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Open versus minimally invasive sphincter-sparing surgery for rectal cancer: 
a single-center retrospective cohort study in Peru

Cirugía abierta versus mínimamente invasiva con preservación del esfínter para el 
cáncer de recto: un estudio de cohorte retrospectivo de un solo centro en Perú
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ABSTRACT
Objective: The study aimed to describe and compare minimally invasive surgery (MIS) and open surgery for rectal cancer in 
Peru. Material and methods: A retrospective single-center analysis was performed for all patients who underwent sphincter-
sparing surgery for non-metastatic rectal cancer at Instituto Nacional de Enfermedades Neoplásicas in Peru between January 
2016 and December 2020.  Clinical, perioperative, pathological, and survival outcomes were compared between both groups. 
A propensity score matching method was used to minimize bias. Results: 162 patients were included in the final analysis. 
124 had open surgery and 38 had MIS. Patients, clinical tumour, pathological characteristics, and perioperative were similar 
between groups after matching. Similar circumferential resection margin (CRM) with optimal quality of the mesorectum 
(p=1.000) but higher number of lymph nodes resected in open surgery group (p=0.741) was described. The leakage rate was 
slightly higher in the MIS group (p=0.358) with 10.5%, while the postoperative hospital stay was longer in the open surgery 
group after matching (p=0.001; OR 95% 5.2 CI: 1.8-15.6). The estimated recurrence-free survival (RFS) and overall survival 
(OS) at 3 years in open surgery and MIS was 71.8% (95% CI; 0.58-0.89) and 70% (95% CI; 0.56-0.88) (p=0.431) and 77.7% 
(95% CI; 0.64-0.94) and 88.9% (95% CI; 0.79-0.99) (p=0.5), respectively. Conclusions: Shorter postoperative hospital stay 
in the minimally invasive surgery group was reported. RFS, OS, and recurrence rates were similar between both groups. This 
approach is for non-metastatic rectal cancer in referral centers in Peru. 
Keywords: Rectal neoplasms; Minimally invasive surgical procedures; Sphincterotomy; Laparoscopy (source: MeSH NLM).

RESUMEN
Objetivo: El estudio tuvo como objetivo describir y comparar la cirugía mínimamente invasiva (CMI) y la cirugía abierta para 
el cáncer de recto en el Perú. Material y métodos: Se realizó un análisis retrospectivo unicéntrico de todos los pacientes que 
se sometieron a cirugía conservadora de esfínter por cáncer de recto no metastásico en el Instituto Nacional de Enfermedades 
Neoplásicas de Perú entre enero de 2016 y diciembre de 2020. Clínica, perioperatoria, patológica y supervivencia se compararon 
los resultados entre ambos grupos. Se utilizó un método de emparejamiento por puntaje de propensión para minimizar el 
sesgo. Resultados: 162 pacientes fueron incluidos en el análisis final. 124 tuvieron cirugía abierta y 38 CMI. Los pacientes, el 
tumor clínico, las características patológicas y el perioperatorio fueron similares entre los grupos después del emparejamiento. 
Se describió un margen de resección circunferencial (MRC) similar con calidad óptima del mesorrecto (p=1,000) pero mayor 
número de ganglios linfáticos resecados en el grupo de cirugía abierta (p=0,741). La tasa de fuga fue ligeramente superior en el 
grupo CMI (p=0,358) con un 10,5%, mientras que la estancia hospitalaria postoperatoria fue mayor en el grupo de cirugía abierta 
tras el emparejamiento (p=0,001; OR 95% 5,2 IC: 1,8-15,6). La supervivencia libre de recidiva (SLR) estimada y la supervivencia 
global (SG) a los 3 años en cirugía abierta y CMI fue del 71,8% (IC 95%; 0,58-0,89) y del 70% (IC 95%; 0,56-0,88) (p=0,431) y 
77,7% (IC 95%; 0,64-0,94) y 88,9% (IC 95%; 0,79-0,99) (p=0,5), respectivamente. Conclusiones: Se reportó menor estancia 
hospitalaria postoperatoria en el grupo de cirugía mínimamente invasiva. Las tasas de SLR, SG y recurrencia fueron similares entre 
ambos grupos. Este abordaje es para cáncer de recto no metastásico en centros de referencia en Perú. 
Palabras clave: Neoplasias del recto; Procedimientos quirúrgicos mínimamente invasivos; Esfinterotomía; Laparoscopía (fuente: 
DeCS Bireme).
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INTRODUCTION

Laparoscopic approach in rectal cancer has showed 
good short- and long-term outcomes by various 
randomized and controlled studies in recent years. 

