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Abstract

Key Points

IMPORTANCE The percentage of tumor-positive surgical resection margin rates in patients treated
for locally advanced primary or recurrent rectal cancer is high. Image-guided navigation may improve
complete resection rates.

Question Is there an association
between image-guided navigation and
complete surgical resection rates in
locally advanced rectal cancer and

OBJECTIVE To ascertain whether image-guided navigation during rectal cancer resection improves

recurrent rectal cancer?
Findings In this nonrandomized

complete resection rates compared with surgical procedures without navigation.

controlled trial of 33 patients with locally

DESIGN, SETTING, AND PARTICIPANTS This prospective single-center nonrandomized controlled

advanced or recurrent rectal cancer,

trial was conducted at the Netherlands Cancer Institute—Antoni van Leeuwenhoek in Amsterdam,

image-guided navigation was found to

the Netherlands. The prospective or navigation cohort included adult patients with locally advanced

be a feasible and safe technique in

primary or recurrent rectal cancer who underwent resection with image-guided navigation between

advanced rectal cancer resection.

February 1, 2016, and September 30, 2019, at the tertiary referral hospital. Clinical results of this

Patients with recurrent cancer who

cohort were compared with results of the historical cohort, which was composed of adult patients

underwent image-guided resection had

who received rectal cancer resection without image-guided navigation between January 1, 2009,

higher rates of successful resection than

and December 31, 2015.

a historical cohort who received
resection without navigation; however,
there was no difference between groups

INTERVENTION Rectal cancer resection with image-guided navigation.

for patients with primary locally

MAIN OUTCOMES AND MEASURES The primary end point was the complete resection rate,
measured by the amount of tumor-negative resection margin rates. Secondary outcomes were
safety and usability of the system. Safety was evaluated by the number of navigation system–
associated surgical adverse events. Usability was assessed from responses to a questionnaire
completed by the participating surgeons after each procedure.

advanced cancer.
Meaning Image-guided navigation
appeared to be associated with an
increase in radical resection margin rates
in recurrent rectal cancer resection and
thereby may improve patient outcomes.

RESULTS In total, 33 patients with locally advanced or recurrent rectal cancer were included (23
men [69.7%]; median [interquartile range] age at start of treatment, 61 [55.0-69.0] years). With
image-guided navigation, a radical resection (R0) was achieved in 13 of 14 patients (92.9%; 95% CI,
66.1%-99.8%) after primary resection of locally advanced tumors and in 15 of 19 patients (78.9%;
95% CI, 54.4%-94.0%) after resection of recurrent rectal cancer. No navigation system–associated
complications occurred before or during surgical procedures. In the historical cohort, 142 patients
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who underwent resection without image-guided navigation were included (95 men [66.9%]; median
[interquartile range] age at start of treatment, 64 [55.0-70.0] years). In these patients, an R0
resection was accomplished in 85 of 101 patients (84.2%) with locally advanced rectal cancer and in
20 of 41 patients (48.8%) with recurrent rectal cancer. A significant difference was found between
the navigation and historical cohorts after recurrent rectal cancer resection (21.1% vs 51.2%;
P = .047). For locally advanced primary tumor resection, the difference was not significant (7.1% vs
(continued)
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Abstract (continued)

15.8%; P = .69). Surgeons stated in completed questionnaires that the navigation system improved
decisiveness and helped with tumor localization.
CONCLUSIONS AND RELEVANCE Findings of this study suggest that image-guided navigation used
during rectal cancer resection is safe and intuitive and may improve tumor-free resection margin
rates in recurrent rectal cancer.
TRIAL REGISTRATION Netherlands Trial Register Identifier: NTR7184
JAMA Network Open. 2020;3(7):e208522.
Corrected on August 14, 2020. doi:10.1001/jamanetworkopen.2020.8522

