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Dear Sir,

We would like to thank Prof. Bergamaschi and his col-
leagues for their commentary [1] on our systematic review
and meta-analysis “There is no difference in outcome
between laparoscopic and open surgery for rectal cancer: a
systematic review and meta-analysis on short- and long-term
oncologic outcomes” [2]. First of all, we appreciate Prof.
Bergamaschi’s commentary since his reputation in the colo-
rectal surgery community is indisputable. However, there
are some points raised in his letter that must be addressed
and explained because we believe that they are not entirely
correct.

We agree that there are no data from 1966 to 2005
included in our meta-analysis. The reason is simple: there
were no studies published in that time frame that matched
our inclusion criteria. As described in methodology section
of the paper, we screened databases covering a period from
January 1966 to October 2016. Similarly, a recent meta-anal-
ysis by Martinez-Perez et al. [3] searched for papers from
1995, yet included studies published from 2003 onward. A
2003 study by Araujo et al. [4] was not included because it
did not report circumferential resection margin status, an
inclusion criterion for our review.

We would like to point readers (and Prof Bergamaschi)
to Table 1 of our paper, where data on mean tumor distance
from the anal verge are, in fact, reported.

We did not provide data on completeness of mesorectal
excision in 6 out of 11 studies, since that information was
not provided by authors of included studies themselves. We
performed a pooled analysis on data from five studies (all
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studies that reported this outcome) which did not reveal sig-
nificant differences.

Our grouping of “nearly complete” with “complete”
mesorectal excision cases, based on Nagtegaal’s classifica-
tion, was different from the meta-analysis by Martinez-Perez
et al. In Nagtegaal’s original publication [5], the authors
stated: “In our analysis we combined ‘optimal surgery’ cases
and cases with nearly complete mesorectum, because we
did not find statistical differences between these groups.”
In Martinez-Perez’s meta-analysis, “nearly complete” and
“incomplete” were incorrectly grouped together, as pointed
out in the invited commentary to his review [6]. We decided
to follow Nagtegaal’s original publication to reduce bias, and
it turned out that this indeed changed the results!

We also agree that we did not analyze the design of
included studies or study sample calculations (which were
not provided in all studies), and this might have some influ-
ence on the final meta-analysis. However, we believe this
is of minor importance, especially since the risk of bias in
included studies was considered low. In our understanding,
our meta-analysis of well-conducted randomized controlled
trials (RCTs) provides a high level of evidence on the simi-
larity of total mesorectal excision.

Both laparoscopic and open approaches to rectal cancer
have their drawbacks. There is one certainty: open surgery
has many limitations that cannot be overcome, whereas min-
imally invasive access, thanks to its ongoing technological
advancement, is still evolving. Further comparison through
RCTs of open and laparoscopic surgery is not needed in our
opinion, and this is also evidenced by reluctance of patients
to enroll in ongoing trials comparing open with laparoscopic
surgery [7, 8]. Instead, we should wait for the results of stud-
ies comparing different laparoscopic/minimally invasive
techniques to decide the future direction of rectal cancer
surgery. This may not be using the robot to augment minimal
access pelvic dissection [9], but maybe using a transanal
TME when the COLOR 111 trial has reported [10]. Laparo-
scopic surgery has the same long-term oncological outcomes
as open surgery in rectal cancer (leaving aside the other
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advantages of laparoscopic surgery). The debate should now
focus around which is the best laparoscopic technique to use.

Compliance with ethical standards

Conflict of interest The authors declare that they have no conflict of
interest.

Ethical approval This article does not contain any studies with human
participants or animals performed by any of the authors.

Informed consent For this type of study, informed consent is not appli-
cable.

Open Access This article is distributed under the terms of the Crea-
tive Commons Attribution 4.0 International License (http://creativeco
mmons.org/licenses/by/4.0/), which permits unrestricted use, distribu-
tion, and reproduction in any medium, provided you give appropriate
credit to the original author(s) and the source, provide a link to the
Creative Commons license, and indicate if changes were made.

References

1. Dyatlov A, Gachabayov M, Bergamaschi R (2017) Nearly com-
plete TME quality conundrum. Tech Coloproctol. https://doi.
org/10.1007/s10151-017-1734-5

2. Pedziwiatr M, Matczak P, Mizera M et al (2017) There is no dif-
ference in outcome between laparoscopic and open surgery for
rectal cancer: a systematic review and meta-analysis on short-
and long-term oncologic outcomes. Tech Coloproctol. https://doi.
org/10.1007/s10151-017-1662-4

3. Martinez-Perez A, Carra MC, Brunetti F, de Angelis N (2017)
Pathologic outcomes of laparoscopic versus open mesorectal

@ Springer

10.

excision for rectal cancer: a systematic review and meta-anal-
ysis. JAMA Surg 152:e165665. https://doi.org/10.1001/jamas
urg.2016.5665

Araujo SEA, da Silva eSousa AHJ, de Campos FGCM et al (2003)
Conventional approach X laparoscopic abdominoperineal resec-
tion for rectal cancer treatment after neoadjuvant chemoradiation:
results of a prospective randomized trial. Rev Hosp Clin Fac Med
Sao Paulo 58:133-140

Nagtegaal ID, van de Velde CJH, van der Worp E et al (2002)
Macroscopic evaluation of rectal cancer resection specimen: clini-
cal significance of the pathologist in quality control. J Clin Oncol
20:1729-1734. https://doi.org/10.1200/1C0O.2002.07.010
Sandhu L, Chang GJ (2017) Which surgical approach is best for
management of rectal cancer? Does the end point tell how it ends?
JAMA Surg 152:e165659

Kennedy RH, Francis EA, Wharton R et al (2014) Multicenter
randomized controlled trial of conventional versus laparo-
scopic surgery for colorectal cancer within an enhanced recov-
ery programme: EnROL. J Clin Oncol. https://doi.org/10.1200/
JCO.2013.54.3694

Etoh T, Inomata M, Watanabe M et al (2015) Success rate of
informed consent acquisition and factors influencing participation
in a multicenter randomized controlled trial of laparoscopic versus
open surgery for stage II/III colon cancer in Japan (JCOG0404).
Asian J Endosc Surg 8:419-423. https://doi.org/10.1111/
ases.12204

Jayne D, Pigazzi A, Marshall H, Al E (2017) Effect of robotic-
assisted vs conventional laparoscopic surgery on risk of conver-
sion to open laparotomy among patients undergoing resection
for rectal cancer: the ROLARR randomized clinical trial. JAMA
318:1569-1580

Deijen CL, Velthuis S, Tsai A et al (2016) COLOR III: a multi-
centre randomised clinical trial comparing transanal TME versus
laparoscopic TME for mid and low rectal cancer. Surg Endosc
30:3210-3215. https://doi.org/10.1007/s00464-015-4615-x


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1007/s10151-017-1734-5
https://doi.org/10.1007/s10151-017-1734-5
https://doi.org/10.1007/s10151-017-1662-4
https://doi.org/10.1007/s10151-017-1662-4
https://doi.org/10.1001/jamasurg.2016.5665
https://doi.org/10.1001/jamasurg.2016.5665
https://doi.org/10.1200/JCO.2002.07.010
https://doi.org/10.1200/JCO.2013.54.3694
https://doi.org/10.1200/JCO.2013.54.3694
https://doi.org/10.1111/ases.12204
https://doi.org/10.1111/ases.12204
https://doi.org/10.1007/s00464-015-4615-x

	Response to: the nearly complete TME quality conundrum
	References




