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ARTICLE INFO Abstract

Objectives: This study makes a comparison of the quality of life of patients who have 
undergone different forms of radical surgery for tumors of the rectum.

Background: Colorectal carcinoma is the third most common form of cancer among 
all cancer types, and the most common type of all gastrointestinal system cancers.

Methods: Patients who had undergone a Low Anterior Resection (LAR) or an 
Abdominoperineal Resection (APR) for rectal cancer were compared using the Short 
Form-36 (SF-36) quality of life measure.

Results: The physical function, role limitations due to physical functions, role 
limitations due to emotional problems, vitality, mental health, social functionality, and 
general health perception of the patients who underwent APR were statistically and 
significantly better then in patients who underwent LAR, while no significant difference 
was found in the bodily pain scores of the two groups.

Conclusion: Patients who underwent LAR achieve a quite good quality of life when 
no complications developed, while their quality of life was poorer than those fitted with 
a permanent stoma upon the development of complications. In this regard, the APR 
resection technique may be preferable to restorative procedures when there is a high 
risk of such complications as anastomotic stricture and anastomotic leakage.

Introduction
Colorectal carcinoma is one of the most common cancer [1]. 

Annually, approximately 1.4 million new cases are diagnosed, 
while 50,000 deaths occur due to colorectal cancers in the United 
States [2]. One third of all colorectal cancers are rectal cancers. 
The available surgical treatments for rectal cancer include, Low  

 
Anterior Resection (LAR), Abdominoperineal Resection (APR), 
local excision and trans-anal endoscopic microsurgery. In the 
majority of patients, these surgical treatment methods result in 
serious transient or permanent complications, such as urinary 
incontinence, defecation problems and sexual dysfunction, and 
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complications related to stoma, anal incontinence and strictures, 
respectively, that affect quality of life.

The success in cancer treatment is currently assessed on an 
evaluation of quality of life of the individual during and after the 
treatment course, in addition to the margin status of the resection 
or the survival of the patient [3]. On the other hand, patients 
have some emotional and disease burden difficulties followed by 
surgery. Quality of life not only depends on the disease diagnosis, 
but also postoperative short or long term are critical to restore the 
emotional disturbance of the patients. Some complications followed 
by surgery might differ among different surgical techniques and 
lead to additional disease burden for the patients. Up to now, there 
are conflicting results regarding comparisons of quality of life in 
patients undergoing permanent stoma and sphincter preserving 
anastomosis and anastomosis close to the anal canal. In this study, 
we aimed to compare the postoperative quality of life in patients 
who underwent LAR or APR due to rectal tumors.

Materials and Methods
Study Design

Data (surgery records and pathology data) of 369 patients 
who had undergone LAR or APR for rectal cancer at the University 
of Akdeniz, School of Medicine Hospital between May 2009 and 
December 2015 were analyzed retrospectively in the study. The 
patients were grouped further based on the applied surgical 
technique, such as laparoscopic LAR, conventional LAR, robotic 
LAR, laparoscopic APR and conventional APR. Patients with no 
follow-up, those who underwent operation due to benign tumors 
and those under the age of 18 years were excluded from the study. 
The procedure to be performed for the radical resection, such as 
APR or LAR, was determined based on the potential positivity of 
the distal and circumferential resection, stage of the tumor, joint 
decision of the surgeon and the patient during the preoperative 
phase, and intraoperative findings.

Demographics, type of operation, duration of follow-up, TNM 
stages, postoperative major complications (such as anastomotic 
stricture and anastomotic leakage), presence of a stoma, 
recurrence, status of metastasis and the result of the SF-36 quality 
of life measure applied following the surgical procedure of the 
patients included in the study were recorded. The SF-36 quality 
of life measure was used since it allows self-evaluation, can be 
performed in a short time and is able to evaluate both the positive 
and negative aspects of the health condition [4]. The measure is 
composed of 36 items that are grouped to allow the evaluation of 
eight different dimensions. The items on the measure evaluate such 
parameters as Physical Function (PF) (10 items), role limitations 
due to Physical Functions (RP) (4 items), role limitations due to 
Emotional Problems (RE) (3 items), Vitality (VT) (4 items), Mental 
Health (MH) (5 items), Social Function (SF) (2 items), and Bodily 
Pain (BP) (2 items), in addition to General Health Perception (GH) 
(5 items) [5]. The measure is scored between 0 and 100 for each 
parameter, rather than providing a single total point as a result. A 
score of zero in the evaluation of the results indicates poor health, 
while a 100-point score points to good health status [6].