Introduction
Surgical resection is the main treatment for patients with rectal cancer. This procedure can be
challenging, especially in patients with primary advanced disease in which the mesorectal fascia is
threatened and tissue planes are disrupted by tumor ingrowth, fibrosis, or radiation. Despite
improved neoadjuvant treatment and refinement of surgical techniques, the proportion of tumorpositive resection margin rates remains 10% to 15%.1,2 Previous studies have shown that a positive
resection margin rate is associated with high local recurrence and low survival rates.3,4 Surgical
resection in patients with local recurrence is even more challenging because of fibrotic scar tissue of
the previous operation. Rectal cancer recurrence is often accompanied by tumor ingrowth in
surrounding tissue and organs, requiring extensive surgical procedures such as pelvic exenteration.
These procedures are associated with high tumor-positive resection margin rates of 38% to 62%,
major complication rates of 32% to 60%, and 30-day mortality rates of 0% to 16%.5-11
A possible means to improve the safety and effectiveness of surgical procedures for locally
advanced and recurrent rectal cancer could be image-guided navigation. This technique provides
surgeons with real-time intraoperative feedback on the position of surgical instruments in reference
to the intraoperative anatomy, including tumor borders. As such, the technique could improve the
complete removal of tumors without damaging the surrounding healthy structures.12
In an investigation of whether image-guided navigation was possible in more advanced rectal
resection, a novel electromagnetic surgical navigation system was developed for pelvic malignant
neoplasms. This system was shown to be safe, feasible, and accurate.13 In the current study, we
evaluated the clinical performance of this image-guided navigation technique. We hypothesized that
surgical navigation during advanced and recurrent rectal cancer resection would allow for the full use
of preoperative imaging during the surgical procedure and would improve surgical outcome by a
higher complete resection rate compared with results in a historical cohort. Moreover, we examined
the safety and usability of this intraoperative technique.

Methods
Study Design and Patient Selection
We conducted a prospective, single-center nonrandomized controlled trial at the Netherlands Cancer
Institute—Antoni van Leeuwenhoek, a tertiary referral hospital in Amsterdam, the Netherlands, to
evaluate the use of an electromagnetic navigation system during abdominal surgical procedures. This
trial consisted of individuals with locally advanced primary or recurrent rectal cancer who underwent
a resection with image-guided navigation between February 1, 2016, and September 30, 2019. This
study was approved by the institutional review board of the Netherlands Cancer Institute—Antoni
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van Leeuwenhoek. All patients provided written informed consent. We followed the Transparent
Reporting of Evaluations with Nonrandomized Designs (TREND) reporting guideline.
The inclusion criteria for the prospective cohort were as follows: diagnosis of either locally
advanced primary or recurrent rectal cancer for which a radical resection was judged by surgeons as
challenging, patient age of 18 years or older, suitability for contrast-enhanced computed tomography
scanning, and scheduled abdominal surgical procedure at the Netherlands Cancer Institute—Antoni
van Leeuwenhoek. Patients with metal pelvic implants or with a pacemaker were excluded because
they could alter the preoperative imaging. Locally advanced primary rectal cancer was defined as T3
or T4 tumors extending close to (<2 mm) or invading the mesorectal fascia, as shown on rectal
magnetic resonance imaging. Recurrent rectal cancer was defined as cancer that recurred in the
pelvic area after earlier treatment. The inclusion and exclusion criteria are reported in the trial
protocol (Supplement 1), and the patient selection diagram is shown in Figure 1.
The prospective or navigation cohort who underwent a resection with image-guided navigation
was compared with a historical or conventional cohort. Patients with locally advanced primary or
recurrent rectal cancer; who were aged 18 years or older; and who received rectal resection without
the navigation system between January 1, 2009, and December 31, 2015, were eligible for inclusion
in the historical cohort. Clinical data were collected retrospectively from medical records and then
anonymized. The historical group was well balanced with the navigation group, and no significant
differences in baseline characteristics were found between the 2 cohorts. Permission to collect the
retrospective data was granted by the institutional review board of the Netherlands Cancer
Institute—Antoni van Leeuwenhoek.

Image-Guided Navigation
Full details of the navigation setup have been published elsewhere.13 Briefly, a patient-specific
3-dimensional model based on preoperative imaging (computed tomography and magnetic
resonance imaging) was created. In the operating room, a cone-beam computed tomography scan
of the patient in surgical position was acquired. The intraoperative images were registered to the
preoperative images based on the bony structures. An electromagnetic tracking system constantly
linked the preoperative images and 3-D model to the intraoperative position of the patient by
electromagnetic sensors affixed on the skin. During the surgical procedure, an electromagnetic
tracked pointer was available to validate the registration accuracy and to assess the anatomy and
tumor location (Figure 2). No additional monitoring or auditing visits were required after the
operation.