Equivalent surgical and perioperative outcomes with 
oncological similarities to open surgery are known  (1), 
even for locally advanced tumors (2). The most 
representative trials (3,4) compared surgical specimen 
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quality, complication, and leakage rates, as well as 
overall survival and disease-free survival with no 
difference between both approaches (5,6). Laparoscopic 
technique for middle and lower rectal cancer after 
neoadjuvant treatment was also corroborated by 
the Korean trial  (7,8), however, other trials failed to 
demonstrate non-inferiority, not recommending the 
use of laparoscopic surgery as the standard for rectal 
cancer (9,10).

In Latin America, colorectal cancer ranks third in 
incidence among other cancers, however, the estimated 
number of new cases of rectal cancer per thousand 
inhabitants in Peru will double by 2040 (11). Open 
surgery is the standard surgical treatment in the public 
health system for this type of cancer and only some 
specialized centers perform minimally invasive surgery 
(MIS) in our country. The pelvic approach is difficult 
enough due to its anatomical location and requires 
a longer learning curve (12), however, the sum of the 
narrowness of the pelvis in patients from the Andean 
region due to their short stature and the prevalence of 
locally advanced tumors because of health screening 
programs deficiencies, increases its difficulty and makes 
it challenging. 

The main aim was to describe the experience in 
our population and compare the perioperative results 
between open and minimally invasive surgery in public 
health hospital with the following parameters: surgical 
specimen and mesorectum quality, circumferential 
resection margin (CRM) and distal margin (DM), tumor-
free surgical margins, hospital stay and postoperative 
complications. Recurrence-free survival (RFS) and 
overall survival (OS) between both approaches were 
described. Propensity score matched (PSM) was used.

METHODS AND MATERIALS

Patients and data collection

A retrospective cohort study was conducted in a 
single center. Patients admitted at Instituto Nacional 
de Enfermedades Neoplásicas (INEN), Lima, Perú, 
between January 2016 and December 2020 for 
elective sphincter-sparing surgery with rectal cancer 
diagnosis were included. All patients who had open 
elective surgery or minimally invasive surgery through 
laparoscopy (LapTME), or combined laparoscopy with 
transanal approach (TaTME) were included. Patients 
who presented a biopsy of adenocarcinoma of the 
rectum reviewed at our institution, non-metastatic 
rectal cancer, and patients with a known date of surgery 
and postoperative control up to at least 30 days after 
surgery were eligible for analysis. Patients with sigmoid 
colon cancer or tumors above 15 cm from the anal 
margin by colonoscopy, clinical stage IV rectal cancer, 
abdominoperineal resections, synchronous and/or 

new cancer three years after diagnosis, patients who 
required multiorganic resection (two organs) and 
patients with incomplete medical history or missing 
data were excluded. Data was reported in line with 
STROCSS 2019 criteria (13) and with ethical approval 
from Institutional Review Board in accordance with the 
Declaration of Helsinki. 

Demographic, clinic, and pathological characteristics 
were obtained and length of postoperative hospital 
stay, postoperative complications and recurrence-free 
survival (RFS) and overall survival (OS) were measured.

Conceptual definitions 

Patients with middle and lower rectal cancer stage III 
received neoadjuvant treatment with oral capecitabine 
825 mg / mts2 concurrent with radiation therapy 
of 50.4 cGys in 28 sessions. A positive CRM was 
considered a margin of 1 mm or less, a positive DM 
of less than 1 mm from the tumor, and an optimal 
quality of the mesorectum according to the Quirke 
P et al. classification of complete or near complete 
mesorectum (14). A major complication defined as grade 
III or more of Dindo-Clavien classification (15). The 
recurrence diagnosis with pathology through surgery or 
biopsy, or lesions of recent appearance demonstrated 
radiologically was registered. Loco regional recurrence 
was defined as any recurrence at the level of the pelvis 
or pelvic lymph nodes and systemic recurrence as any 
recurrence outside the pelvis. The time from the date 
of surgery to the date of recurrence, death or date 
for the last control at study closure was measured for 
recurrence-free survival time, and the date of surgery 
to the date of death or study closure date for the overall 
survival. Every 3 months for physical examinations and 
6 months for radiological tests and proctoscopy was 
made for the follow-up. 

