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We would like to thank Slim et al (ref) for their comments pertaining to the recently
published systematic review on surgical outcomes in robotic vs laparoscopic right hemicolectomy for
cancer recently published in Colorectal Disease (1). The authors state that wherever possible data
should be pooled to permit meta-analysis but comment that this was not possible because of
heterogeneity of data between individual studies. Despite taking its place at the top of the hierarchy
of evidence, itisswidely acknowledged that meta-analyses are associated with their own inherent
weaknesses. Those containing multiple small or inconclusive studies, which are very common, can be
misleading and.represent poor predictors of results when compared to adequately powered and well-
designed large prospective studies. (2). Nevertheless, in the authors opinion the publication of meta-
analyses comprising retrospective and heterogeneous studies may be occasionally helpful in
generating hypetheses, recognising that results may be subject to publication bias and error thus
requiring their conclusions to be treated with a degree of scepticism (3).

With regards to the conclusions of this systemic review the authors state that no significant
difference was observed in the thirty-day morbidity and mortality when comparing both surgical
approaches. This was based on analysis of eight and eleven studies from respective groups. With
regards to secondary outcome measures (post-operative ileus, anastomotic complication, surgical
wound infection, length of stay, incisional hernia rate, conversion to open, margin status, lymph node
harvest), the authors considered that these were key proponents of successful patient orientated
surgical outcomes in minimally invasive right hemicolectomy. Interpretation of results is also
complicated byathe fact that the term “successful patient orientated surgical outcomes” is relatively
recent precluding direct comparison with studies published some years ago. In relation to
anastomotic leak as an outcome measure, rates were found to be equivalent in nine studies and
significantlysimproved in two studies in patients undergoing a robotic approach (4, 5).

We note the comments by Slim et al, that within a number of studies there can be a series of
confounding factors related to anastomotic leak rates. However, to date we are not aware of any large
randomised control trial reporting on the impact of intracorporeal anastomosis formation on such
outcomes. Additionally, as regards length of stay we consider that this is not subjective and is a useful
surrogate marker of.a successful surgical outcome, one that is continuously used by health care
facilities to monitor and evaluate performance against benchmark standards (6, 7). The majority of
trials investigating the benefits of a new technological advances or changes in operative approach
routinely utilise length of stay as a key performance indicator and quality metric in reporting patient
outcomes. We also concur with Slim et al, that the use of enhanced recovery programmes is very
variable and therefore their influence on outcomes is unclear.

Lastly, we acknowledge it is important to consider recent developments in technology.
Regarding the randomised control trial published in 2012 by Park et al, the authors utilised length of
stay as a primary outcome measure and reported that the study was limited by the fact that it was a

comparative study performed in the setting of a randomised trial (8). In addition, they comment that it
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was further limited by the fact that there was a reduced number of patients in the study with surgery
being performed by a single surgeon who was more experienced in laparoscopic than robotic
approaches. Moreover, they concluded that further developments in robotic technology were required.
There is no doubt that this has now occurred. The recent development of the Xi platform has
improved versatility, reduced the learning curve and simplified multi-quadrant robotic surgery and is
now facilitatingswidespread application of robotic approaches across all domains of surgery (9).
Further, it is‘probable that development of new robotic platforms by other competing medical device
companies willresult in decreasing costs of robotic surgery encouraging its wider adoption.
Therefore, we believe that now more than ever a large randomised control trial is required. As
eluded to previously, a meta-analysis or systematic review should not provide definitive evidence for

an interventionsbut rather should prompt one to conduct a definitive RCT.
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