Figure 1. Study Flow Diagram of the Prospective and Historical Cohorts

29 Excluded
Did not meet inclusion
criteria of rectal cancer
cohort
12 Urology
4 Gynecology
4 Sarcoma
7 Lymph node
2 Other

64 Patients included in
prospective cohort

35 Patients with rectal
cancer identified
2 Excluded
Navigation system was
not used
1 CBCT technical error
1 Unfinished resection
33 Patients in navigation
cohort analyzed

566 Patients found eligible
for historic cohort

424 Excluded
Did not meet
inclusion criteria

142 Patients in conventional
cohort analyzed
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Study End Points
The primary end point of this study was the complete resection rate, measured by the number of
tumor-negative resection margin rates. After primary rectal cancer resection, a tumor larger than 1
mm of the circumferential resection margin rate was defined as radical (R0). After recurrent rectal
cancer resection, the resection margin rate was defined as radical (R0) when no tumor cells reached
the border of the inked resection specimen.
The secondary end points were safety and usability of the system. Safety was evaluated by the
number of navigation system–associated surgical adverse events. Intraoperative surgical
complications not associated with the navigation system were also reported. Usability was assessed
from responses to a questionnaire completed by the participating surgeons after each procedure.
The questionnaire consisted of 2 parts. The first part tested surgical usability with the 10-item
System Usability Scale (SUS), with 5 response options ranging from strongly disagree to strongly
agree. The 10 questions on the SUS can result in a total score of 0 to 100 points, representing the
surgeon’s level of satisfaction with the novel technique (ie, from highly unusable to highly usable14).
An SUS score of 70 points or higher is considered good, with a high chance of acceptance of the
technology by the surgeons.15 The second part of the questionnaire compared the effectiveness
(survival, complications, and resection margin rates), efficiency (extra time and tumor localization),
and decisiveness during the resection between the conventional setting and the image-guided
navigation setting. A 5-point Likert scale was used for each question, and a score higher than 3 points
was in favor of the navigation setting. In addition, the required time to set up the navigation system,
including positioning of the patient trackers and acquiring the intraoperative cone-beam computed
tomography imaging, was reported.

Figure 2. Example of the Image-Guided Navigation System Interface During Recurrent Rectal Cancer Resection

The planning computed tomography scan, with segmentations in the coronal, sagittal, and axial planes, and the 3-dimensional model are shown. The surgical pointer is shown in the
3-dimensional model and orthogonal views (highlighted with arrowheads). The tumor is segmented in green, the ureters in yellow, and the vessels in blue/red.
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Statistical Analysis
No sample size calculations were performed. All analyses were performed in SPSS, version 25.0 (IBM
Corp). Patient characteristics were presented as number (%) or median (interquartile range [IQR]).
Categorical variables were compared using a Fisher exact test, and continuous variables were
compared with the Mann-Whitney test. The 95% CIs were calculated with the Clopper Pearson
method. A logistic regression model was used to ascertain whether the association of the navigation
system with surgical resection margin rates remained statistically significant after adjusting for
neoadjuvant therapy. A 2-sided P ⱕ .05 was considered statistically significant. Data analysis was
conducted between November 11, 2019, and January 21, 2020.

Results
In total, 64 patients were included in the prospective cohort (Figure 1); of these patients, 33 (23 men
[69.7%]; median [IQR] age at start of treatment, 61 [55.0-69.0] years) met the inclusion criteria and
were analyzed. Fourteen of 33 patients (42.4%) had locally advanced primary rectal cancer, and 19
(57.6%) had recurrent rectal cancer (Table). In all 33 patients, image-guided navigation was used
without technical failure. The mean (SD) required time to set up the navigation system in the
operating room was 16 (6.0) minutes.
A total of 142 patients were included in the historical cohort and analyzed. Of these patients, 95
were men (66.9%) and the median (IQR) age at start of treatment was 64 [55.0-70.0] years. Most
patients (101 [71.1%]) had locally advanced primary rectal cancer, and 41 (28.9%) had recurrent rectal
cancer (Table).
At the Netherlands Cancer Institute—Antoni van Leeuwenhoek, 85 patients with locally
advanced primary or recurrent rectal cancer underwent surgical resection. The navigation system
was not used in 52 patients mainly because surgeons considered radical resection less challenging or
because of logistical reasons (eg, no available navigation system or hybrid operating room).
With image-guided navigation, a radical resection (R0) was accomplished in 13 of 14 prospective
patients (92.9%; 95% CI, 66.1%-99.8%) with locally advanced rectal cancer. A radical resection after
recurrent rectal cancer resection was accomplished in 15 of 19 prospective patients (78.9%; 95% CI,
54.4%-94.0%). In the historical cohort, an R0 resection was accomplished in 85 of 101 patients
(84.2%; 95% CI, 75.6%-90.7%) with locally advanced rectal cancer and in 20 of 41 patients (48.8%;
95% CI, 32.9%-64.9%) with recurrent rectal cancer.