Statistical methods 

The analysis was used under the modality of propensity 
score matched with six covariates to reduce the 
bias between both groups, age, sex, treatment with 
neoadjuvant chemo-radiotherapy, tumor size, location 
of the tumor in the rectum and infiltration grade (pT), 
with a standardized mean difference tolerance of less 
than 0.2 (16,17). The qualitative variables were presented 
in numbers, percentages, and quantitative variables 
with median and interquartile range (IQR) or mean 
with standard deviation according to their distribution. 
The statistical analysis was carried out through the R 
program version 4.04 and Rstudio version 1.9.0. The 
comparison between variables was with the Fisher 
test and the Mann-Whitney U test, respectively, and a 
significance was set at p-value <0.05. Survival curves 
were estimated with the Kaplan-Meier method and the 
log-rank test to contrast them.
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Pathological characteristics 

The pathological characteristics are described in Table 
1. The pT, pN, tumor size, presence of lymphovascular 
invasion, perineural invasion, tumoral deposits, and the 
tumor regression grade of the patients who received 
neoadjuvant treatment did not show differences 
between both groups. The quality of the surgical 
specimen and the tumor-free resection margins also 
showed no differences. Positive CRM was present in 
5.3% after matching between both groups (p=1.000). 
The optimal quality of the mesorectum (89.5% vs 76.3%, 
p=0.222) and the number of lymph nodes resected was 
slightly higher in the open surgery group (p=0.741). 

Perioperative outcomes 

Table 2 shows the surgical and postoperative outcomes. 
A protective ostomy was mainly performed in the 
MIS group (65.8% vs. 36.3%, p=0.002) with an OR 
3.3 (95% CI; 1.48-7.9), but was then balanced after 
the matching (p=0.245). The overall postoperative 
complication rate was slightly higher in the open surgery 
group. On the other hand, major complication rate was 
15.8% and 10.5% of leakage was reported in the MIS 

Ethical approval

This retrospective study had approval of the Institutional 
Review Board at Instituto Nacional de Enfermedades 
Neoplásicas, Lima, Peru

RESULTS

Patients and clinical characteristics 

There were 162 cases included in the final analysis 
with an average follow-up time of 31.5 months. Open 
surgery group had 124 cases and 38 cases of MIS, after 
matching 38 cases were compare (Figure 1). Table 1 
describes the clinical characteristics of the analyzed 
population. LapTME was performed in 25 cases and 
13 cases had TaTME surgery. Older patients (64 vs. 56 
years, p=0.007) and high rectum tumors (50%) were 
found frequently in the group of patients who had open 
surgery (p=0.004) before matching. The rate of female 
patients (63.2%) and the use of neoadjuvant chemo 
radiotherapy was higher in the group with MIS (52.6% 
vs 41.9%) but without significant differences between 
groups. After matching with the propensity score, all 
variables were balanced.

Figure 1. Flow diagram of patient disposition.
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group without significant difference between groups. 
Postoperative hospital length stay longer than 5 days 
was frequently seen in the open surgery group (72.6% 
vs 28.9%, p=0.001) with an OR 6.4 (95% CI; 2.72-16), 

even after matching (68.4 % vs 28.9%, p=0.001) with 
an OR 5.2 (95% CI; 1.8-15.6). There was no difference 
between the groups in relation to the use of adjuvant 
treatment. 

Table 1. Baseline characteristics and pathological results.

Total cohort Matched cohort

Open (124) MIS (38) p-value Open (38) MIS (38) p-value

Age, median (IQR), years 64 (52-71) 56 (49.5 – 60.8) 0.007 56 (42.3-65) 56 (49.5–60.8) 0.992
Female sex 63 (50.8%) 24 (63.2%) 0.198 21 (55.3%) 24 (63.2%) 0.641
BMI, median (IQR) 29 (23-32) 28 (24-30) 0.874 28 (24-31) 28 (24-30) 0.911

Primary rectum tumor location 
Low  (< 5 cm)
Middle (5-10 cm)
High (11-15 cm)

21 (16.9%)
41 (33.1%)
62 (50%)

15 (39.5%)
14 (36.8%)
9 (23.7%)

0.004

15 (39.5%)
14 (36.8%)
9 (23.7%)

15 (39.5%)
14 (36.8%)
9 (23.7%)

1.00

Neoadjuvant ChemoRT 52 (41.9%) 20 (52.6%) 0.267 21 (55.3%) 20 (52.6%) 1.00

Tumor regression grade
0
1
2
3

5
15
20
12

3
4
5
8

0.377
3
9
7
2

3
4
5
8

0.123

Pathological complete 
response 5 (9.6%) 3 (15%) 0.392 3 (15%) 3 (15%) 1.000

pT 
pT0/pTis
pT1
pT2
pT3
pT4

8 (6.5%)
8 (6.5%)

28 (22.6%)
67 (54%)

13 (10.5%)

4 (10.5%)
5 (13.2%)
8 (21.1%)

20 (52.6%)
1 (2.6%)

0.340
4 (10.5%)
4 (10.5%)
8 (21.1%)

20 (52.6%)
2 (2.6%)

