orthotopic Neobladder: Urodynamic Outcomes, Urinary Function, and Healthrelated Quality of Life[END_REF]. This comparative assessment is all the more important since the reconstruction techniques differs between the open and the robot-assisted approaches for reasons of surgical convenience.

Concerning sexual outcomes, studies comparing the impact on sexual function between open and robot-assisted radical prostatectomy have highlighted an advantage with the robot-assisted approach (8).

However, as for the assessment of urinary functional outcomes, there is, to our knowledge, no study comparing the impact on sexual function between RC with oNB and RARC with riNB.

Because this surgery can be performed on young patients with few comorbidities, the preservation of the sexual quality of life is even more important.

The aim of our study is to compare the urinary and sexual functional outcomes between RARC with riNB and open RC with oNB.

METHODS:

We conducted a non-interventional retrospective bicentric study with prospective collection of information in Grenoble Alpes University hospital and Lyon East University hospital.

-Population

We included male patients who underwent a RC with ileal orthotopic neobladder.

We excluded patients who refused to answer the questionnaires, who had undergone a laparoscopic non-robot-assisted cystectomy or a RARC but with oNB, who had died, or who were lost from follow-up. Patients were divided into two groups: open-surgery group and robot-assisted group.

-

Surgical technique

In our study, after the cystectomy, 3 different types of pouches have been performed: the Zshaped neobladder, the W-shaped neobladder and the Studer neobladder ( [Source : https://www.urofrance.

org/recommandation/chirurgie-des-cancers-de-la-vessie-et-des-voies-excretrices-superieures-leremplacement-vesical-et-les-poches-continentes/ ]

-Data collection

1-Clinical and histological data:

The following data were collected from the patients' medical file: date of surgery, age at surgery, BMI, American Society of Anesthesiologists (ASA) score, previous medical history (abdominal surgery, radiotherapy, diabetes), perioperative outcomes and adverse events, pTNM tumor stage, administration of adjuvant and/or neoadjuvant chemotherapy.

2-Questionnaires :

Urinary and sexual functional questionnaires validated in clinical research were used.

Other factual questions have been added in order to better characterize the urinary disorders of the patients such as urinary leakage and also the intake of erection-enhancing drugs.

a. Bladder cancer index (BCI).

We used this specific quality of life questionnaire for patients with bladder cancer described in 2009 [START_REF] Gilbert | Development and validation of the Bladder Cancer Index: a comprehensive, disease specific measure of health related quality of life in patients with localized bladder cancer[END_REF] We only used the "function" and "bother" components of the BCI.

A high score to the « function » component is associated with good control of the neobladder.

A high score to the « bother » component is associated with high level of discomfort related to the neobladder. Supplementary 1.

b. Urinary Symptom Profile :

We used this french questionnaire evaluating urinary function through 3 components: dysuria, bladder overactivity and urinary stress incontinence. It was first described in 2008 [START_REF] Haab | Comprehensive evaluation of bladder and urethral dysfunction symptoms: development and psychometric validation of the Urinary Symptom Profile (USP) questionnaire[END_REF]. A high score is associated with a high level of symptomatology. Supplementary 2.

c. IIEF5

This 5 questions-questionnaire evaluates erectile dysfunction. It is the simplified version of IIEF score first described in 1997 [START_REF] Rosen | The international index of erectile function (IIEF): a multidimensional scale for assessment of erectile dysfunction[END_REF].The lower is the score, the more severe is the erectile dysfunction.

Supplementary 3.

3-Multichannel urodynamics :

In our hospitals, patients with more than 1 year of follow-up after surgery could undergo urodynamics (UDS) assessment to assess their neobladder's function.

The UDS assessment was performed in a semi-sitting position.

A noninvasive uroflowmetry and postvoid residual volume (PVR) was assessed at the start of the procedure. A dual-lumen 7F transurethral catheter was placed into the NB, and a 7F rectal catheter was used to substract the abdominal pressure. The neobladder was filled at a rate of 50 ml/s until maximum cystometric capacity defined by either leakage or abdominal discomfort.