Safety and Usability of the System
No navigation system–associated complications occurred before or during rectal resection in patients
with locally advanced primary or recurrent rectal cancer. In patients with locally advanced primary
rectal cancer, no intraoperative complications were observed. In patients with recurrent rectal
cancer, intraoperative complications were reported in 4 patients: 1 had a ureter injury and 3 had intraabdominal bleeding during the resection. None of these complications could be attributed to the use
of image-guided navigation.
Nine surgeons performed a resection with the navigation system and completed 21
questionnaires in total. Eighteen of all 21 of these procedures (85.7%) were classified by the surgeons
as complex. Surgeons stated that the navigation system simplified the procedure for all complex
cases. The navigation technique was scored with a median (IQR) SUS score of 75.0 (42-87) points,
which indicated a high level of usability with a great chance of acceptance of the technique (eFigure
in Supplement 2). In 18 of 21 completed questionnaires (85.7%), the surgeons reported wanting to
use the technology during future procedures. The questions comparing the conventional setting with
the navigation setting were given a mean (SD) score of 3.9 (0.4) points, indicating that surgeons
preferred the navigation over the conventional setting. Questions about tumor localization (mean
[SD] score, 4.3 [3.44-5.11]), securing resection margin rates, and decisiveness scored high in favor of
the navigation setting (mean [SD] score for both, 4.3 [3.59-4.94]) (Figure 3).
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Table. Patient Characteristics
No. (%)
Navigation
cohort (n = 33)

Historical control
cohort (n = 142)

14 (42.4)

101 (71.1)

Men

12 (85.7)

73 (72.3)

Women

2 (14.3)

28 (27.7)

58.0 (35-71)

61.0 (25-82)

T3N0-2 MRF+

7 (50)

62 (61.4)

T4N0-2 MRF+

7 (50)

39 (38.6)

Characteristic

P value

Locally advanced primary rectal cancer
Total
Sex

Age at start of treatment, median (IQR), y

.35
.49

Clinical tumor and nodal stage
.56

Distant metastases
Present

3 (21.4)

24 (23.8)

Absent

11 (78.6)

77 (78.6)

Low (0-5)

10 (71.4)

52 (51.5)

Middle (5-10)

3 (21.4)

31 (30.7)

High (10-15)

1 (7.1)

18 (17.8)

None

0

1 (1.0)

Short-course radiotherapy (5 × 5 Gy)

0

3 (3.0)

Chemoradiation

8 (57.2)

80 (79.2)

5 × 5 Gy + chemotherapy

5 (35.7)

16 (15.8)

Chemoradiation + chemotherapy

1 (7.1)

1 (1.0)

Open

2 (14.3)

38 (37.6)

Laparoscopic

0

3 (3.0)

Open

12 (78.6)

35 (34.7)

Laparoscopic

1 (7.1)

10 (9.9)

0

15 (14.9)

ypT0N0

2 (14.3)

5 (5.0)

ypT2N0-2

2 (14.3)

8 (7.9)

ypT3N0

2 (14.3)

35 (34.7)

ypT3N1

3 (21.4)

14 (13.9)

ypT3N2

4 (28.6)

28 (27.7)

ypT4N0

0

7 (6.9)

ypT4N1

1 (7.1)

1 (3.0)

ypT4N2

0

1 (1.0)

19 (57.6)

41 (28.9)

Men

11 (57.9)

22 (53.7)

Women

8 (42.1)

19 (46.3)

61.5 (52-78)

67.0 (41-82)

Pelvic wall/presacral

14 (73.7)

26 (63.9)

Staple line recurrence

5 (26.3)

15 (36.6)

>.99

Primary tumor’s location from anorectal verge, cm

.46

Neoadjuvant treatment

.13

Type of surgical resection
APR

LAR

Exenteration

.10

Pathological outcome

.39

Recurrent rectal cancer
Total
Sex

Age at start of treatment, median (IQR), y

.79
.08

Recurrent tumor location
.56
(continued)
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Table. Patient Characteristics (continued)
No. (%)
Navigation
cohort (n = 33)

Historical control
cohort (n = 142)

None

0

5 (12.2)

Short-course radiotherapy

0

2 (4.9)

Chemotherapy

1 (5.3)

2 (4.9)

Chemoradiation

11 (57.9)

29 (70.7)

Chemoradiation + chemotherapy

7 (36.8)

3 (7.3)

Open APR

3 (15.8)

19 (46.3)

Open LAR

4 (21.1)

6 (14.6)

Exenteration

8 (42.1)

14 (34.2)

Local

4 (20.0)

2 (4.9)

Characteristic

P value

Neoadjuvant treatment

.06

Type of surgical resection

.10

Abbreviations: APR, abdominoperineal resection; IQR,
interquartile range; LAR, low anterior resection; MRF,
mesorectal fascia.