4 (10.5%)
5 (13.2%)
8 (21.1%)

20 (52.6%)
1 (2.6%)

1.000

pN
pN0
pN1
pN2

78 (62.9%)
29 (23.4%)
17 (13.7%)

26 (68.4%)
9 (23.7%)
3 (7.9%)

0.704
25 (65.8%)
9 (23.7%)
4 (10.5%)

26 (68.4%)
9 (23.7%)
3 (7.9%)

1.000

Tumoral size median
(IQR), cm 5 (3.5-6.5) 4 (3-5.7) 0.151 4 (3-5) 4 (3-5.7) 0.816

LVI 31 (25%) 9 (23.7%) 0.345 10 (26.3%) 9 (23.7%) 0.795

PI 15 (12.1%) 3 (7.9%) 0.569 3 (7.9%) 3 (7.9%) 1.000

Tumor deposits 24 (19.4%) 4 (10.5%) 0.326 5 (13.2%) 4 (10.5%) 1.000

Positive CRM 8 (6.5%) 2 (5.3%) 1.000 2 (5.3%) 2 (5.3%) 1.000

Positive DM 0 1 (2.6%) 0.235 0 1 (2.6%) 1.000
Tumor-free resection margins 
(R0)

116 (93.5%) 36 (94.7%) 1.000 36 (94.7%) 36 (94.7%) 1.000

Optimal quality of mesorectum 

Missing data

99 (79.8%)

25 (20.2%)

29 (76.3%)

9 (23.7%)
0.653

34 (89.5%)

4 (10.5%)

29 (76.3%)

9 (23.7%)

0.222

-
Number of lymph nodes 
resected

28 (18-41) 26 (18.3-40.2) 0.863 29 (17-47) 26 (18.3-40.2) 0.741

BMI: body mass index, Neoadjuvant ChemoRT: neoadjuvant chemoradiotherapy,

LVI: lymphovascular invasion, PI: perineural invasion, CRM: circumferential resection margin, DM: distal margin.
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Long term outcomes 

There were no significant differences in the recurrence 
rate according to each surgical approach before and 
after matching showed in Table 3. In the total cohort, 
there were 16 cases (12.9%) of recurrence in the open 
surgery group and 6 cases (15.8%) in the MIS group 
(p=0.600). Eleven cases (8.9%) with distant recurrence 
were reported in open surgery (5 cases with lung, 3 with 
liver and lung, 1 with liver, 1 with lung and brain, and 
1 with retroperitoneal lymph node and lung metastasis) 
and 4 cases (10.5%) in MIS group (2 cases with liver 
and lung and 2 cases with liver metastasis) (p=0.753). 
In addition, 5 cases (4%) had loco regional recurrence 
in the open surgery group (3 cases at the level of the 

anastomosis and 2 cases in the pelvis) and 2 cases 
(5.3%) with pelvic recurrence in MIS group (p=0.667).

The mean follow-up time for the group of patients 
who had open surgery was 34.2 months (IQR 20.3-50.3 
months) and 22.7 months (IQR 10.3-26.2 months) for 
the MIS group. There were no significant differences 
between both groups in recurrence-free survival (RFS) 
and overall survival (OS) (Figures 2 and 3). The estimated 
recurrence-free survival at 3 years in open surgery and 
MIS was 71.8% (95% CI; 0.58-0.89) and 70% (95% CI; 
0.56-0.88) (p=0.4) and the estimated OS at 3 years 
was 77.7% (95% CI; 0.64-0.94) and 88.9% (95% CI; 
0.79-0.99) (p=0.5) each.

Table 3. Oncological outcomes.

Total cohort Matched cohort

Open (124) MIS  (38) p-value Open (38) MIS (38) p-value

Overall recurrence rate 16 (12.9%) 6 (15.8%) 0.600 4 (10.5%) 6 (15.8%) 0.736

Loco regional recurrence rate 5 (4%) 2 (5.3%) 0.667 1 (2.6%) 2 (5.3%) 1.000

Systemic recurrence rate 11 (8.9%) 4 (10.5%) 0.753 3 (7.9%) 4 (10.5%) 1.000

Table 2. Surgical and perioperative results.