The change in volume per increase in pressure during the filling phase was used to calculate compliance (ml/cm H2O).

Although there is no widely accepted absolute normal compliance, it has been suggested that values >12.5-30 ml/cm H2O represent the lower limit of normal [START_REF] Nitti | Urodynamic and video-urodynamic evaluation of the lower urinary tract[END_REF].

Then, a gradual withdrawal was performed to assess a profilometry.

At the end of the UDS a new noninvasive uroflowmetry and PVR was measured.

A representative UDS tracing is shown in Supplementary 4.

-

Statistical analysis

Quantitative variables were described by median and standard deviation and qualitative variables were described by frequency and percentage.

A fisher-test was used for the analysis of quantitative variables and a Mann Whitney test was used for the analysis of quantitative variables.

All p values reported are two-sided and p < 0.05 was considered statistically significant R software version 4.0.5 was used for all statistical analysis.

Data were collected with the authorization of the ethic committee (ID-RCB : 2021-A01253-38)

RESULTS:

Between January 1 st 2010 and June 1 st 2021, 146 patients underwent a radical cystectomy with reconstruction by ileal orthotopic neobladder. Among them, 44 were excluded because they had a hybrid approach with RARC and oNB reconstruction or a change in urinary diversion just after the initial surgery.

Among these 102 patients, 62 (60.8 %) had open approach and 40 (39.2 %) had a robot-assisted approach.

Among these 102 patients, 25 (24.5%) had died at the time of inclusion: 23 (37.1%) in the opensurgery group and 2 (5%) in the robot-assisted group.

A total of 15 patients in the open-surgery group and 20 patients in the robot-assisted group have been included (figure 1). In the open-surgery group, blood loss was estimated at 750 mL versus 500 mL in the robotassisted group (p=0.37).

There was no difference in the two groups regarding positive margins, pTNM staging, average length of stay and adjuvant chemotherapy rate.

In terms of complications, there was no significant differences in the two groups regarding frequency, etiology or gravity according to the Clavien-Dindo classification.

Results are summarized in table 3. 

2-Urinary functional outcomes

Urinary stress incontinence score at USP questionnaire was higher in the robot-assisted group (1 VS 0; p = 0.049). Bladder overactivity score was also higher in the robot-assisted group (6.5 VS 2; p = 0.045).

Median scores at BCI for the function and bother components were not significantly different between both groups.

The number of pads needed per day was not different between both groups. In subgroup analysis of patients with a follow-up of more than 12 month, these differences remained statistically significant for the urinary stress incontinence (1 VS 0; p = 0.04) and the bladder overactivity (7 VS 2; p = 0.006) scores.

20% of patients in the open

Results are summarized in table 4.1 Urinary stress incontinence score 0.0 (0.0-1.0) 1.0 (1.0-3.0) 0.0421 a Bladder overactivity score 2.0 (4.0-5.0) 7.0 (5.5-9.0) 0.0061 a Dysuria score 3.0 (1.0-3.0) 2.0 (2.0-3.0) 0.904 a : significant result ; variables defined by median (standard deviation) or number (%).

3-Urodynamics :

Among the patients who have undergone an UDS assessment, patients in the robot-assisted Patients of both groups voided correctly their neobladder with a highest median PVR of 5 mL in the robot group.

Results are summarized in table 5. 1 (0-10) 5 (0-16.3) 0.898 a : significant result ; variables defined by median (standard deviation) or number (%).

4-Sexual functional outcomes

Regarding the IIEF5 score, there was no significant difference between both groups (1 VS 1; p= 0.661).

Results are summarized in table 6. 0 (0.0) PDE5I 0 (0.0) 1 (100.0) a : significant result ; EDEX : intra cavernous prostaglandins ; PDE5I: phosphodiesterase type 5 inhibitor; variables defined by median (standard deviation) or number (%).