Figure 3. Comparison Between Navigation and Conventional Systems
Decisiveness
Efficiency: localization of tumor
Efficiency: total duration procedure
Effectiveness: resection margins
Effectiveness: complications
Effectiveness on survival
1
Favorable to
conventional
system

2

3
Equally favorable
to navigation
and conventional
systems

4

5
Favorable to
navigation
system

Comparison of Navigation and Historical Cohorts
After primary tumor resection for locally advanced rectal cancer, a complete resection (R0) was
accomplished in 85 of 101 patients in the historical cohort (84.2%; 95% CI, 75.6%-90.7%) and in 13
of 14 patients in the navigation cohort (92.9%; 95% CI, 66.1%-99.8%). After resection of recurrent
rectal cancer, an R0 resection was achieved in 20 of 41 patients in the historical cohort (48.8%; 95%
CI, 32.9%-64.9%) and in 15 of 19 patients in the navigation cohort (78.9%; 95% CI, 54.4%-94.0%).
Patients in the navigation cohort showed significantly lower tumor-positive margin rates after
recurrent rectal cancer resection compared with patients in the historical cohort (21.1% vs 51.2%;
P = .047). For the locally advanced rectal cancer resection, the difference was not significant (7.1% vs
15.8%; P = .69) (Figure 4).
In the historical cohort, intraoperative complications were observed in 5 patients after primary
tumor resection: ureter injury (n = 2), intra-abdominal bleeding (n = 2), and spleen injury (n = 1).
After recurrent rectal cancer resection, intraoperative complications occurred in 6 patients:
abdominal bleeding (n = 2) and ureter injury (n = 4). No significant differences in intraoperative
complications were found between the navigation and historical cohorts.
When comparing the prospective cohort to the historical cohort, no significant difference was
observed between the 2 groups (Table). Despite this finding, we analyzed the potential implication of
the less-balanced characteristic, neoadjuvant chemotherapy. After controlling for neoadjuvant
therapy in a logistic regression model for patients with recurrent rectal cancer, the use of imageguided navigation was associated with complete resection margin rates (odds ratio [OR], 4.10; 95%
CI, 1.07-15.78; P = .04). After locally advanced primary tumor resection, the use of image-guided
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navigation was not associated with complete resection margin rates after controlling for neoadjuvant
therapy (OR, 2.46; 95% CI, 0.29-20.72; P = .41). Because of a possible selection bias owing to the
restrictive inclusion by the surgeons, we did not analyze the patient cohort for whom image-guided
navigation was not used between February 1, 2016, and September 30, 2019. Baseline characteristics
of patients who underwent resection with navigation vs those without navigation differed
considerably in cTNM and ypTNM staging (all in favor of the patients who received rectal resection
without navigation), which would make any comparison invalid.

Discussion
Patients with locally advanced primary or recurrent rectal cancer who underwent a surgical
procedure with image-guided navigation showed high complete resection rates. The system was
demonstrated to be safe, and no navigation system–associated complications were observed. In
patients with recurrent rectal cancer, image-guided resection was associated with increased
resection margin rates, even after adjustment for neoadjuvant therapy. Surgeons rated the
navigation setting more favorably vs the conventional setting and stated that the technique
improved decisiveness and simplified complex procedures.
Image-guided navigation in pelvic surgical procedures has been described previously.13,16-19 Two
separate groups investigated the feasibility of navigation in pilot studies for Transanal Minimal
Invasive Surgery–Total Mesorectal Excision (TAMIS-TME).16-19 Both groups concluded that navigation
was feasible and safe, with satisfactory accuracy for clinical use. Although promising results were
shown, only small patient cohorts of 1 to 3 patients were evaluated. One study tested image-guided
navigation in a large group.13 Outcomes of this pilot study were encouraging, showing the navigation
system was safe, feasible, and accurate (mean target registration error: 4.0 mm). However, the study
included a wide variety of pelvic tumors and mainly focused on the feasibility and accuracy of the
navigation system.13 The current study aimed to evaluate the clinical outcomes of surgical navigation
specifically in patients with rectal cancer. To our knowledge, this is the first study to compare the
resection margin rates of patients receiving rectal resection with or without image-guided
navigation.
In this study, a significant difference was found in surgical resection margin rates between the
navigation and historical cohorts in patients with recurrent rectal cancer. The positive resection
margin rate in the historical control cohort was in line with the margin rates in other studies, varying
between 38% and 62%.9,10,20 With image-guided navigation, the percentage of positive resection
margin rate was 21.1%. In patients with locally advanced primary rectal cancer, no significant
difference was found between the navigation and the historical cohorts. This similarity could be
explained by the generally much lower positive resection margin rates in primary rectal cancer

Figure 4. Comparison of Complete Resection Rates Between the Navigation and Historical Cohorts
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P =.69
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Rate of R0 resections, %
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Historical cohort
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resection (7.1%) and by the small sample size of the navigation cohort (n = 33). Literature on positive
resection margin rates in rectal cancer often considers all different stages of rectal cancer. Data on
the positive resection margin rate for locally advanced primary rectal cancer are scarce, and the rates
range from 9% to 34%.1,9,10,21 The study by Rickles et al1 included 8044 patients with cT3 rectal
tumors and reported tumor-positive resection margin rates in 17.0% of the patients; it also involved
773 patients with cT4 rectal tumors and showed tumor-positive resection margin rates in 35.2% of
the patients. The results of the historical cohort in the current study, with 15.8% positive resection
margin rate, are in line with results reported by Rickles et al.1 The 7.1% positive resection margin rate
in the navigation group, although not statistically different from the margin rate in the historical
cohort, compares favorably with findings in Rickles et al.1
Integration of new surgical techniques requires the evaluation of safety and usability. In this
study, no navigation system–associated complications were observed, a finding that is consistent
with previous results.13 The usability of the system was given an SUS score of 75 points, and surgeons
preferred the navigation setting over the conventional setting in all questions. Moreover, the time
required for setting up the navigation system in this study was limited compared with the time
reported in other studies, in which setup required 25 to 47 minutes.17,19 All of these results suggest
that the navigation system that we analyzed is safe and intuitive with a high chance of clinical
acceptance outside of the research setting.

Limitations
This study has some limitations. First, the nonrandomized trial design used to compare a prospective
cohort with a historical cohort has inherent methodological shortcomings. However, the historical
control group that we selected was well balanced with the navigation cohort, with no differences in
baseline characteristics. Nonetheless, relevant differences in the characteristics existed between the
2 groups, although none of them were statistically significant. Therefore, even though the analysis
plan did not specify any adjusted analysis, we decided to adjust for neoadjuvant therapy. Second, this
was a single-center study with small sample sizes in the navigation cohort. Third, a dedicated clinical
implementation team that gave technical support was highly involved, and it remains unclear
whether the navigation system would generate the same results if transferred to other hospitals.
Fourth, the resection margin rates could have been altered by the performance of the individual
surgeons and the resulting quality of the total mesorectal excision specimen. Because of the
retrospective setup of the historical cohort and the small sample size, these variables could not be
taken into account. Nevertheless, the implications may be limited given that, in our institution,
resections are performed by a team of 2 experienced surgeons in rectal cancer, and the results of the
mesorectal resection specimen are discussed on a weekly basis in a multidisciplinary meeting.

Conclusions
Image-guided navigation appeared to be safe and was associated with an increase in radical resection
margin rates in recurrent rectal cancer resection. To our knowledge, this study was the first to
compare resection margin rates in patients with rectal cancer who underwent resection with imageguided navigation and those who received resection without navigation. Participating surgeons gave
high ratings to the improved decisiveness regarding resection margin rates and tumor localization
associated with the navigation technique.

ARTICLE INFORMATION
Accepted for Publication: April 9, 2020.
Published: July 8, 2020. doi:10.1001/jamanetworkopen.2020.8522

JAMA Network Open. 2020;3(7):e208522. doi:10.1001/jamanetworkopen.2020.8522 (Reprinted)

Downloaded From: https://jamanetwork.com/ by a Universiteit Twente User on 09/17/2020

July 8, 2020

9/11

JAMA Network Open | Surgery

Association of Image-Guided Navigation With Complete Resection in Patients With Advanced Rectal Cancer

Correction: This article was corrected on August 14, 2020, to correct 2 labels in Figure 3 and add the missing
eFigure to Supplement 2.
Open Access: This is an open access article distributed under the terms of the CC-BY License. © 2020 Kok END et al.
JAMA Network Open.
Corresponding Author: Esther N. D. Kok, MD, Department of Surgical Oncology, the Netherlands Cancer
Institute—Antoni van Leeuwenhoek, Plesmanlaan 121, 1066 CX Amsterdam, the Netherlands (endkok@
gmail.com).
Author Affiliations: Department of Surgical Oncology, the Netherlands Cancer Institute—Antoni van
Leeuwenhoek, Amsterdam, the Netherlands (Kok, van Veen, Groen, Heerink, Hoetjes, Beets, Aalbers, Kuhlmann,
Nijkamp, Ruers); Department of Biometrics, the Netherlands Cancer Institute—Antoni van Leeuwenhoek,
Amsterdam, the Netherlands (van Werkhoven); Faculty Applied Sciences, Group Nanobiophysics, Twente
University, Enschede, the Netherlands (Ruers).
Author Contributions: Drs Kok and Ruers had full access to all of the data in the study and take responsibility for
the integrity of the data and the accuracy of the data analysis.
Concept and design: van Veen, Beets, Kuhlmann, Nijkamp, Ruers.
Acquisition, analysis, or interpretation of data: Kok, van Veen, Groen, Heerink, Hoetjes, van Werkhoven, Beets,
Aalbers, Nijkamp, Ruers.
Drafting of the manuscript: Kok, van Veen, van Werkhoven, Kuhlmann, Ruers.
Critical revision of the manuscript for important intellectual content: van Veen, Groen, Heerink, Hoetjes, Beets,
Aalbers, Kuhlmann, Nijkamp, Ruers.
Statistical analysis: Kok, van Veen, van Werkhoven.
Obtained funding: Nijkamp, Ruers.
Administrative, technical, or material support: Kok, van Veen, Groen, Heerink, Hoetjes, Nijkamp.
Supervision: Beets, Aalbers, Kuhlmann, Nijkamp, Ruers.
Conflict of Interest Disclosures: Dr Kok reported receiving a grant from Koningin Wilhelmina Fonds during the
conduct of the study. Dr van Veen reported receiving a grant from Koningin Wilhelmina Fonds during the conduct
of the study. Dr Heerink reported receiving a grant from Koningin Wilhelmina Fonds during the conduct of the
study. Dr Nijkamp reported holding a pending patent to WO2017086789A1. No other disclosures were reported.
Funding/Support: This study was funded by grant NKI 2014-6596 from Koningin Wilhelmina Fonds—Alpe
d’HuZes (Dr Ruers).
Role of the Funder/Sponsor: The funder had no role in the design and conduct of the study; collection,
management, analysis, and interpretation of the data; preparation, review, or approval of the manuscript; and
decision to submit the manuscript for publication.
REFERENCES
1. Rickles AS, Dietz DW, Chang GJ, et al; Consortium for Optimizing the Treatment of Rectal Cancer (OSTRiCh).
High rate of positive circumferential resection margins following rectal cancer surgery: a call to action. Ann Surg.
2015;262(6):891-898. doi:10.1097/SLA.0000000000001391
2. Bonjer HJ, Deijen CL, Abis GA, et al; COLOR II Study Group. A randomized trial of laparoscopic versus open
surgery for rectal cancer. N Engl J Med. 2015;372(14):1324-1332. doi:10.1056/NEJMoa1414882
3. Park JS, Huh JW, Park YA, et al. A circumferential resection margin of 1 mm is a negative prognostic factor in
rectal cancer patients with and without neoadjuvant chemoradiotherapy. Dis Colon Rectum. 2014;57(8):933-940.
doi:10.1097/DCR.0000000000000171
4. Nagtegaal ID, Quirke P. What is the role for the circumferential margin in the modern treatment of rectal cancer?
J Clin Oncol. 2008;26(2):303-312. doi:10.1200/JCO.2007.12.7027
5. Heriot AG, Tekkis PP, Darzi A, Mackay J. Surgery for local recurrence of rectal cancer. Colorectal Dis. 2006;8(9):
733-747. doi:10.1111/j.1463-1318.2006.01018.x
6. Vermaas M, Ferenschild FT, Verhoef C, et al. Total pelvic exenteration for primary locally advanced and locally
recurrent rectal cancer. Eur J Surg Oncol. 2007;33(4):452-458. doi:10.1016/j.ejso.2006.09.021
7. Harris CA, Solomon MJ, Heriot AG, et al. The outcomes and patterns of treatment failure after surgery for locally
recurrent rectal cancer. Ann Surg. 2016;264(2):323-329. doi:10.1097/SLA.0000000000001524
8. Bhangu A, Ali SM, Darzi A, Brown G, Tekkis P. Meta-analysis of survival based on resection margin status
following surgery for recurrent rectal cancer. Colorectal Dis. 2012;14(12):1457-1466. doi:10.1111/j.1463-1318.2012.
03005.x

JAMA Network Open. 2020;3(7):e208522. doi:10.1001/jamanetworkopen.2020.8522 (Reprinted)

Downloaded From: https://jamanetwork.com/ by a Universiteit Twente User on 09/17/2020

July 8, 2020

10/11

JAMA Network Open | Surgery

Association of Image-Guided Navigation With Complete Resection in Patients With Advanced Rectal Cancer

9. Bhangu A, Ali SM, Brown G, Tekkis P. Indications and outcome of pelvic exenteration for locally advanced
primary and recurrent rectal cancer. Ann Surg. 2014;259(2):315-322. doi:10.1097/SLA.0b013e31828a0d22
10. Nielsen MB, Rasmussen PC, Lindegaard JC, Laurberg S. A 10-year experience of total pelvic exenteration for
primary advanced and locally recurrent rectal cancer based on a prospective database. Colorectal Dis. 2012;14(9):
1076-1083. doi:10.1111/j.1463-1318.2011.02893.x
11. Hahnloser D, Nelson H, Gunderson LL, et al. Curative potential of multimodality therapy for locally recurrent
rectal cancer. Ann Surg. 2003;237(4):502-508. doi:10.1097/01.SLA.0000059972.90598.5F
12. Senft C, Bink A, Franz K, Vatter H, Gasser T, Seifert V. Intraoperative MRI guidance and extent of resection in
glioma surgery: a randomised, controlled trial. Lancet Oncol. 2011;12(11):997-1003. doi:10.1016/S1470-2045(11)
70196-6
13. Nijkamp J, Kuhlmann KFD, Ivashchenko O, et al. Prospective study on image-guided navigation surgery for
pelvic malignancies. J Surg Oncol. 2019;119(4):510-517. doi:10.1002/jso.25351
14. Brooke J. SUS: a quick and dirty usability scale. Usability Eval Ind. 1996;189(194):4-7.
15. Bangor A, Kortum PT, Miller JT. An empirical evaluation of the System Usability Scale. Int J Hum Comput
Interact. 2008;24(6):574-594. doi:10.1080/10447310802205776
16. Atallah S, Larach SW, Monson JR. Stereotactic navigation for TAMIS-TME. Minim Invasive Ther Allied Technol.
2016;25(5):271-277. doi:10.1080/13645706.2016.1201119
17. Atallah S, Martin-Perez B, Larach S. Image-guided real-time navigation for transanal total mesorectal excision:
a pilot study. Tech Coloproctol. 2015;19(11):679-684. doi:10.1007/s10151-015-1329-y
18. Atallah S, Nassif G, Larach S. Stereotactic navigation for TAMIS-TME: opening the gateway to frameless, imageguided abdominal and pelvic surgery. Surg Endosc. 2015;29(1):207-211. doi:10.1007/s00464-014-3655-y
19. Kwak JM, Romagnolo L, Wijsmuller A, et al. Stereotactic pelvic navigation with augmented reality for transanal
total mesorectal excision. Dis Colon Rectum. 2019;62(1):123-129. doi:10.1097/DCR.0000000000001259
20. Heriot AG, Byrne CM, Lee P, et al. Extended radical resection: the choice for locally recurrent rectal cancer. Dis
Colon Rectum. 2008;51(3):284-291. doi:10.1007/s10350-007-9152-9
21. Yang TX, Morris DL, Chua TC. Pelvic exenteration for rectal cancer: a systematic review. Dis Colon Rectum.
2013;56(4):519-531. doi:10.1097/DCR.0b013e31827a7868
SUPPLEMENT 1.
Trial Protocol
SUPPLEMENT 2.
eFigure. Mean Scores of Items in the System Usability Scale

JAMA Network Open. 2020;3(7):e208522. doi:10.1001/jamanetworkopen.2020.8522 (Reprinted)

Downloaded From: https://jamanetwork.com/ by a Universiteit Twente User on 09/17/2020

July 8, 2020

11/11