Total cohort Matched cohort

Open (124) MIS  (38) p-value OR (95% CI) Open (38) MIS (38) p-value OR (95% CI)

Primary anastomosis 107 (86.3%) 37 (97.4%) 0.075 5.8 (0.85-251.9) 31 (81.6%) 37 (97.4%) 0.056 8.2 (0.96-385.7)

Protective ostomy  45 (36.3%) 25 (65.8%) 0.002 3.3 (1.48-7.9) 19 (50%) 25 (65.8%) 0.245 1.9 (0.69-5.4)

Overall postoperative 
complication 45 (36.3%) 11 (28.9%) 0.442 0.7 (0.29-1.67) 16 (42.1%) 11 (28.9%) 0.338 0.6 (0.19-1.6)

Major postoperative 
complication (>III) 10 (8.1%) 6 (15.8%) 0.211 2.1 (0.59-7.1) 6 (15.8%) 6 (15.8%) 1.000 1 (0.24-4.2)

Leakage 5 (4%) 4 (10.5%) 0.216 2.8 (0.5-13.7) 1 (2.6%) 4 (10.5%) 0.358 4.3 (0.4-219.8)

Postoperative hospital stay

Median (IQR) days

> 5 days

6 (5-8.3)

90 (72.6%)

5 (3-6)

11 (28.9%)

<0.001

<0.001 6.4 (2.72-16)

6 (5-10)

26 (68.4%)

5 (3-6)

11 (28.9%)

<0.001

0.001 5.2 (1.8-15.6)

Adjuvant chemotherapy 40 (32.3%) 15 (39.5%) 0.438 1.36 (0.59-3.1) 17 (44.7%) 15 (39.5%) 0.817 0.8 (0.29-2.21)

Adjuvant ChRT 3 (2.4%) 1 (2.6%) 1.000 0 (0-7.9) 2 (5.3%) 1 (2.6%) 0.493 0 (0-5.3)

ChRT: Chemoradiotherapy.
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DISCUSSION

Minimally invasive surgery for rectal cancer includes 
laparoscopy, TaTME, NOTES and robotic surgery, 
commonly practiced in many countries with 
satisfactory oncological results (18); however, there is 
not enough evidence in the Andean region of South 
America that support MIS as standard treatment for 
rectal cancer. There is only one comparative study 
between laparoscopic and open surgery performed in 
Chile that showed similarity between both techniques 
with promising results (19). Our study represents the first 
analysis in the Peruvian population comparing short-
and long-term outcomes through clinical pathological, 
surgical, and survival results in the Andean region of 
the continent. The clinical characteristics of the patients 
were balanced with six covariates through the PSM to 
standardize the comparative groups as recorded in 
other studies (20).

Short-term results were measured through the 
number of harvested lymph nodes, the quality of the 
mesorectum in the surgical specimen, and the positive 
circumferential resection margin and distal margin, with 
no difference shown between both groups. The positive 

CRM was present at the same rate as other international 
trials and even lower in some cases (4), probably due to 
the 2 mm cut-off point considered for positive CRM in 
the European trial, compared to the rest of trials which 
used 1 mm (9,10). On the other hand, the Korean trial 
showed the lowest rate of positive CRM in middle and 
lower rectal cancer where all received neoadjuvant 
treatment with different chemotherapy regimens which 
could contribute in the sterilization of the margins in 
the final specimen and because a better selection of 
patients with an  unthreatened CRM (>1  mm) by 
preoperative magnetic resonance imaging. Although, 
a low body mass index was reported which could 
decrease the complexity of pelvic approach only by 
LapTME (7). No incomplete mesorectum excision of the 
surgical specimen was reported in our study despite the 
complexity of the dissection of the narrow and deep 
pelvis. Optimal mesorectum quality rate was recorded 
as complete and almost complete excision comparable 
between both groups. 

Overall, postoperative complications between open 
surgery and MIS in rectal cancer are similar worldwide, 
however the rates are different according to the 
geographical location of each trial. In our experience, 

Figure 2. Kaplan-Meier curves showing recurrence free survival 
according to open or minimally invasive surgery. A) total cohort and 
B) matched cohort.

Figure 3. Kaplan-Meier curves showing overall survival according 
to open or minimally invasive surgery. A) total cohort and B) 
matched cohort.
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the major complication and leakage rates did not show 
differences between groups group in comparison with 
other trials (4,9), although, a higher rate was recorded 
in the MIS. The relationship between multiple stapling 
during the resection of the rectum in the pelvis and the 
proximity of the lesion to the anal canal (21) could be 
the reason. Promising results with the use of robotic 
surgery were expected, but a trial failed to show a 
decrease in difficulty with similar conversion and 
complication rates compared to laparoscopic surgery in 
lower rectal surgery with interesphincteric resection (22). 
On the other hand, TaTME surgery, described as a new 
solution for and old problem, decreased the conversion 
rate but recorded slightly higher leakage rate (23,24). 
Intersphincteric resections, very low anastomosis, the 
use of neoadjuvant chemo radiotherapy, and the large 
tumor size are all risk factors described for leakage  (21,25), 
and were present in our study. In South America, 
the study in Chile showed a higher leakage rate in 
laparoscopic surgery alone [19], while the Brazilian 
study reported a low rate with major complications, 
probably due to the fact that most of their patients had 
colonic resections and benign lesions (26). The risk of 
anastomotic failure in rectal surgery is known to be 
higher than in colon surgery and requires more training 
and experience over time (3).