In our cohort, Studer neobladder was the mostly chosen riNB because it is much easier to carry out with the robot-assisted approach than the Z-shaped neobladder with a standardized technique since 2002 [START_REF] Is | Laparoscopic radical cystectomy and continent orthotopic ileal neobladder performed completely intracorporeally: the initial experience[END_REF] and reliable data available since 2013 [START_REF] Oncologic | Functional, and Complications Outcomes of Robot-assisted Radical Cystectomy with Totally Intracorporeal Neobladder Diversion[END_REF]. We did not demonstrate any advantage to the robotic-assisted approach with regard to blood loss, although this is an element frequently highlighted in the literature (3). This lack of benefit in our study could be explained by the fact that the patients in the robotassisted group were operated by surgeons still in their learning curve.

Concerning the other types of complications occurring within 90 days after surgery, they were comparable in our study between the two groups in terms of frequency and severity.

In conclusion, the analysis of perioperative outcomes and complications revealed an overall lack of difference between the two groups that could have been a confounding factor in the evaluation of functional outcomes at a distance from surgery.

For the assessment of urinary functional outcomes, the USP and BCI questionnaires were selected because their questions focus exclusively on urinary function with no global quality of life questionnaire such as the EORTC.

We made this choice to restrict the questionnaires to urinary function only in order to limit bias in cohorts of small numbers of elderly patients with many comorbidities.

For the USP questionnaire, the stress urinary incontinence score was higher in the robot-assisted group. These results were reinforced by our subgroup analysis excluding patients with a followup of less than 12 months who were mostly in the robot-assisted group.

It should be pointed out that the USP is a French questionnaire, resulting with only a limited number of studies to allow us the comparison with our results. In this case, only the cohorts of Tostivint et al comparing W-shaped oNB and U-shaped riNB used the USP questionnaire to evaluate their urinary functional results and showed no difference between the two approaches. Some hypotheses may explain this disadvantage of the robot-assisted approach in our study.

Continence results from the balance between the resistive force of the sphincter and pressure forces exerted on it during filling of the neobladder and efforts. It is related to nerve sparing during surgery [START_REF] Studer | Twenty Years Experience With an Ileal Orthotopic Low Pressure Bladder Substitute-Lessons to be Learned[END_REF] and the ability of the neobladder to be a low-pressure reservoir.

If one of the justifications for the use of the robot-assisted approach is a better preservation of the nerves during surgery, it is nevertheless possible with an open approach [START_REF] Studer | Twenty Years Experience With an Ileal Orthotopic Low Pressure Bladder Substitute-Lessons to be Learned[END_REF].

In our study, nerve-sparing surgery was not systematic in the robot-assisted group and we did not have this information for patients in the open-surgery group. Consequently, the percentage of patients in each of the two groups who had nerve-sparing surgery is not known, although this data is essential to interpret this disadvantage.

In addition, although not significant, neobladder cytometric capacity and compliance were lower in the robot-assisted group.

The Studer pouch represented 85% of the neobladders in the robot-assisted group. This trend in the urodynamic properties of the Studer pouch may suggest a higher-pressure regime with consequently more leaks found at USP in the robot-assisted group.

The lower neobladder capacity of the robot-assisted group may also result in a more frequent need to void, which may explain why the bladder overactivity score at the USP is unfavorable to the robot-assisted approach.

Nevertheless, it is important to put these data in perspective with the other results of our study.

If a disadvantage at the USP questionnaire is observed for urinary stress continence and bladder overactivity of the robot-assisted group, the "function" and "bother" scores of the BCI were not different between the two groups, which is in agreement with the study of Satkunavisam et al [START_REF] Satkunasivam | Robotic Intracorporeal Orthotopic Neobladder: Urodynamic Outcomes, Urinary Function, and Healthrelated Quality of Life[END_REF].

The same is true for the number of pads used, the time of use and the use of a condom catheter when necessary.

