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Background: Recent advances in surgical technique and improved success of 
neoadjuvant rectal cancer treatment regimens have facilitated more frequent organ 
preservation surgery avoiding permanent fecal diversion. Ultra-low anterior resection 
with sphincter-preserving, handsewn coloanal anastomosis (CAA) is postulated to be 
associated with poor functional quality of life (QOL), but is poorly characterized. 
 
Objective: Our aim was to objectively characterize the long-term lifestyle and 
(intestinal) functional QOL after handsewn CAA, and predict factors associated with 
poor function. 
 
Method: We searched the electronic medical record from our single, large academic 
practice for relevant CPT service code(s) signifying coloanal anastomosis between 
2015 and 2020. Quality of life was evaluated using European Organisation for Research 
and Treatment of Cancer (EORTC) QLQ-C30/CR29 questionnaires and Cleveland 
Clinic Fecal Incontinence (CCFI) Score. Demographic information, comorbidities, 
adjuvant cancer treatment, and treatments since original resection were recorded. 
 
Results: Fifteen patients were identified from our search as having handsewn CAA. 
Two patients died since their treatment. There was 100% response rate from the 
remaining patients. Most (10/13) patients were male with an older average age at 
surgery of 59 years, compared to an average of 45 years for females. Most (85%) 
patients received neoadjuvant radiation. The average CCFI score was 11 (+/- 6.7, 
Figure 1) and 10/13 patients reported some degree of fecal incontinence, while 3/13 
reported perfect function (CCFI score 0). Three patients (23%, 2 female) required 
postoperative intervention for poor sphincter function – 1 pelvic floor physical therapy, 2 
procedures. No patients required permanent fecal diversion. Despite frequently reported 
incontinence and a high average CCFI score, QOL assessment suggested largely well-
preserved overall QOL with a high average functional score of 80.7 (+/- 15.3), low 
symptom score of 19.6 (+/- 9.3), and high global QOL score of 69.2 (+/- 15.7) (Figure 1). 
 
Conclusion: Although some suffer no permanent intestinal dysfunction, most patients 
experience some degree of fecal incontinence after proctectomy and handsewn 
coloanal anastomosis, as evidenced by a high average CCFI score. However, 
incontinence scoring may insufficiently characterize outcomes, as CCFI correlated 
poorly with overall patient-reported functional, symptomatic, and global QOL scores 
according to a validated questionnaire tool. Female sex, vaginal 
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Background: Robotic colorectal surgery continues to grow for rectal cancer resections 
but use of the platform has been contentious, with consistent reports of comparable 
oncologic outcomes amidst longer operative times and higher costs. As surgeons 
ascend the learning curve, operative times and costs are declining, and there is new 
focus on the comparative benefits. One reported benefit is a higher lymph node (LN) 
yield. LN status is a key predictor of survival in locally advanced rectal cancer, with a 
relationship between the number of lymph nodes retrieved and survival reported in open 
surgery. However, this has never been evaluated across the minimally invasive 
(laparoscopic and robotic, MIS) platforms or in a national sample. The clinical 
significance of procuring more nodes, and the optimal cutoff value, needs to be 
elucidated. 
 
Objective: Our goal was to compare the total of examined lymph-nodes (ELN) and 
positive lymph-noded (PLN), to determine the minimal and optimal ELN thresholds of 
clinical impact, and their respective association with survival across MIS platforms in 
rectal cancer surgery. 
 
Method: Review of the NCDB for all stages I, II or III rectal adenocarcinomas 
undergoing MIS with curative intent from 2010-2016 were analyzed. The association of 
ELN count with stage migration and survival were evaluated using logistic regression 
and Cox regression models. The series of Odds Ratios (OR) and Hazard Ratios (HR) 
were used to determine structural breakpoints via the Chow test, and minimal and 
optimal lymph node cutoffs were determined. 
 