The study was approved by the Clinical Trials Ethics Board of 
the Medical School of the University of Akdeniz and a Certificate 
of Approval was granted by the Clinical Trials Ethics Board with 
document number of 70904504/509 and decision number of 571.

Statistical Analysis

The statistical evaluation of the obtained data was carried out 
using the SPSS v20 (IBM) package program. The demographics 
and clinical properties of the patients were expressed as mean ± 
Standard Deviation (SD), median or percentages. Parametric data 
was analyzed using a Student’s t-test, and non-parametric data was 
evaluated using Mann-Whitney U and χ2 tests. A p value of <0.05 
was considered statistically significant.

Results

Note: APR: Abdominoperineal Resection, LAR: Low Anterior Resection, Lap: Laparoscopic, Con: Conservative, Rob: Robotic
Figure 1: Types of Operations.
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A total of 18 patients among the 369 patients were excluded 
from the study, seven due to no follow-up and 11 due to the 
presence of surgery secondary to benign reasons. The mean 
age was 60.91±12.3 years and 62.41±11.8 years in the patients 
who underwent APR and LAR, respectively. Among the patients 
who underwent APR, 31.4% (n=22) were female and 68.6% 
(n=48) were male, while 30.6% (n=86) and 69.4% (n=195) of the 
patients who underwent LAR were female and male, respectively. 
No demographic differences were noted between the main and 
subgroups. Among the 351 patients included in the study, 19.9% 
(n=70) and 80.1% (n=281) underwent APR and LAR, respectively. 
Among the patients in the APR group, 4% (n=14) and 16% (n=56) 
had undergone laparoscopic and conventional APR, respectively, 
while among the patients who underwent LAR, 62.4% (n=219), 
15.1% (n=53) and 2.6% (n=9) had undergone conventional, 
laparoscopic and robotic LAR, respectively (Figure 1).

The mean duration of follow-up of the patients evaluated in the 
study was 38±26 months (0-94 months), while the mean duration 
of follow-up in the APR and LAR groups were 35±23 months (7–93 
months) and 39±26 months (0–94 months), respectively. The one-, 
three- and five-year overall survival rates were 90.4%, 68.2% and 
60.4%, respectively. No significant difference was found in survival 
durations of the patients who underwent APR and those who 
underwent LAR (p=0.951).

The pathological staging of the patients is presented in Table 1. 
No statistically significant difference was observed in the stagings 
of the main APR and LAR groups (p=0.627). In a statistical analysis 
of the different operation subtypes, the pathological stage was 
found to be significantly lower in patients who underwent LAR 
when compared to the other types of operation (p=0.030).

Table 1: Comparison of operation types according to TNM staging system.

TNM Staging System Types of Operations

Main Groups  
n(%)

Subgroups  
n(%)

 APR LAR Con. APR Lap. 
APR

Con. 
LAR

Lap.  
LAR

Rob.  
LAR

Stage – 0 6(8.6%) 21(21.5%) 3 (5.4%) 3(21.4%) 14(6.4%) 5(9.4%) 2(22.2%)

Stage – 1 8(11.4%) 31(11%) 4 (7.1%) 4(28.6%) 21(9.6%) 10(18.9%) 0(0%)

Stage – 2 A 22(31.4%) 77(27.4%) 17(30.4%) 5(35.7%) 61(27.9%) 14(26.4%) 2(22.2%)

B 3(4.3%) 10(3.6%) 3(5.4%) 0(0%) 8(3.7%) 1(1.9%) 1(11.1%)

Stage – 3 A 0 (0%) 8(2.8%) 0(0%) 0(0%) 5(2.3%) 1(1.9%) 2(22.2%)