A review of the literature presenting the functional results of Studer neobladder reported continence rates, defined as the use of 0 to 1 pad, ranging from 90% to 97% after 12 months [START_REF] Benamran | Functional outcomes obtained with intracorporeal neobladder after robotic radical cystectomy for cancer: a narrative review[END_REF] which is comparable to our study, with 95% of the patients in the robot-assisted group requiring a maximum of 2 pads per day.. These results show that this disadvantage in the USP questionnaire has no impact on the urinary quality of life of the patients in the robot-assisted group, which remains the most important issue.

This discrepancy invites us to question the relevance of the scores we use to evaluate the functional outcomes of our patients. Indeed, while the USP is a screening questionnaire to evaluate urinary disorders in the case of native bladders outside oncological context, the BCI is a specific score of urinary symptoms of patients with bladder cancer, whether they have their native bladder or a urinary diversion such as a neobladder, as in the case of our study.

In studies evaluating urinary functional outcomes in bladder cancer, specific international scores have been shown to be preferable [START_REF] Gilbert | Development and validation of the Bladder Cancer Index: a comprehensive, disease specific measure of health related quality of life in patients with localized bladder cancer[END_REF][START_REF] Siracusano | Development of a questionnaire specifically for patients with Ileal Orthotopic Neobladder (IONB)[END_REF] The evaluation of neobladder by urodynamic criteria is essential because the development of the robot-assisted approach leads surgeons to use different reconstruction techniques from those used for the open approach for reasons of surgical convenience.

It is therefore important to verify by objective criteria that the use of the robot-assisted approach is not to the detriment of the production of a well-made neobladder.

Respectively 50 and 45 cm of ileum will be surgically extracted to make the Studer and Zshaped neobladder. However, whereas the totality of the ileum will be detubulated in the Zshaped pouch to create the reservoir, only 35 cm of ileum in the Studer pouch will be detubulated to create the reservoir and the remaining 15 cm will serve as an afferent limb on which the ureters will be anastomosed.

The absence of significant urodynamic difference between the open-surgery and robot-assisted groups shows that this does not affect the capacity as well as its compliance of Studer neobladder. The amount of detubulated ileum used is therefore probably not the only factor allowing the creation of a good capacity pouch at low pressure. Education of the patient to progressively increase the capacity of the neobladder postoperatively could be a major factor.

A voiding dysfunction tends to occur in case of a high volume neobladder. Thus, a generous capacity of the neobladder should not be at the expense of a too high PVR which may result in clean intermittent catheterization with a negative impact on the patient's quality of life. Studer neobladder in our study appears to be a good compromise with a median PVR of 5 mL.

It is worth noting that the PVR in our robot-assisted group was much lower than in the cohort reported by Satkunavisam et al (87 mL). This can be explained by two elements: first, we had few patients with a urodynamic assessment which exposes to great variability in our results.

Second, the capacity of our Studer neobladder was lower with all values collapsed to the median whereas their neobladder had a maximum capacity up to 1001 mL which is associated with much higher PVR.

Regarding sexual function outcomes, our study shows a major erectile dysfunction in almost all patients. With a median IIEF5 score of 1 in both groups, we did not find an advantage to the minimally invasive robot-assisted approach as reported in the literature and which would be explained by nerve-sparing surgery [START_REF] Haglind | Urinary Incontinence and Erectile Dysfunction After Robotic Versus Open Radical Prostatectomy: A Prospective, Controlled, Nonrandomised Trial[END_REF].

Indeed, the majority of our patients did not have neurovascular bands preservation, hemostasis being mostly done by thermofusion, whether by open or robot-assisted approach.

Our study did not allow us to evaluate the contribution of robot-assisted surgery to neurovascular bands preservation because of the small number of patients who were candidates for this type of technique.

Moreover, these results are difficult to interpret because postoperative IIEF5 score alone is not appropriate. In fact, it would seem that it is the difference between the pre-and postoperative IIF5 score that must be used to conclude on the impact on erectile function [START_REF] Salonia | Prevention and management of post prostatectomy erectile dysfunction[END_REF].

Our study has several limits that we have partially discussed.

Overall, this is a retrospective study with prospective inclusion for which many patients could not be included because they were lost to follow-up or had died.