Postoperative hospital stay showed a great difference 
between groups with earlier discharge in the MIS 
group. Patients who had minimally invasive surgery for 
rectal cancer had faster recovery and discharge without 
increasing the risk of postoperative complications or 
readmissions. The hospital length stay in our study 
for MIS surgery was shorter than the aforementioned 
studies (3,4) because of the routine use of the enhanced 
recovery after surgery program applied at our institution 
and because of the high number of patients with 
ostomies, even though just a few randomized trials 
described it (10).

Non-inferiority survival outcome between 
laparoscopic and open surgery in rectal cancer has 
been described by multicenter randomized trials (6,8), 
however, others concluded the opposite (27).  Some 
other trials had not been able to reach the gap imposed 
because of surgical specimen quality (9,10) despite 
the long term analysis showed no differences in the 
disease-free survival and local recurrence (28,29). In our 
study, the analysis did not showed differences between 
both groups, with overall recurrence rates of 15.8% 
with 10.5% of systemic and 5.3% of loco regional 
recurrence in the MIS group, with an estimated 
probability of survival at 3 years of up to 71%. Other 
studies had the same loco regional recurrence rate 
in the laparoscopic surgery group but with better 
recurrence free survival rate (6,28). In the Latin American 
population, a higher rate of systemic recurrence has 
been described (19), however, the difference between 

RFS could be related to the follow-up time or the doses 
used in neoadjuvant treatment for stages II and III (28,29), 
adjuvant chemotherapy and its level of adherence to 
treatment, which was not measured in our study.

The limitation of our comparative study was the 
retrospective cohort design; however, the use of the 
PSM with the six clinical variables significantly reduced 
the biases in the results on pathology, perioperative 
and survival outcomes. There is also a weakness to 
statistical power due to the reduced sample analyzed 
after matching. A larger sample and more studies that 
demonstrate short- and long-term outcomes between 
both surgical techniques are required to promote the 
standard use of MIS for rectal cancer in Peru. 

In conclusion, shorter postoperative hospital stay with 
no increase in the major complication rate in the MIS 
group was reported. The recurrence-free survival, overall 
survival, and recurrence rates were similar compared 
with open surgery. MIS is as safe as open surgery in non-
metastatic rectal cancer at a referral center in Peru in the 
public health system and could be recommended as a 
standard approach in selected patients. 

Conflict of interest: None.

Funding statement: Authors declares no funding for 
this research.

REFERENCES

1.	 Melstrom K, Kaiser A. Role of minimally invasive surgery for 
rectal cancer. World J Gastroenterol. 2020;26(30):4394-
4414. doi: 10.3748/wjg.v26.i30.4394.

2.	 Wells KO, Peters WR. Minimally invasive Surgery for Lo-
cally Advanced Rectal Cancer. Surg Oncol Clin N Am. 
2019;28(2):297-308. doi: 10.1016/j.soc.2018.11.005.

3.	 Guillou P, Quirke P, Thorpe H, Walker J, Jayne D, Smith A, et 
al. Short-term endpoints of convetional versus laparoscop-
ic-assited surgery in patients with colorectal cancer (MRC 
CLASICC trial): multicentre randomised controlled trial. 
Lancet. 2005;365(9472):1718-26. doi: 10.1016/S0140-
6736(05)66545-2.

4.	 van der Pas M, Haglind E, Cuesta M, Furst A, Lacy A, Hop 
W, et al. Laparoscopic versus open surgery for rectal cancer 
(COLOR II): short-term outcomes of randomised, phase 3 
trial. Lancet Oncol. 2013:14(3):210-8. doi: 10.1016/S1470-
2045(13)70016-0.

5.	 Jayne D, Thorpe H, Copeland J, Quirke P, Brown J, Guil-
lou P. Five-year follow-up of the Medical Research Council 
CLASICC trial of laparoscopically assisted versus open surgery 
for colorectal cancer. Br J Surg. 2010;97(11):1638-45. doi: 
10.1002/bjs.7160.

6.	 Bonjer H, Deijen C, Abis G, Cuesta M, van der Pas M, de 
Lange de Klerk E, et al. A randomized trial of laparoscop-
ic versus open surgery for rectal cancer. N Engl J Med. 
2015;372(14)1324-32. doi: 10.1002/bjs.7160.