B 12(17.1%) 77(27.4%) 12(21.4%) 0(0%) 62(28.3%) 13(24.5%) 2(22.2%)

C 16(22.9%) 46(16.4%) 14(25%) 2(14.3%) 37(16.9%) 9(17%) 0(0%)

Stage – 4 A 2(2.9%) 7(2.5%) 2(3.6%) 0(0% 7(3.2%) 0(0%) 0(0%)

B 1(1.4%) 4(1.4%) 1(1.8%) 0(0%) 4(1.8%) 0(0%) 0(0%)

Note: APR: Abdominoperineal Resection, LAR: Low Anterior Resection, Lap: Laparoscopic, Con: Conservative, Rob: Robotic

Major complications in postoperative period (stricture in the 
colon anastomosis, leakage in the colon/small bowel anastomosis) 
were seen in 36 (12.8%) patients, all of which had undergone LAR. 
In the subgroups, major complications developed in 24 (11%) out 
of the 219 patients who underwent conventional LAR, and in 12 

(22.6%) out of the 53 patients who underwent laparoscopic LAR, 
while no major complications developed in patients who underwent 
robotic LAR. A statistical analysis comparing laparoscopic and 
conventional LAR revealed a significantly higher rate of major 
complications in the laparoscopic LAR group (p=0.039) (Table 2).

Table 2: Comparison of operation types according to TNM staging system.

Types of Operations

Main Groups 
n(%)

Subgroups 
 n(%)

n APR 
-70

LAR 
-281

Con. 
APR 
-56

Lap. 
APR 
-14

Con. 
LAR 
-219

Lap. 
LAR 
-53

Rob. 
LAR 

-9

Complications - 36(12.8%) - - 24(11%) 12(22.6%) -

· Anastomotic stenosis - 25(8.9%) - - 15(6.8%) 10(%18.9) -

· Colonic leakage - 9(3.2%) - - 7(3.2%) 2(3.8%) -

· Ileal leakage - 2(0.7%) - - 2(0.9%) - -

Local Recurrence 7(10.3%) 25(8.9%) 4(7.1%) 3(25%) 22(10%) 3(5.7%) -

Distant Metastases 10(20.8%) 24(12.7%) 7(20%) 3(21.4%) 20(15%) 4(9.5%) -

Note: APR: Abdominoperineal Resection, LAR: Low Anterior Resection, Lap: Laparoscopic, Con: Conservative, Rob: Robotic
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Local recurrence was seen in 9.2% (n=32) of all patients. 
When the main groups were analyzed, seven out of 70 (10.3%) in 
the APR group, and 25 out of 281 (8.9%) in the LAR group had a 
local recurrence. No statistically significant difference was found 
between the groups (p=0.815). Among the subgroups, a local 
recurrence developed in 7.1% (n=4), 25% (n=3), 10% (n=22) 
and 5.7% (n=3) of the patients who underwent conventional 
APR, laparoscopic APR, conventional LAR and laparoscopic LAR, 
respectively, while no local recurrence was noted in patients who 
underwent a robotic LAR (Table 2).

Among all patients 14.3% (n=34) developed metastatic disease, 
and among the main groups, 20.8% (n=10) and 12.7% (n=24) of 
the patients who underwent APR and LAR, respectively, developed 
metastatic disease, with no statistically significant difference found 
between the groups (p=0.170). When the subgroups were analyzed, 
metastatic disease developed during the follow-up in 20% (n=7), 
21.4% (n=3), 15% (n=20) and 9.5% (n=4) of the patients who 
underwent conventional APR, laparoscopic APR, conventional LAR 
and laparoscopic LAR, respectively, while no metastatic disease 
developed in patients who underwent robotic LAR.

The overall mortality rate was found to be 31.9% (n=112). 
Among the main groups, the mortality rate was 29.4% (n=20) and 
32.7% (n=92) in the APR and LAR groups, respectively (p=0.665). 
When the subgroups were analyzed, the mortality rate was found 
to be 35.7% (n=20), 37% (n=81) and 20.8% (n=11) in patients who 
underwent conventional APR, conventional LAR and laparoscopic 
LAR, respectively, while no mortality was found in the laparoscopic 
APR or robotic LAR groups. When the patients who underwent 
laparoscopic and conventional LAR were compared, mortality was 
found to be lower in the laparoscopic LAR group (p=0.035). No 
statistical evaluation could be made of patients who underwent a 

robotic LAR, since no adequate duration of follow-up was reached. 
Although surgical mortality (mortality developing in the first 30 
days postoperatively) occurred in 1.4% (n=5) of the patients, all of 
those with surgical mortality were found to be in the conventional 
LAR group. No subgroup analysis could be made for surgical 
mortality due to the inadequate sample size.

The results of the SF-36 quality of life measure applied to 
patients in the study in the postoperative period were analyzed 
for the main groups (LAR and APR), independent of the rate of 
development of complications and the sub-groups (conventional 
APR, laparoscopic APR, conventional LAR, laparoscopic LAR and 
robotic LAR). The mean values in the measure in the Physical 
Function (PF), role limitations due to physical functions (RP), role 
limitations due to Emotional Problems (RE), Vitality (VT), Mental 
Health (MH), Social Function (SF), Bodily Pain (BP), and General 
Health perception (GH) parameters are presented in Table 3. The 
overall results of the SF36 quality of life measure independent of 
all the groupings were calculated as 61.4±19.5 for PF, 61.6±16.3 for 
RP, 66.3±23.7 for RE, 61.6±21.7 for VT, 63.6±20.9 for MH, 64.0±18.0 
for SF, 66.3±12.3 for BP and 62.4±18.9 for GH . The physical 
function, RP, RE, VT, MH, SF and GH scores were found to be higher 
in patients who underwent APR than in those who underwent 
LAR, and quality of life was statistically significantly better in the 
patients who underwent APR (p=0.001). No statistically significant 
difference was found in parameter BP between the patients who 
underwent APR and LAR (p=0.856). The highest score from the SF-
36 was achieved by patients who underwent robotic LAR, followed 
by, in descending order, those who underwent laparoscopic APR, 
conventional APR, laparoscopic LAR and conventional LAR, when 
the overall SF-36 measure results of the patients were evaluated, 
independent of the development of complications (p=0.001) (Table 
3).

Table 3: SF-36 measure results for all patients.

Types of Operations

Main Groups 
(Mean±SD)

Subgroups 
(Mean±SD)

APR LAR p Con. 
APR

Lap. 
APR

Con. 
LAR

Lap. 
LAR

Rob. 
LAR

Physical Function(PF) 69.6±12.6 59.3±20.4 0.001 69.1±12.8 71.0±12.4 57.4±19.3 60.4±12.6 82.3±6.7

Role- Physical(RP) 67.5±12.5 60.1±16.9 0.01 66.0±13.0 71.4±10.6 58.3±16.7 60.8±15.7 83.2±6.8

Role-Emotional(RE) 72.6±14.5 68.4±25.0 0.03 71.2±15.3 76.4±11.4 31.0±24.8 71.3±23.7 88.8±5.9

Vitality(VT) 69.2±10.0 59.7±23.3 0.001 66.7±10.6 76.2±7.6 57.6±21.8 61.4±28.2 80.1±6.7

Mental Health(MH) 68.4±10.3 62.9±22.8 0.02 67.1±11.2 71.8±6.6 63.0±22.3 58.0±24.9 80.4±7.0

Social Function(SF) 68.7±11.0 62.2±18.9 0.01 67.1±11.5 73.1±8.6 60.9±17.2 63.6±23.6 87.5±4.6

Bodily Pain(BP) 66.2±12.3 66.3±12.3 NS 64.9±12.5 69.9±11.3 65.0±11.1 67.0±14.6 82.4±7.1

General Health(GH) 69.4±13.0 60.6±19.7 0.001 67.0±13.6 76.4±8.8 60.0±19.1 58.0±21.7 79.9±6.9

Note: APR: Abdominoperineal Resection, LAR: Low Anterior Resection, Lap: Laparoscopic, Con: Conservative, Rob: Robotic

The parameters of PF (p=0.294), RP (p=0.793), RE (p=0.533), 
VT (p=0.280), BP (p=0.979) and GH (p=0.138) were similar in the 
patients in the LAR and APR groups, regardless of the development 
of complications. The results of the SF-36 measure in MH (p=0.01) 

and SF (p=0.004) were found to be statistically significantly higher 
in patients who underwent LAR without complications than in 
patients who underwent APR. When evaluated based on the applied 
surgical technique, the highest scores of quality of life for the 
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parameters PF, RP, RE, VT, MH, SF and GH were achieved in the group 
of patients who underwent robotic LAR with no complications, 
followed by the groups of patients who underwent laparoscopic 

LAR, laparoscopic APR, conventional LAR and conventional APR, in 
descending order (Table 4).

Table 4: SF-36 measure results for patients without complications.

Types of Operations

Main Groups 
(Mean±SD)

Subgroups 
(Mean±SD)

APR LAR p Con. APR Lap. APR Con. LAR Lap. LAR Rob. LAR

Physical Function(PF) 69.6±12.6 67.1±14.9 NS 69.1±12.8 71.0±12.4 63.2±14.7 76.5±9.3 82.3±6.7

Role- Physical(RP) 67.5±12.5 66.8±14.3 NS 66.0±13.0 71.4±10.6 64.4±14.3 70.6±11.5 83.2±6.8

Role- Emotional(RE) 72.6±14.5 74.7±22.1 NS 71.2±15.3 76.4±11.4 69.6±23.2 88.5±10.1 88.8±5.9

Vitality(VT) 69.2±10.7 71.7±15.0 NS 66.7±10.6 76.0±7.6 67.5±16.0 82.9±5.5 80.1±6.7

Mental Health(MH) 68.4±10.3 74.3±14.7 0.01 67.1±11.2 71.8±6.6 73.0±16.4 75.8±10.5 80.4±7.0

Social Function(SF) 68.7±11.0 73.6±9.5 0.004 67.1±11.2 71.8±6.6 73.0±16.4 81.4±4.9 87.5±4.6

Bodily Pain(BP) 66.2±12.3 66.3±11.2 NS 64.5±12.5 69.9±11.3 63.4±10.6 72.0±7.1 82.4±7.1

General Health(GH) 69.4±13.0 71.9±8.7 NS 67.0±13.6 76.0±8.8 70.3±9.4 73.6±8.5 79.9±6.9

Note: APR: Abdominoperineal Resection, LAR: Low Anterior Resection, Lap: Laparoscopic, Con: Conservative, Rob: Robotic

Discussion
When a radical resection is decided upon for a rectum tumor, 

the selection of the type of operation, whether APR or LAR, depends 
on the patient (gender and preoperative sphincter function), tumor 
(stage, potential distal resection margin) and the preference of the 
surgeon [7].

Advances in surgical techniques and medical procedures have 
resulted in an increase in five-year survival rates from around 50% 
to 66% from 1975 to 2016 in rectal cancer [8,9]. Omidvari et al. 
[10] reported a five-year overall survival rate of 69.4% in a study of 
153 patients diagnosed with rectal cancer, while Wibe et al. [11], in 
another study involving 2,136 patients with rectal cancer, recorded 
a five-year overall survival rate of 63%, while five-year survival 
rates for APR and LAR were found to be 55% and 68%, respectively. 
The overall five-year survival rate can be expected to be low in study 
groups with a high number of patients at late stages, since survival 
is directly associated with stage in rectal cancer. The overall five-
year survival rate in the present study is relatively lower than those 
reported in the literature (60.4%), and this is probably associated 
with the fact that the majority of our patients were at Stage 3–4 
(49.4%, n=173).

Complications associated with anastomosis following 
restorative rectal cancer operations may seriously affect the 
success of surgery. The most commonly seen anastomosis-related 
complications after LAR have been reported to be stenosis, leakage 
and bleeding [12]. The frequency of leakage in colonic anastomosis 
in the postoperative period following LAR has been reported to 
be between 2 and 36%, at varying rates [13-16]. The frequency 
of leakage in the colonic anastomosis following laparoscopic LAR 
has been reported at rates varying between 3 and 19%, while 
most reports record rates of between 10 and 13% [17-21]. Kim 
et al. [22], compared conventional and laparoscopic techniques 

in terms of colonic anastomosis-related complications and found 
an anastomotic leakage rate of 7.3% and 5.8% in patients who 
underwent operations using the laparoscopic and conventional 
technique, respectively, with no statistically significant difference 
between the two groups in terms of the development of leakage. In 
a COLOR-II study in which laparoscopic and conventional surgery 
was compared in the surgical treatment of rectal cancer, the rate of 
anastomotic leaks was found to be 13% and 10% in patients who 
underwent a laparoscopic LAR and conventional LAR, respectively, 
with no statistically significant difference identified between the 
two groups [23]. In a study by Pucciarelli et al. [24], endoscopically 
diagnosed anastomotic strictures with symptomatic stenosis were 
reported to be associated with preoperative radiotherapy, local 
recurrence and anastomotic leakage. In addition, anastomotic leaks 
were reported to cause such complications as the development 
of local recurrence and anastomotic stricture in various case 
series and meta-analysis studies in literature [25,26]. The colonic 
anastomotic leak rate was recorded as 3.2% in the present study, 
while this rate was 3.8% and 3.2% in patients who had undergone 
conventional and laparoscopic techniques, respectively, with 
no statistically significant difference recorded between the two 
techniques in terms of leak rates.

The other complication associated with colonic anastomosis in 
patients undergoing LAR is anastomotic stricture, which is seen in 
up to 30% of patients [27,28], while this rate has been reported 
to be 2–10% and 1.3-11.8% in laparoscopic and conventionally 
performed cases, respectively [27,29]. No statistically significant 
difference was reported in the development of anastomotic 
stricture between the two techniques in a study by Pecorelli et 
al. [30] detailing the long-term outcome of patients following 
laparoscopic and conventional operations, and Kellokumpu et 
al. [29] reported similar results to Pecorelli et al. in their study 
comparing laparoscopic and conventional techniques. The rate of 
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development of anastomotic stricture was 18.8% and 6.8% in the 
present study in patients undergoing laparoscopic and conventional 
LAR, respectively, and the rate was statistically significantly higher 
in the laparoscopic LAR group (p=0.014). The possible risk factors 
associated with anastomotic stricture reported in the literature 
have been tension in the anastomotic line, ischemia, high ligation 
of the inferior mesenteric artery and fecal diversion [31]. It was 
unknown in the present study that why the anastomotic stricture 
rate was higher in patients who had undergone laparoscopic LAR, 
since those risk factors were not analyzed within the scope of the 
study.

The rate of local recurrence following LAP and APR for rectal 
cancer has been reported in the literature to be 10–18% and 15–
28%, respectively; however, there are contradictory results about 
which type of operation (APR or LAR) is superior in terms of local 
recurrence rates [27,32]. Some authors have reported higher local 
recurrence rates after APR [11,33], while others have reported 
the opposite [34]. In the present study, the local recurrence rate 
was found to be 8.9% and 10.3% in patients undergoing LAR 
and APR, respectively, with no statistically significant difference 
between the groups. These findings are compatible with the 
literature. Recurrence rates were reported to be 3.9% and 5.5% 
in laparoscopic and conventional operations, with no statistically 
significant difference between the groups in a study evaluating the 
development of recurrence rates, regardless of LAR or APR, but 
depending on laparoscopic and conventional techniques [35]. 

Recurrence rates were reported to be 8.7% and 10.8% for 
conventional and laparoscopic operations, respectively in another 
study, and local recurrence was reported to be lower following 
conventional surgery [36]. Nevertheless, general opinion is that 
no difference exists between the laparoscopic and conventional 
techniques, regardless of LAR or APR, although situations that might 
lead to morbidity, such as duration of operation, intraoperative 
bleeding, and the requirement for blood and blood products are 
different between the procedures [37,38]. In this present study, 
the rates of development of local recurrences with laparoscopic 
APR and laparoscopic LAR and conventional APR and conventional 
LAR were found to be compatible with findings in literature. These 
rates were 9.89% and 9.45% for laparoscopic and conventional 
techniques, respectively, with no statistically significant difference 
in the local recurrence between the laparoscopic and conventional 
techniques in terms of long-term follow-up. No reliable statistical 
evaluation could be made of patients who underwent robotic LAR 
due to the inadequate duration of follow-up and the fewer patients 
in this group than in other groups.

Controversial results have been reported related to the 
development of metastasis following APR and LAR procedures 
for rectal cancer. Some studies report no difference between APR 
and LAR in terms of metastasis rates [39-41], while other studies 
have reported statistically significantly lower rates of metastasis 
development in patients who underwent LAR [33,42,43]. The rate 

of development of metastasis following surgery for rectal cancer 
has been reported in the range of 17–38% and 14-34% for APR 
and LAR, respectively, in literature [40,41,44]. In this present study, 
the rate of distant (systemic) metastasis was found to be 20.8% 
and 12.7% for the APR and LAR groups, respectively, with no 
statistically significant difference between the groups. No reliable 
statistical evaluation could be made of patients who underwent 
robotic LAR due to the inadequate duration of follow-up and the 
fewer number of patients when compared to other groups.

Many studies and meta-analyses have been carried out 
evaluating the quality of life of patients who underwent LAR and 
APR, making use of various evaluation measures. In a study by 
Digennaro et al. [45] involving 50 patients using CR38, C30 and 
SF36, the quality of life of patients who underwent LAR and APR 
was found to be similar, aside from in sexual function. Patients were 
found to psychologically improve, independent of the permanent 
stoma status, based on the SF-36 measure, and the quality of 
life scores were found to be negatively affected by obstruction 
or incontinence following LAR [45]. A picture defined as low 
anterior resection syndrome, characterized by fecal incontinence, 
sensation of urgency to defecate, incomplete defecation, sensation 
of incomplete evacuation following defecation and increased bowel 
motility has been observed in 25-80% of patients who underwent 
LAR. Low anterior resection syndrome largely affects the quality of 
life of the patients, such that some prefer the permanent colostomy 
option in a bid to overcome the symptoms [46,47]. Based on the 
findings of the application of the C30 and CR38 scales, no difference 
was found in the general health perception of patients who had 
undergone ALR or APR in a study by How et al. [48] involving 62 
patients with LAR or APR, although social and cognitive functions 
were observed to be better in patients who had undergone APR. 
The general health perception, and physical, emotional and social 
function were similar in patients who had undergone APR and LAR 
in a study by Dumont et al. [49], although problems with defecation 
occurring in patients who had undergone LAR, such as fecal 
incontinence, were reported to affect quality of life scores quite 
negatively.

Physical function was found to be similar in patients who had 
undergone APR and LAR in a study by Grumann et al. [50], although 
patients with APR had statistically significantly higher quality of life 
scores in terms of emotional function, social function and futurity 
perception. In a Cochrane systematic analysis published in 2012 
[51] evaluating the effect of a permanent stoma on quality of life 
in patients who underwent surgery for rectal cancer, quality of life 
was found to be no lower in patients with a permanent stoma than 
in patients with no permanent stoma. Furthermore, no difference in 
the quality of life was found between patients who underwent APR 
and LAR [50,52-54]. On the other hand, patients who underwent 
LAR achieved superior quality of life scores when compared to 
patients with APR in only some of the parameters included in the 
applied measures [55-57]; patients who underwent LAR were 
found to have better quality of life scores than those with LAR 
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[58,59] and one study demonstrated that patients with APR had 
statistically significantly higher quality of life scores than patients 
with LAR [60].

In a meta-analysis by Cornish et al. [7], 11 studies using the SF-
36, CR38 or C30 scales were evaluated, and no difference was found 
in the general health perception of the patients who underwent 
APR and LAR, although those with LAR were found to have higher 
quality of life scores in physical functions, where patients with 
APR had higher quality of life scores in emotional and cognitive 
functions. In a meta-analysis by Maslyankov et al. [61], 13 studies 
using the C30 or CR38 scales were analyzed, and no significant 
differences were found in the general health perception, physical 
function, emotional function and futurity perception of patients 
who had undergone APR and with LAR, while the quality of life 
measure points related to social function and body appearance 
were found to be significantly higher in patients who had LAR 
compared to those who had APR.

In the present study, on the other hand, the quality of life 
evaluation measure scores in patients who underwent APR 
were significantly higher in the physical function, emotional role 
difficulty, physical role difficulty, mental health, social functioning 
and general health perception parameters than in patients who 
underwent LAR in an evaluation carried out disregarding the 
postoperative complication status of the patients; however no 
difference was found in the pain parameters of the two groups. 
Confirming the hypothesis “the development of complications has a 
negative effect on the quality of life measure scores of patients who 
underwent LAR”, the difference that was once present was found to 
have disappeared in the physical function, physical role difficulty, 
emotional role difficulty, energy-stamina-vitality and general health 
perception parameters when the analysis was carried out including 
patients who underwent LAR with no complications and those who 
underwent APR. That said, the mental health and social functioning 
parameters were observed to become statistically significantly 
higher in patients who underwent LAR without complications 
when compared to patients with APR.

When the quality of life measure scores obtained in the present 
study were compared with the Turkish society mean SF36-measure 
scores published by Demiral et al. [62], the quality of life measure 
scores in patients who underwent robotic LAR were found to be 
almost equal to the normal values obtained in Turkish society and 
patients who underwent laparoscopic LAR with no complications 
followed those patients. The mean perception of general health 
in Turkish society has been demonstrated to be 71.6±16.1, while 
the general health perception scores in patients who underwent 
robotic LAR, laparoscopic LAR and laparoscopic APR in this present 
study were found to be almost equal to the mean SF-36 quality of 
life measure scores of the healthy Turkish population.

Among the patients who underwent a robotic LAR, five-year 
survival rates were reported at rates varying between 73 and 81% 

in literature [63,64], and no statistically significant difference has 
been identified between patients who were operated on using 
laparoscopic and robotic techniques in long-term survival [65,66]. 
The five-year local recurrence rate in patients undergoing robotic 
LAR have been reported to be about 2.3-5.9%, and no difference has 
been identified between the robotic and laparoscopic procedures in 
this regard, although robotic surgery has been found to be superior 
to conventional surgery [65,66]. No reliable statistical evaluation 
was performed in the present study in patients undergoing robotic 
LAR, since only nine patients underwent such a procedure, the 
operations were performed at a later time period compared to other 
operation types, and patients with robotic LAR had shorter duration 
of follow-up, although we observed that patients who underwent a 
robotic LAR scored better in the recurrence, metastasis, mortality 
and development of complications parameters. We believe that 
more reliable evaluations may be made with a larger number of 
cases, and with a five-year follow-up.

No objective evaluation of postoperative changes could be made 
in the present study, since no quality of life evaluations were made 
in the preoperative period. A preoperative evaluation of the SF-36 
quality of life measure after the diagnosis of rectal cancer, and after 
postoperative early and long-term evaluations, would allow a more 
objective evaluation of changes in quality of life.

The continuation of the intestinal passage in the treatment of 
rectal cancer is desired in every patient; however, the primary aim 
in the treatment of rectal cancer should be in line with oncological 
principles, and sphincter preserving surgery should be a secondary 
aim in this regard. Since no difference was found in the oncological 
outcome of patients who underwent APR and LAR, and that APR 
was found to be superior in terms of quality of life in the present 
study, the risk of development of complications should be evaluated 
carefully both pre- and intra operatively. It was concluded that 
patients who underwent LAR have a quite good quality of life when 
no complications develop, while their quality of life was poorer 
than that of patients with a permanent stoma when complications 
developed. In this regard, the preferred resection technique may be 
APR rather than restorative procedures when there is a high risk 
of complications, such as anastomotic stricture and anastomotic 
leakage.
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