We chose to limit our study to male subjects because assessment of female sexual function cannot be done by means of simple and objective scores such as the IIEF5. This is a limitation for the widespread application of our results.

Median duration of follow-up between the two groups was very dissimilar, with a ratio of one to two, whereas this is an essential factor for functional recovery of patients. Although we tried to limit this bias by subgroup analysis, it remains difficult to monitor in our study.

A surgery as specialized as RARC with riNB also limits the number of surgeons able to perform it compared to the open approach. Moreover, surgeons are often still in their learning curve, which constitutes a bias for the comparison of this recent approach with the gold standard open approach.

CONCLUSION

RARC with riNB is expanding with several studies that confirm the reliability of this technique.

Assessment of riNB 's functional outcomes by specific scores is to be encouraged especially since several different reconstructions exist. Prospective analysis with assessment before and after surgery is essential to determine the impact on sexual function. riNB provide a urinary and sexual quality of life similar to oNB even with a trend to a worse clinical continence depending on the questionnaires used.

If our study is the first to compare with urodynamics criteria neobladder performed by either an open or robot-assisted approach, confirmation of our results by large cohorts randomized studies is needed.
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:

  riNB has similar urodynamic parameters to oNB with a trend to a worse clinical continence depending on the questionnaires used. Confirmation of our results by large cohort randomized studies with assessment before and after surgery is needed. KEY-WORDS: URODYNAMIC; NEOBLADDER; ROBOT-ASSISTED; URINARY FUNCTIONAL OUTCOMES; SEXUAL FUNCTIONAL OUTCOMES DISCIPLINE: UROLOGY INTRODUCTION: Current guidelines for the management of muscle invasive bladder cancer recommend radical cystectomy (RC) associated with lymph node dissection and cisplatine-based upfront chemotherapy (1). Traditionally performed by laparotomy, robot-assisted radical cystectomy (RARC) started to come forth in 2004 (2). Important studies such as the RAZOR trial (3) have showed a decrease of perioperative morbidity compared to open RC with equivalent oncological outcomes in particular for the quality of lymph node dissection and positive margins.

1 -

 1 Perioperative outcomes 86.7% of patients in the open-surgery group had a Z-shaped neobladder and 85% of patients in the robot-assisted group had a Studer neobladder (p<0.001). Mean operating time was 353 min in the open-surgery group versus 412 min in the robotassisted group (p=0.005).

  BCI urinary function 14.0 (13.0-18.0) 14.0 (11-.75-15.25) 0.221 BCI urinary bother 5.0 (2.0-7.0result ; variables defined by median (standard deviation) or number (%).

  group had a Studer riNB reconstruction and patients in the open-surgery group had a Z-shaped oNB reconstruction. The Z-shaped oNB achieved a mean maximum cystometric capacity of 507mL in the opensurgery group and the Studer riNB achieved a mean maximum cystometric capacity of 412 mL (p=0.522). The neobladder's compliance in the open-surgery group was 25.8 mL/H20 and 17.3 mL/H20 in the robot-assisted group (p =0.374).
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Table 1 -

 1 Main characteristics of the neobladders.

  Baseline characteristics were not statistically different between the two groups except for the mean duration of the follow-up (46.7 vs 23.6 month; p= 0.009).

	Results are summarized in table 2.			
	Table 2-Baseline characteristics for patients undergoing robotic intracorporeal neobladder (riNB) or open
	neobladder (oNB) reconstruction.			
		OPEN	ROBOT-ASSISTED p
	Number of patients	15	20	
	Age. years	68.0 (63.5-72)	71.0 (68-74.0)	0.349
	Time since surgery. month	46.7 (27.8-65.8)	23.8 (16.1-40.7)	0.009 a
	BMI (kg/m2)	25.9 (24.5-26.6)	27.0 (21.9-29.5)	0.516
	ASA score			1
		2 7 (58.3)	10 (50)	
		3 5 (41.6)	9 (45)	
	Diabetes	1 (6.6)	3 (15)	0.619
	Prior abdominal surgery	6 (40)	9 (45)	1
	Prior radiotherapy	0 (0.0)	0 (0.0)	NS
	Prior endovesical instillations	4 (26.6)	9 (45)	0.312
	Pre operative pathological staging			0.163
	Non muscle invasive tumor 12 (80)	11 (55)	
	Muscle invasive tumor 3 (20)	9 (45)	
	Neoadjuvant chemotherapy	5 (33.3)	8 (40)	0.737
	NS : not significant ;			