7.	 Kang SB, Park JW, Jeoang SY, Nam BH, Choi HS, Kim SW, 
et al. Open versus laparoscopic surgery for mid or low rec-
tal cancer after neoadjuvant chemoradiotherapy (COREAN 
trial): short-term outcomes of an open-label randomised 
controlled trial. Lancet Oncol. 2010;11(7):637-645. doi: 
10.1016/S1470-2045(10)70131-5.

http://dx.doi.org/10.47892/rgp.2022.421.1337 
about:blank


Guevara-Jabiles A, et al.Sphincter-sparing surgery for rectal cancer outcomes

 40 doi: http://dx.doi.org/10.47892/rgp.2022.421.1337 Rev Gastroenterol Peru. 2022;42(1):33-40

8.	 Jeong SY, Park JW, Nam BH, Kim S., Kang SB, Lim SB, et al. 
Open versus laparoscopic surgery for mid-rectal or low-rec-
tal cancer after neoadjuvant chemoradiotherapy (COREAN 
trial): survival outcomes of an open-label, no inferiority, ran-
domised controlled trial.  Lancet Oncol.  2016;17(7):e270. 
doi: 10.1016/S1470-2045(14)70205-0.

9.	 Fleshman J, Branda M, Sargent D, Boller AM, George V, 
Abbas M, et al. Effect of Laparoscopic-Assited Resection vs 
Open Resection of Stage II or III Rectal Cancer on Patho-
logic Outcomes: The ACOSOG Z6051 Randomized Clini-
cal Trial. JAMA. 2015;314(13):1346-1355. doi: 10.1001/
jama.2015.10529.

10.	Stevenson A, Solomon M, Lumley J, Hewett P, Clouston 
A, Gebski V, et al. Effect of Laparoscopic-Assited Resec-
tion vs Open Resection on Pathological Outcomes in Rec-
tal Cancer. The ALaCaRT Randomized Clinical Trial. JAMA. 
2015:314(13):1356-1363. doi: 10.1001/jama.2015.12009.

11.	International Agency for Research on Cancer; World Health 
Organization. Cancer Tomorrow [Internet]. Lyon: IARC; 
2021 [cited sep 20, 2021]. Disponible en: https://gco.
iarc.fr/tomorrow/en/dataviz/isotype?cancers=9&single_
u n i t = 5 0 & p o p u l a t i o n s = 6 0 4 & g r o u p _
populations=1&multiple_populations=1 

12. Cheong C, Kim NK. Minimally invasive Surgery for Rectal 
Cancer: Current Status and Future Perspectives. Indian J Surg 
Oncol. 2017;8(4):591-599. 10.1007/s13193-017-0624-7.

13.	Agha R, Abdall-Razak A, Crossley E, Dowlut N, Iosifidis C, 
Mathew G, et al. STROCSS 2019 Guideline: Strengthen-
ing the reporting of cohort studies in surgery. Int J Surg. 
2019;72:156-165. doi: 10.1016/j.ijsu.2019.11.002.

14.	Quirke P, Steele R, Monson J, Grieve R, Khanna S, Couture 
J. Effect of the plane of surgery achieved on local recurrence 
in patients with operable rectal cancer: a prospective study 
using data from the MRC CR07 and NCIC-CTG CO16 ran-
domized clinical trial.  Lancet.  2009;373(9666):821-828. 
doi: 10.1016/S0140-6736(09)60485-2.

15.	Clavien PA, Barkun J, de Oliveira ML, Vauthey JN, 
Dindo D, Schulick RD, et al. The Clavien-Dindo clas-
sification of surgical complications: five-year experi-
ence. Ann Surg. 2009;250(2):187-96. doi: 10.1097/
SLA.0b013e3181b13ca2.

16.	Kane L, Fang T, Galetta M, Goyal D, Nicholson K, Kepler 
C, et al. Propensity Score Matching: A Statistical Meth-
od. Clin Spine Surg. 2020;33(3):120-122. doi: 10.1097/
BSD.0000000000000932.

17.	Austin PC. An introduction to propensity score methods 
for reducing the effects of confounding in observational 
studies. Multivariate Behav Res. 2011;46:399-424. doi: 
10.1080/00273171.2011.568786.

18.	Ryan O, Ryan É, Creavin B, Rausa E, Kelly M, Petrelli F, et al. 
Surgical approach for rectal cancer: A network meta-analysis 
comparing open, laparoscopic, robotic and transanal TME 
approaches. Eur J Surg Oncol. 2021;47(2):285-295. doi: 
10.1016/j.ejso.2020.06.037.