Results: The total of 27,693 cases met inclusion criteria, 67.5% (18,703) had a 
laparoscopic 
approach and 32.5% (8,990) had a robotic approach. The median ELN was 15 (11-20) 
laparoscopic and 15 (12-20) robotic. The median PLN was 0 (0-1) laparoscopic and 0 
(0-1) robotic. Increase in stage migration from <4 to ≥4 PLN (OR 1.023; 95%CI 1.017-
1.029), increase in stage migration from N0 to N+ (OR 1.019; 95%CI 1.016-1.023; 
p<.001) and improved survival (HR .987; 95%CI .980-.994; p<.001) were observed per 
increase in ELN when adjusted for confounders. The minimal and optimal threshold for 
ELN were 12 (HR .807; 95%CI .703-.927; p<.002) and 18 lymph-nodes (HR .788; 
95%CI .697-.891; p<.001), respectively, adjusted for patient, disease and interventional 
factors. 
 
Conclusion: In a national evaluation of patients with stage I, II, and III rectal cancer, 
more lymph nodes retrieved were associated with stage migration, possibly meaning 
more accurate pathologic staging, and improved overall survival. There was no 
difference in LN yield or OS across MIS approaches, lending support for oncologic 
equivalence across the laparoscopic and robotic approaches for rectal cancer. 
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Background: As surgeons conquer the learning curve for robotic colorectal surgery, 
there has been increasing adaption for both benign and malignant cases, with surgical 
quality and oncologic outcomes comparable to conventional laparoscopic surgery. 
However, longer operative times and higher costs remain a barrier for widespread 
adaption. The Robotic NICE procedure, an incisionless approach, has improved 
postoperative outcomes reported, with less postoperative pain and faster recovery. 
However, the Robotic NICE procedure has not been compared to the conventional 
LECA approach. 
 
Objective: Our goal was to compare the Robotic NICE procedure to the conventional 
LECA approach. We hypothesize that the Robotic NICE procedure has improved 
postoperative outcomes with similar operative times, compared to conventional 
laparoscopic ECA approach in colorectal surgery. 
 
Method: We analyzed from a prospective database a cohort of patients who underwent 
minimally invasive anterior resection or low anterior resection for benign or malignant 
disease, from 2016 to 2020, in a single institution by a single surgeon. Patients were 
stratified into two arms according to the surgical approach, Robotic NICE procedure, 
and conventional laparoscopic ECA approach. The arms were matched 1:1 according to 
the propensity scores, for comparability, on five variables: age, gender, body mass 
index, diagnosis, and type of surgery. The short-term and postoperative outcomes were 
abstracted and compared. 
 
Results: Of 229 eligible patients, 114 were matched- 57 undergoing the robotic NICE 
procedure and 57 undergoing conventional LECA approach. After matching, the arms 
were similar in regards to age, gender, body mass index, diagnosis, and type of 
surgery. There was no significant difference in operative time across Robotic NICE and 
laparoscopic ECA arms, 216.2min vs 201.3 min (p=0.193). The Robotic NICE arm had 
a significantly faster return of the bowel function, 1.39 days vs 1.86 days (p<0.001), and 
shorter hospital stay 2.61 days (range, 1-15) vs 3.63 days (range, 1-17 ) compared to 
LECA (p=0.04). In the subset of patients with malignant disease (n=35), the mean 
examined lymph nodes, distance to distal and proximal margins, and tumor size were 
comparable across arms. When evaluating the opioid requirements following surgery, 
the robotic NICE cohort utilized less opioid in the PACU [22.4 MME (SD, 18.9) vs 30.9 
MME (SD, 23.0), p=0.034), in the postoperative period [16.0 MME (SD, 27.7) vs 46.8 
MME (SD, 70.7), p=0.003], and in total [75.7 MME (SD, 46.1) vs 113.8 MME (SD, 83.6), 
p=0.004], compared to the LECA arm 
 
 



Conclusion: The Robotic NICE procedure has comparable operative time, less opioid 
utilization, faster return of the bowel function, and shorter hospital stay, compared to 
conventional laparoscopic ECA surgery. These results indicate outcomes benefit for 
robotic surgery when a total intracorporeal procedure is accomplished. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  