Figure 1 -Flow-chart. CHUGA : Grenoble Alpes University Hospital ; HEH : Lyon East University Hospital; RC : radical cystectomy, oNB : open neobladder, riNB : robotic intracorporeal orthotopic neobladder. a : significant results; variables defined by median (standard deviation) or number (%).

Table 3 -

 3 Peri

	and postoperative outcomes			
		OPEN	ROBOT-ASSISTED p
	Number of patients	15	20	
	Neobladder reconstruction type			<0.001 a
	W-shaped neobladder 2 (13.3)	3 (15)	
	Z-shaped neobladder 13 (86.7)	0 (0.0)	
	Studer neoblader 0 (0.0)	17 (85)	
	Operating time (min)	353.0 (333-371)	412.5 (346-470)	0.005 a
	Blood loss (ml).	750 (475-825)	500 (400-1035)	0.37
	Positive surgical margin	0 (0.0)	0 (0.0)	1
	Lymph nodes removed	10.00 (8.5-17.5)	11.5 (6-18)	0.867
	pTNM.			0.990
	T0 5 (33.3)	5 (25)	
	T1 1 (6.7)	2 (10)	
	T2 4 (26.7)	5 (25)	
	T3 2 (13.3)	4 (20)	
	Ta 1 (6.7)	5 (1)	
	Tis 2 (13.3)	3 (15)	
	Lengh of stay (days)	18.00 (15.5-19)	18 (14-22)	0.77
	Surgical complications (< 90 d) Clavien			
	grades			
	1 2 (13.3)	5 (25)	0.35
	2 10 (66.7)	8 (40)	
	3-5 3 (20)	7 (35)	
	Surgical complications by type <90J			
	Sepsis 11 (73.3)	13 (65)	0.721
	Transfusion 4 (26.7)	3 (15)	0.43
	Urinary fistula 1 (6.7)	5 (25)	0.207
	Digestive fistula 1 (6.7)	1 (5)	1
	Adjuvant chemotherapy	2 (13.3)	0 (0.0)	0.176

a : significant result ; variables defined by median (standard deviation) or number (%).

  -surgery group needed a condom catheter versus 40% in the robotassisted group (p=0.281).

	Results are summarized in table 4.	
	Table 4 -Urinary functional outcomes	
	OPEN	ROBOT-ASSISTED p
	Number of patients	

Table 4 .

 4 

	1 -Urinary Symptom Profile -Subgroup analysis (follow-up > 12 month)
		OPEN	ROBOT-ASSISTED p
	Number of patients	15	16
	Urinary Symptom Profile (USP)		

Table 5 -

 5 

	Urodynamic assessment outcomes			
		OPEN	ROBOT-	p
			ASSISTED	
	Number of patients	6	4	
	Neobladder reconstruction type			
	Z-shaped neobladder 6 (100)	0 (0)	<0.001 a
	Studer neobladder 0 (0)	4 (100)	
	Maximum cystometric capacity	507 (447-575)	412.5 (360-512)	0.522
	Neovesical compliance (mL/ cmH20)	25.8 (18.8-36.7)	17.3 (10.8-24.2)	0.394
	Maximum urethral closing pressure			
	(cmH20)	82.5 (54.8-102.8)	87(61-123.5)	0.796
	Postvoid residual volume (mL)			

Table 6

 6 

	-Sexual functional outcomes			
		OPEN	ROBOT-ASSISTED p
	Number of patients	14	11	
	IIEF5 score	1.00 (1.0-2.5)	1.00 (1.0-1.0)	0.661
	Intake of an erection-enhancing treatment (%)	3 (21.4)	1 (9.1)	0.604
	Erection-enhancing treatment type			0.25
	EDEX 3 (100.0)		

DISCUSSION:

Few studies have compared urinary functional outcomes after open cystectomy with oNB and RARC with riNB. To our knowledge, this is the first study to compare long-term functional sexual outcomes and urinary functional outcomes with UDS measurements [START_REF] Benamran | Functional outcomes obtained with intracorporeal neobladder after robotic radical cystectomy for cancer: a narrative review[END_REF].

This need for long-term data is all the more important since the surgical techniques used for neobladder reconstruction differ between the open and the robot-assisted approaches for reasons of practicality.

Consequently, it should be ensured through comparative studies that the choice of the robotassisted approach is not made to the detriment of an efficient neobladder.

In our study, patient's baseline characteristics of both groups were similar except for the mean duration of follow up which was twice shorter in the robot-assisted group (23,8 month VS 46,7

month in the open-surgery group). This is due to a recent development of this technique [START_REF] Collins | Robot-assisted radical cystectomy with intracorporeal neobladder diversion: The Karolinska experience[END_REF] which is performed in Grenoble University Hospital and Lyon East University Hospital since 2016 and 2012 respectively. Some patients from the robot-assisted group had a median duration of follow-up of less than 12 month which appears to be early to estimate definitive urinary quality of life. Indeed, in studies that compare robot-assisted prostatectomy versus open prostatectomy, authors retain the threshold of 12 month to assess urinary continence knowing that recovery can take up to 36 month [START_REF] Ficarra | Systematic review and meta-analysis of studies reporting urinary continence recovery after robot-assisted radical prostatectomy[END_REF].

It should be noted a history of abdominal-pelvic surgery is not a factor in favor of open surgery with similar rates in both groups.

If the analysis of perioperative results was not the main purpose of our study, few elements are worth noting.

The originality of this study lies in the fact that it is the first one to our knowledge to compare functional outcomes of neobladder by urodynamic assessment in both the open-surgery and robot-assisted groups.

Only two other studies focused on urinary functional outcomes after RARC with riNB evaluated their neobladder by a urodynamic assessment.

However, this evaluation was purely descriptive, with urodynamic assessment being performed only in patients operated on by the robot-assisted approach: one cohort of Studer pouch [START_REF] Satkunasivam | Robotic Intracorporeal Orthotopic Neobladder: Urodynamic Outcomes, Urinary Function, and Healthrelated Quality of Life[END_REF] and the other of U-shaped pouch [START_REF] Koie | Robotic cross-folded U-configuration intracorporeal ileal neobladder for muscle-invasive bladder cancer: Initial experience and functional outcomes[END_REF] .

If different pouches exist, they all respond to a common principle which is the use of detubulated ileum to create a spherical reservoir according to the principle described by Hautmann [START_REF] Hautmann | The ileal neobladder[END_REF]. Detubulation of ileum inhibits its peristalsis and, associated with the spherical shape of the neovessia, allows the creation of a low-pressure reservoir according to the principles of Laplace's law.

In practice, a neobladder will be considered to be efficient if it has a capacity and compliance comparable to a native bladder while emptying correctly.

The maximum cystometric capacity of our robot-assisted group (median 412 mL) is lower than the Studer pouch cohort of Satkunavisam et al which was 514 mL (7) but higher than the Japanese U-shaped pouch cohort which was 285 mL [START_REF] Koie | Robotic cross-folded U-configuration intracorporeal ileal neobladder for muscle-invasive bladder cancer: Initial experience and functional outcomes[END_REF].

Nevertheless, this remains a neobladder capacity close to the maximum cystometric capacity of a native bladder [START_REF] Cl | Bladder diary measurements in asymptomatic males: frequency, volume per void, and 24-hr volume[END_REF] and there was no statistically significant difference in our study between the open-surgery and robot-assisted groups.