19.	Bannura Cumsille G, Fernández Marambio B, Barrera Esco-
bar A, Melo Labra C, llanes Fuertes F, Gallardo Villalobos C. 
Cirugía radical del cáncer del recto localmente avanzado. 
Análisis comparativo de la cirugía laparoscopica con la ci-
rugía abierta.  Rev Cir. 2020;72(6). doi:10.35687/s2452-
45492020006731.

20.	Tan KL, Deng HJ, Chen ZQ, Mou TY, Liu H, Xie RS, et al. 
Survival outcomes following laparoscopic vs open sur-
gery for non-metastatic rectal cancer: a two-centre cohort 
study with propensity score matching. Gastroenterol Rep. 
2020;8(4):319-325. doi: 10.1093/gastro/goaa046.

21.	Park JS, Choi GS, Kim SH, Kim HR, Kim NK, Lee KY, et al. Mul-
ticenter analysis of risk factors for anastomotic leakage after 
laparoscopic rectal cancer excision: the Korean laparoscopic 
colorectal surgery study group. Ann Surg. 2013;257(4):665-
71. doi: 10.1097/SLA.0b013e31827b8ed9.

22.	Jayne D, Pigazzi A, Marshall H, Croft J, Corrigan N, Copeland 
J, et al. Effect of Robotic-Assited vs Conventional Laparoscop-
ic Surgery on Risk of Conversion to Open Laparotomy Among 
Patients Undergoing Resection for Rectal Cancer. JAMA. 
2017;318(16):1569-2580. doi: 10.1001/jama.2017.7219.

23.	Penna M, Hompes R, Arnold S, Wynn G, Austin R, Wa-
rusavitarne J. Incidence and risk factors for anastomotic 
failure in 1594 patients treated by Transanal Total Me-
sorectal Excision. Results from International TaTME Reg-
istry.  Ann Surg.  2019;269(4):700-711. doi: 10.1097/
SLA.0000000000002653.

24.	Detering R, Roodbeen S, van Oostendorp S, Dekker JW, Siet-
ses C, Bemelman W, et al. Three-year nationwide Experience 
with Transanal Total Mesorectal Excision for Rectal Cancer in 
the Netherlands: A Propensity Score-Matched Comparison 
with Conventional Laparoscopic Total Mesorectal Excision. J 
Am Coll Surg. 2019;228(3):235-244.e1. doi: 10.1016/j.jam-
collsurg.2018.12.016.

25.	Guevara Jabiles A, Berrospi Espinoza F, Chávez Passiuri IK, 
Payet Meza E, Luque-Vásquez CE, Ruiz Figueroa E. Trans-
Anal Total Mesorectal Excision (TaTME) in Peru: Case se-
ries. Int J Surg Case Rep. 2020;76:425-430. doi: 10.1016/j.
ijscr.2020.09.204.

26.	Tayar DO, Ribeiro U Jr, Cecconello I, Magalhães TM, Simões 
CM, Auler JOC Jr. Propensity score matching comparison 
of laparoscopic versus open surgery for rectal cancer in 
a middle-income country: short-term outcomes and cost 
analysis. Clinicoecon Outcomes Res. 2018;10:521-527. doi: 
10.2147/CEOR.S173718.

27.	Chapman BC, Edgcomb M, Gleisner A, Vogel AD. Outcomes 
in rectal cancer patients undergoing laparoscopic or robotic 
low anterior resection compared to open: a propensity-
matched analysis of the NCDB (2010-2015). Surg Endosc. 
2020;34(11):4754-4771. doi: 10.1007/s00464-019-07252-5.

28.	Fleshman J, Branda ME, Sargent DJ, Boller AM, George VV, 
Abbas MA, et al. Disease free survival and local recurrence for 
laparoscopic resection compared to open resection of Stage 
II-III Rectal Cancer: follow ip results of the ACOSOG Z6051 
randomized controlled trial. Ann Surg. 2019;269(4):589-
595. doi: 10.1097/SLA.0000000000003002.

29.	Stevenson ARL, Solomon MJ, Brown CSB, Lumley JW, Hewett 
P, Clouston AD, et al. Disease-free survival and local recur-
rence after laparoscopic assisted resection or open resection 
for rectal cancer: the Australian laparoscopic cancer of the 
rectum randomized clinical trial. Ann Surg. 2019;269(4):596-
602. doi: 10.1097/SLA.0000000000003021.

Correspondence: 
Andres Guevara Jabiles
Address: Angamos Este, 2520 Avenue, Surquillo 15038. Lima, 
Peru
Telephone: +51987971990 / +51201-6500 
E-mail: guevarajabiles@gmail.com

http://dx.doi.org/10.47892/rgp.2022.421.1337 
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank

