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Abstract
Background The utilization of three-dimensional printing has grown rapidly within the field of surgery over recent years. 
Within the subspecialty of colorectal surgery, the technology has been used to create personalized anatomical models for 
preoperative planning, models for surgical training, and occasionally customized implantable devices and surgical instru-
ments. We aim to provide a systematic review of the current literature discussing clinical applications of three-dimensional 
printing in colorectal surgery.
Methods Full-text studies published in English which described the application of 3D printing in pre-surgical planning, 
advanced surgical planning, and patient education within the field of colorectal surgery were included. Exclusion criteria 
were duplicate articles, review papers, studies exclusively dealing with surgical training and/or education, studies which used 
only virtual models, and studies which described colorectal cancer only as it pertained to other organs.
Results Eighteen studies were included in this review. There were two randomized controlled trials, one retrospective out-
comes study, five case reports/series, one animal model, and nine technical notes/feasibility studies. There were three studies 
on advanced surgical planning/device manufacturing, six on pre-surgical planning, two on pelvic anatomy modeling, eight 
on various types of anatomy modeling, and one on patient education.
Conclusions While more studies with a higher level of evidence are needed, the findings of this review suggest many prom-
ising applications of three-dimensional printing within the field of colorectal surgery with the potential to improve patient 
outcomes and experiences.
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Introduction

Traditionally, surgeons have used two-dimensional (2D) 
imaging modalities such as computed tomography (CT) 
or magnetic resonance imaging (MRI) to evaluate patient 
anatomy for the purposes of diagnostics and surgical plan-
ning. With the advent of three-dimensional (3D) printing 
technology came the potential for its application in surgical 
practices by providing surgeons with improved visual and 
tactile interaction with complex anatomy [1]. This repli-
cates surgeons’ experience in the operating room, in which 
spatial relationships and touch contribute immensely to the 
ability to confirm anatomy and determine which structures 
can safely be altered or removed. Additionally, processing 
complex information for surgical planning can take less time 
with the aid of a 3D printed structure compared to tradi-
tional 2D imaging [2]. Accordingly, the number of medical 
centers in the United States with 3D printing capabilities 
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is growing rapidly [3]. Initially, 3D printing was primarily 
embraced by subspecialties such as maxillofacial surgery, 
orthopedics, and neurosurgery, likely due to the complex 
bony reconstructions and frequent use of prostheses inher-
ent to these specialties [4]. In more recent years, the field of 
general surgery has begun to adopt the technology for the 
benefit of both direct patient care and education for medical 
learners and patients.

In colorectal surgery specifically, 3D printing has been 
used to create personalized anatomical models, largely for 
preoperative planning, as well as models for surgical training 
[5]. There has been little in the way of implantable medical 
device design and/or advanced surgical planning, which 
denotes the actual utilization of 3D printed materials in 
the operative setting. Given the rapid evolution of the field, 
previous reviews of 3D printing in colorectal surgery are 
dated, missing current and relevant additions to the literature 
[5–7]. There is a recent and thorough paper discussing the 
role of 3D printing in surgical education with respect to 
colorectal surgery, thus the topic of trainee education will 
not be addressed in this paper [8]. Instead, this review will 
focus on the current clinical applications of 3D printing in 
colorectal surgery.

The aim of this review is to summarize the current 
clinical applications of 3D printing in colorectal surgery in 
order to understand current uses, gaps in the literature, and 
potential for future directions.

Methods and materials

The Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses (PRISMA) guidelines were used to conduct 
this systematic review [9]. The completed PRISMA checklist 
can be found in Appendix A. No funding was obtained for 
this study.

Literature search

The electronic databases searched to identify studies for 
this review were PubMed/MEDLINE, Google Scholar, and 
Cochrane. Keywords in the search strategy included “3D 
printing,” “3D model,” “colorectal,” “colorectal surgery,” 
“rectal surgery,” “colorectal cancer,” and “inflammatory 
bowel disease,” as well as abbreviations and synonyms. 
MeSH terms were employed. The final search was performed 
on 10 August 2023.

Inclusion criteria

All full-text studies published in English which described 
the application of 3D printing in pre-surgical planning, 
advanced surgical planning (intra-operative guidance), and 

patient education as they pertained to the field of colorectal 
surgery were included.

Exclusion criteria

Duplicate articles, review papers, studies which exclusively 
dealt with surgical training and/or education, studies which 
used only virtual and not printed models, and studies which 
described colorectal cancer only as it pertained to other 
organs (e.g., liver metastases of colorectal cancer) were 
excluded.

Screening and data extraction

Title and abstract screening were performed by one 
reviewer (Habermann A). Three additional reviewers 
(Amendola M, Cohen S, and Timmerman W) were pre-
sented the search results and assisted in determining which 
studies met inclusion criteria. Information extracted from 
each study utilized in this review included title, author, 
date of publication, patient demographics, indication for 
3D modeling, type of 3D model, methodology of seg-
mentation, time and cost of 3D modeling, clinical out-
comes, surgeons’ evaluation of clinical utility, and patient 
satisfaction.

Data analysis/synthesis

The results were divided into the following categories 
based on study purpose: advanced surgical planning/
device manufacturing, pre-surgical planning, anatomical 
model (subdivided into pelvic anatomy model, vascular 
anatomy model, fistula anatomy model, ileal pouch anat-
omy model), and patient education. Advanced surgical 
planning refers to 3D printed models that are incorporated 
into the actual operation and not just used as a visual aid. 
Papers in each category were compared with regards to 
study type, imaging modality used, type of model cre-
ated, manufacturing details, and cost. Metanalysis was 
not performed given the small number of studies in each 
category and the inconsistency of data reporting between 
papers.

Results

The search identified 465 papers, and after removing dupli-
cates and screening for relevance, yielded 41 results. After 
applying the inclusion and exclusion criteria, 18 papers 
remained (Fig. 1). There were eleven studies from Asia and 
seven studies from Europe; there were not any studies from 
the United States or North America. The studies were pub-
lished between 2016 and 2023. There were two randomized 
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controlled trials, one retrospective outcomes study, five case 
reports/series, one animal model, and nine technical notes/
feasibility studies. Models were derived from CT in twelve 
studies and MRI in three studies; in three papers models 
were not based on a 2D imaging modality. Further details 
regarding the details of 3D models and prints in these studies 
can be found in Table 1.

For the purposes of this review, the papers were divided 
into the following categories: advanced surgical planning/
device manufacturing (3), pre-surgical planning (6), pelvic 
anatomy model (2), vascular anatomy model (3), fistula 
anatomy model (2), ileal pouch anatomy model (1), and 
patient education (1). A summary of study characteristics 
and findings can be found in Table 2.

Fig. 1  PRISMA flow chart
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Advanced surgical planning and device 
manufacturing

Cui et al. created a 3D printed guiding device for sacral 
nerve stimulator implantation for two patients [10]. 
Segmentation was performed with Materialise Magics 3D 
Print Suite (Leuven, Belgium) using CT images and models 
were printed on a Lite300 3D printer (Uniontech, Shanghai, 
China) with liquid photopolymer (Somos XC11122, 
Heerlen, Netherland) as the printing material. The models 
were comprised of two parts: the basement part, which was 
flat template with a mild curve that matched the contour 
of the buttocks surface and included holes positioned over 
the target anatomy, and the cylinder part, which included 

hollow cylinders designed to encircle the test needles. 
The 3D printed models were used to perform sacral nerve 
stimulation in two patients. In both cases, the stimulator 
was placed at the target on the first attempt, operative time 
was < 20 min, no complications were reported, and patients 
reported > 50% symptom relief.

Lin et  al. 3D printed colorectal stents for malignant 
large bowel obstruction in animal models [11]. These self-
expandable stents were designed to mimic octopus suckers, 
tree frog toe pads, and gecko feet due to their adhesive 
properties. The stents were 3D printed on a fused filament 
fabrication printer (Allcct, Wuhan, China) using polylactic 
acid/polyurethane/drug composite filaments. Compared to 
stents without bioinspired microstructures, these bioinspired 

Table 1  Summary of characteristics of the studies included in this review
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stents demonstrated better antimigration ability. The stents 
were tested and found to function as effective drug carriers. 
Additionally, their photothermal performance was evaluated 
and the stents were shown to induce hyperthermic tumor 
ablation in vitro and in vivo. Transanal placement of the 
stents was performed in rabbits successfully and easily. 
These authors describe the promising potential of 3D 
printed bioinspired colorectal stents to restore the size of the 
intestinal lumen, reduce the possibility of stent migration, 
and possibly deliver pharmacologic and hyperthermic 
therapies.

Pérez Lara et al. used 3D printing to create a specific 
curette for use in surgical treatment of perianal fistula [12]. 
As a proof of concept, they created a curette composed 
of two lateral rings through which suture could be 
threaded, allowing the curette to be pulled back and forth 
along the entire tract, and a central structure of discs in 
a stacked radial arrangement, allowing for 360° resection 
of fibrinous tissue. The instruments were printed using 
surgical steel. The authors report an increase in success 
rate of fistula sealing from 67 to 88% with use of their 3D 

Table 2  Information regarding 
printing process and materials. 
Printing time, production 
time, and cost are reported per 
individual model

CT computed tomography; RCT  randomized controlled trial; CME complete mesocolic excision; AAA  
abdominal aortic aneurysm; MRI magnetic resonance imaging
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printed instrument in conjunction with fibrin plugging as 
compared to fibrin plugging alone.

Pre‑surgical planning

Hojo et al. wrote a case report detailing the application 
of 3D printing in the care of an 89-year-old male with 
recurrent abdominal aortic aneurysm (AAA) after prior 
endovascular aneurysm repair (EVAR) and descending 
colon cancer which was diagnosed incidentally as part of 
workup for AAA revision [13]. CT scans were used to create 
3D printed models of the AAA and colon with sculpted skin 
cover mimicking pneumoperitoneum in order to evaluate the 
safety of the procedure. The model revealed to the surgical 
team that using standard port placement they were unable 
to maneuver their instruments in a way that would allow 
them to perform the surgery. Therefore, they used the 3D 
printed model to attempt a lateral approach with specific 
port placements, which did allow for proper maneuvering. 
In the operating room, the ports were arranged to match 
the 3D model simulation and the descending colectomy was 
completed without complication. This paper illustrates the 
capability of presurgical planning using 3D printed models 
to alter surgical approach in a way that allows for safer 
procedures.

Garcia-Granero et  al. created a 3D printed model 
for presurgical planning for a male patient with colon 
cancer scheduled for right hemicolectomy [14]. These 
authors’ particular focus was on replicating relevant 
vascular anatomy in hopes of decreasing the risk of 
bleeding while performing complete mesocolic excision 
(CME) with D3-lymphadenectomy. A laparoscopic 
colorectal surgeon delineated structures using CT scans 
to create 3D models of the organs and vascular structures 
encountered during gastrocolic trunk of Henle dissection 
and D3-lymphadenectomy. The model was printed using 
acrylonitrile to reproduce the arterial and portal systems and 
transparent polyurethane rubber to reproduce the stomach, 
duodenum, and pancreas. Surgery was planned based on the 
model and ultimately a laparoscopic right hemicolectomy 
with CME and high ligation of the ileocolic, right colic, 
and right branch of the middle colic vessels was performed, 
including D3-lymphadenectomy with dissection of the 
gastrocolic trunk of Henle and the surgical trunk of Gillot. 
Operative time was 190 min and no intraoperative bleeding 
or complications were reported. The patient was discharged 
on postoperative day four after an uncomplicated course and 
R0 resection was achieved with 24 lymph nodes detected. 
This study highlights the use of 3D printed models to plan 
and perform a safe and uncomplicated colonic resection.

Chen et  al. conducted a prospective randomized 
controlled trial including 61 patients with right-sided colon 
cancer set to undergo laparoscopic right hemicolectomy 

with CME who were randomized to 3D printed, 3D 
image, or control groups [15]. In the 3D printed and 3D 
image groups, CT angiography was used to perform a 
3D reconstruction using Materialise Mimics 21 software 
(Materialise, Belgium). Geomagic studio 2014 (3D System, 
America) and ZBrush R8 (Pixologic, America) were used 
for post processing. In the 3D printed group, the blood 
vessels were printed using thermoplastic urethane (TPU), 
the right hemicolon was printed using transparent resin, and 
the tumor was printed using silica gel. Materials cost per 
printed model was $290.50. The study found that duration 
of surgery and bleeding volume were significantly lower in 
the 3D printed and 3D image groups compared to the control 
group; these metrics were also significantly lower in the 3D 
printed group compared to the 3D image group. Number of 
lymph nodes dissected was significantly higher in the 3D 
printed and 3D image groups compared to the control group. 
These benefits continued to be seen to variable extents when 
surgeon experience was taken into account. Additionally, the 
medical expenses of the 3D printed group were significantly 
less than that of the control group and patients in the 3D 
printed group reported higher satisfaction with effective 
communication compared to those in the 3D image and 
control groups. This prospective randomized controlled trial 
regarding 3D printing in colorectal surgeries shows great 
promise for the field.

Lu et al. conducted a prospective randomized controlled 
trial to investigate the effects of presurgical planning 
with 3D printed models on perioperative outcomes in 
laparoscopic radical resection of rectal cancer [16]. The 
study enrolled 50 patients with rectal cancer scheduled to 
undergo laparoscopic radical resection, and the patients were 
randomly divided into a 3D model and control group. There 
were no significant differences in patient characteristics 
between the groups. In the 3D printed model group, CT 
images were used to create pelvic models that contained 
vasculature, bony structures, ureters, and the tumor with 
surrounding rectal tissue. These models were printed in 
resin white material by high-precision stereolithography 
(SLA) photocuring process and were used for preoperative 
planning. The study reports a statistically significant 
reduction in operative time, intraoperative blood loss, 
intraoperative time to locate the inferior mesenteric artery 
(IMA), intraoperative time to locate the left colic artery, and 
length of hospital stay. The authors conclude that 3D printed 
pelvic models have the potential to improve perioperative 
outcomes.

Hojo et  al. performed a retrospective study using a 
propensity matched analysis to assess surgical outcomes 
after utilization of a 3D printed pelvic model for presurgical 
planning in lateral lymph node harvest [17]. One hundred 
and fifteen patients who had previously undergone lateral 
pelvic lymph node dissection for colorectal cancer were 
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enrolled, some of whom had 3D printed models made 
preoperatively for surgical planning. After applying 
exclusion criteria and performing propensity matching, 35 
patients each were assigned to the 3D printed and control 
groups. There were no significant differences between 
group characteristics. The 3D models were made from CT 
images using Osirix MD (Pixmeo Sarl, Bernex, Venice, 
CA) and Meshmixer 3.5 (Autodesk Inc, Venice, CA). The 
models were printed with polylactic acid on an Axiom Dual 
Extruder 3D printer (Airwolf 3D, Fountain Valley, CA) and 
included bone, vessels, muscles, nerves, and lymph nodes. 
The authors report significantly higher number of harvested 
lateral pelvic lymph nodes in the 3D model group than in 
the control group.

Jeri-McFarlane et al. report a case series of 3D printed 
models used for preoperative planning in four patients 
with perianal Crohn’s disease complicated by abscess 
[18]. MRI images were used to create 3D models with an 
artificial intelligence algorithm, and these models were 
used for planning prior to and reference during the surgical 
procedures, which included the placement of setons and 
drainage of abscesses. The authors recorded whether the 
internal fistula orifice(s) was or were located in the area 
indicated by the 3D reconstruction, if seton placement 
in the main fistula tracts was possible, and if abscesses 
were adequately drained. In all four cases, setons were 
successfully placed in the fistula tracts, the internal fistula 
orifice was localized, and the abscess was adequately 
drained, as confirmed by postoperative MRI. The authors 
concluded that 3D reconstruction of complex fistulas aids 
surgeons in identification of secondary fistula, internal anal 
orifices, and occult/deep abscess, which may otherwise be 
challenging to identify on MRI alone.

Pelvic anatomy model

Hamabe and Ito created 3D printed models from CT scans 
of two patients: a healthy male volunteer and a female with 
rectal cancer [19]. A colorectal surgeon identified pelvic 
bone, muscles, internal and iliac vessels and their branches, 
nerves, and urogenital organs for segmentation. The models 
were printed on an Object500 Connex3 3D printer (Strata-
sys, Eden Prairie, MN, USA) using ultraviolet-cured resin as 
the printing material. The cost was $2250 per model. Print 
time per model was 37 h 30 min for the male model and 34 h 
20 min for the female model. The models were able to be 
cleaved sagitally along the midline to facilitate visualization. 
These models were compared with laparoscopic surgical 
images and found by the authors to be reliable.

Hojo et  al. manufactured 3D printed models 
preoperatively from CT scans of 22 patients who underwent 
lateral pelvic lymph node dissection for rectal cancer [20]. 
The images were segmented to create a virtual model that 

included relevant anatomical structures, and Meshmixer 
3.5 (Autodesk Inc., Venice, CA, USA) was used to repair 
missing or damaged structures in the initial 3D image. The 
models were printed with white polylactic acid of 2.85 mm 
diameter using an Axiom Dual Extruder 3D Printer (Airwolf 
3D, Fountain Valley, CA, USA). The cost was approximately 
$15 per model. Printing time decreased from 40 to 22 h 
between the first and last case. Thirty colorectal surgeons 
subjectively evaluated virtual and printed models and 
scored them in several areas based on a 5-point Likert scale. 
The mean score for utility of the models in understanding 
anatomy was 4.68 overall, 4.79 in cases with lateral 
pelvic node (LPN) metastasis, and 4.38 in cases without 
LPN metastasis. The study subjects showed a statistically 
significant preference for printed models over virtual models 
in terms of spatial comprehension and ease of use.

Vascular anatomy model

Andersen et al. created 3D printed models from 32 CT scans 
to assess the spatial relationship of variations in mesenteric 
vascular anatomy [21]. Osirix MD (Pixmeo, Bernex, 
Switzerland), Mimics Medical (Materialise NV, Leuven, 
Belgium), and 3-matic Medical (Materialise NV, Leuven, 
Belgium) software were used for segmentation image 
processing. Parameters including distances between arterial 
origins; the ileocolic artery (ICA), middle colic artery 
(MCA), and right colic artery (RCA); the distance from 
the MCA origin to its bifurcation; and vessel caliber were 
measured on the virtual models. The models were printed 
in cases of unusual or complex anatomy that was not well 
understood with virtual models alone. Such models were 
printed using Form1 + SLA printer (Formlabs, Sommerville, 
MA, USA) onto Formlabs photopolymer photoactive resin. 
Using virtual and physical models, the authors determined 
that MCA bifurcation was left of the superior mesenteric 
vein (SMV) in 4 (12.1%), in front of SMV in 17 (53.1%) and 
right of SMV in 11 (34.4%) models. Median distance from 
the MCA origin to bifurcation was 3.21 (1.18–15.60) cm and 
accessory MCA occurred in 31.3% of models. The authors 
conclude that virtual and printed 3D models allowed for 
detailed assessment of the multiple variations of mesenteric 
vascular anatomy.

Luzon et al. also assessed mesenteric vascular anatomy 
using 3D printing [22]. In this paper, 22 patients undergoing 
right hemicolectomy with D3 lymphadenectomy had CT 
scans rendered to 3D models using Osirix MD (Pixmeo, 
Bernex, Switzerland), Mimics Medical (Materialise NV, 
Leuven, Belgium), and 3-matic Medical (Materialise NV, 
Leuven, Belgium) software. The Form1 + SLA printer 
(Formlabs, Sommerville, MA, USA) was used to print the 
models onto Formlabs photoactive resin. Total material 
cost per model was $24–31 and 4–6 h was needed to print 
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each model. Four parameters measured: distance between 
the origins of the ileocolic and the middle colic artery, 
distance between the termination of the gastrocolic trunk 
and the ileocolic vein, and the calibers of the middle colic 
and ileocolic arteries. When compared to perioperative 
measurements, there was strong correlation between 
interarterial distances and weak correlation between 
intervenous distances. This paper demonstrates the value 
as well as current limitations of using 3D printing for 
mesenteric vascular modeling.

Hojo et  al. 3D retrospectively printed deformable 
vascular models for patients who underwent laparoscopic 
right hemicolectomy [23]. Five patients who had previously 
undergone laparoscopic right hemicolectomy with D3 
lymphadenectomy for colon cancer at the hepatic flexure 
were enrolled in the study. Using CT images, segmentation 
was performed using Osirix MD software (Pixmeo Sarl, 
Bernex, Switzerland) and modifications were performed 
using Meshmixer 3.5 software (Autodesk Inc., Venice, 
CA, USA). The images were printed on an Axiom Dual 
Extruder 3D printer (Airwolf 3D, Fountain Valley, CA, 
USA), using polylactic acid for the pancreas and duodenum 
and flexible thermoplastic polyurethane for the superior 
mesenteric artery (SMA) and SMV and their branches. 
Average printing time was ten hours with time decreasing 
with each subsequent model, and the average materials cost 
per model was $10. The authors retrospectively compared 
the individual deformable 3D models with the intraoperative 
views of the arrangement of the vessels during the high 
tying of the main vasculature, obtained from intraoperative 
videos, and found the models to be accurate. The deformable 
model proved useful in replicating the changes in spatial 
arrangement of the superior mesenteric vasculature caused 
by transverse colon mobilization.

Fistula anatomy model

Sahnan et al. used MRI to construct 3D printed models 
of complex perianal fistulas [24]. Segmentation was 
performed from T2-weighted MRI sequences by a 
gastrointestinal radiologist. The files were prepared using 
Cura software (Ultimaker Cura 3.0.4, Ultimaker B.V., 
4191 PN Geldermalsen, The Netherlands) and printed 
on an Ultimaker 3 Extended 3D printer. Animation was 
also created in collaboration with Touch Surgery™. Each 
model took approximately 60 min to make. Three models 
were created: a trans-sphincteric fistula with infralevator 
extension, a trans-sphincteric fistula with a horseshoe, and a 
complex trans-sphincteric and intersphincteric fistulas. This 
paper demonstrates the feasibility of 3D printing perianal 
fistula models.

Smith et al. used MRI to create 3D printed models of 
complex perianal Crohn’s disease [25]. Ten patients who 
had previously undergone pelvic MRI for perianal Crohn’s 
disease were selected for 3D modeling due to complexity 
of their fistulas. Seed-based region growing was employed 
to segment 3D images from T2-weighted MRI sequences, 
and these images were printed on a Zortrax printer (Zortrax, 
M200, Poland). Five experienced colorectal surgeons were 
given summaries of the clinical scenarios and 2D images 
and from this information drew their perceived anatomy 
and proposed an operative plan. These surgeons were then 
presented with 3D images and models of the same patients 
and recorded changes to their anatomical assessment and 
operative plan. The 3D images and models resulted in a 
change in anatomical interpretation in 50% of assessments 
(a change was defined as 4 out of 5 surgeons changing their 
anatomic interpretation after interacting with the 3D mod-
els). The authors reported that all participants agreed that 
the 3D images/models made interpretation of the anatomy 
much faster and would be useful in their clinical practice.

Ileal pouch anatomy model

Yokose et al. used 3D printing to create a preoperative 
simulation of ileal pouch-anal anastomosis in patients 
with ulcerative colitis (UC) who had previously undergone 
restorative proctocolectomy [26]. CT scans of six patients 
who had received hand sewn ileal pouch-anal anastomosis 
(IAA) and 5 patients who had received stapled ileal pouch-
anal canal anastomosis (IACA) were used to create 3D 
printed models. The models were reconstructed using 
Ziostation 2 (Ziosoft) and Mexmisher 3.5 (Autodesk Inc) 
software and were printed on an Axiom Dual Extruder 3D 
printer (Airwolf 3D) using deformable PolyFlex TPU95 
White 2.85 mm (Polymaker) material. The materials cost 
about $20 per model and the printing time was about 70 h 
per model. Using these models, several arterial distances 
were measured, and it was determined that the distance 
between SMA root and tip of ileal artery was longer in IAA 
group than IACA group. Additionally, distance from tip of 
ileal artery to coccyx and to lower edge of pubis were longer 
in IACA group than IAA group. This study demonstrates 
the correlation between anatomic vasculature distances, 
as measured by 3D printed models, with the type of ileal 
pouch anastomosis created in patients who had previously 
undergone restorative proctocolectomy for UC.

Patient education

Tominaga et al. created 3D stoma models and face plates 
for patient education about stoma care [27]. 3D graphics for 
each stoma were created using an Artec 3D scanner (Artec, 
Luxembourg, Luxembourg), customized with Geomagic 
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Free Form (Geomagic, Cary, N.C., USA) graphics, and 
printed with an Objet260 Connex printer (Stratasys, Eden 
Prairie, Minn., USA). Five patients used the models to 
practice stoma care, troubleshooting problems with the 
stoma, and cutting their own plates. Cost was about $100 
per patient and the models took several days to create. 
All patients reported understand problems related to their 
stomas and became self-reliant in stoma care. This case 
series exemplifies the utility of 3D printing technology 
in educating patient about their own anatomy and disease 
processes.

Discussion

This systematic review provides an overview of the current 
clinical applications of 3D printing in the field of colorectal 
surgery. A thorough literature search revealed a small 
number of studies (18) that met inclusion criteria, and of 
these studies, the majority were technical notes, feasibility 
studies, or case reports. This indicates that 3D printing 
in colorectal surgery is in its early stages, and the papers 
included in this review suggest that there is significant 
potential for increased application of the technology within 
the field.

Lack of familiarity with or access to the technology, cost, 
and production time have all contribute to the slow imple-
mentation of 3D printing in colorectal surgery [5]. Cost per 
model reported in these papers ranged from $10 to 100 with 
one outlier of $2250, in which ultraviolet cured resin was 
used as the printing material [19, 20, 22, 23, 26]. There is 
of course the additional cost of the printer itself and the time 
and salary of the staff involved in production. To alleviate 
financial stain, recent efforts have included current Medi-
care experimental codes for potential future payments as it 
relates to the reimbursement for the use of 3D printing and 
other advance manufacturing approaches at the point of care 
[28, 29]. Production time varied widely, largely due to the 
discrepancy in whether pre- and postproduction processing 
were included with print time, but estimates ranged from 
one hours to several days per model [19, 20, 22–24, 26, 27]. 
Several studies reported that with each iteration, production 
time became progressively shorter [20, 23]. Others note that 
the actual print time is an automated process which does not 
require active contribution from or the constant presence of 
the production team [26]. Both cost and production time 
are of course in part determined by the complexity of the 
model and the materials used. Traditional 3D models were 
rigid, with poor ability to mimic living tissue [30]. However, 
advancements continue to be made in 3D printing material, 
and the recent creation of deformable models suggests that 

3D printed models will only become more realistic with time 
[23, 26].

The papers included in this review describe various 
applications for 3D printing in abdominopelvic colorectal 
surgery, although only five such studies included in this 
review actually use their models in a clinical setting 
[13–17]. These papers include two prospective randomized 
controlled trials, two case reports, and one retrospective 
outcomes study. The two case reports demonstrated 
favorable outcomes, with one even describing a change 
in surgical approach preoperatively after working with 
the 3D model [13, 14]. The retrospective outcomes study 
is propensity matched and identifies improvement in 
lymph node harvesting when 3D models are examined 
preoperatively [20]. Chen’s randomized controlled trial 
is a well-designed study which showed statistically 
significant benefit for operative time, blood loss, number 
of lymph nodes dissected, and medical cost in 3D model 
groups compared to the control group [15]. Lu’s similarly 
impactful study documented equally impressive outcomes, 
including significantly reduced operative time, blood loss, 
and hospital length of stay [16]. While these are the only 
two studies of their kind currently in the literature, they 
suggests great promise for the application of 3D printing 
in colorectal clinical practice. Additional prospective 
randomized controlled trials in the future would help solidify 
this conclusion. The rest of the studies describing clinical 
applications of 3D printing in abdominal colorectal surgery 
simply discuss the feasibility and accuracy of 3D printing 
in creating anatomical models [19–26]. Specific anatomical 
focuses included pelvic anatomy, vascular anatomy, 
perianal fistula, and ileal pouch. While several of these 
studies describe surgeon satisfaction with these models in a 
theoretical setting, they do not prove the clinical application 
of 3D printing in colorectal surgery.

There are few studies that evaluate the role of 3D 
printing in anorectal surgery, and those included in this 
paper focus specifically on perianal fistula. In only two of 
these four papers were 3D printed models used for clinical 
applications; the other two reported ability to create models 
and surgeons’ evaluation of the models’ potentially utility 
[18, 24, 25]. One of these papers was a proof of concept 
which reported favorable outcomes but lacked granularity 
of detail in terms of patient outcomes [12]. While perianal 
fistulas are often diagnosed by physical exam alone, imaging 
modalities currently used to evaluate fistulas with complex 
anatomy include MRI and endoanal ultrasound. A 2012 
meta-analysis reports sensitivities of 0.87 for both of these 
modalities and specificities of 0.69 and 0.43 for MRI and 
endoanal ultrasound, respectively [31]. The paper notes that 
both specificity values are considered to be diagnostically 
poor. In light of this, there seems to be a role for 3D printing 
in better understanding complex perianal fistula anatomy 
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although further studies are warranted to confirm its efficacy. 
To date, 3D printing for other anorectal pathologies, such 
as hemorrhoids, anal tumors, and anal fissures, has not been 
studied.

Even more sparse are publications related to 3D printing 
and advanced surgical planning or device design. Of the 
three papers discussed in this review, two use 3D printed 
devices to treat human subjects, with the devices in these 
cases being a 3D printed, patient-specific guidance system 
to facilitate sacral nerve stimulation and a 3D printed curette 
for excision of perianal fistula tracts [10, 12]. The other 
device described in this review is a 3D printed colorectal 
stent intended for use in obstructing colon masses, however 
the model has only been tested in animals thus far [11]. 
While these technologies show promise the potential 
utilization of 3D printing in advanced surgical planning 
and device design in the field of colorectal surgery has been 
largely untapped.

There was one study included in this review that examined 
the value of 3D printing specifically for patient education; 
this article detailed the benefit of 3D printed stoma models 
on patient’s ability to become self-reliant with stoma care 
[27]. Chen et al. also commented on how being shown 3D 
models of their anatomy increased patient’s satisfaction with 
effective communication, although this was a secondary 
outcome [15]. Beyond this, there is a paucity of literature 
related specifically to 3D printing for patient education in 
colorectal surgery. In other surgical subspecialties such as 
orthopedics, pediatric surgery, and urology, 3D printing 
has been used for the explicit purpose of patient education 
with statistically significant improvements in patient 
understanding of their disease processes and surgical 
procedures [32–35]. Surely similar strides could be made in 
the field of colorectal surgery.

While this review did not include papers regarding 3D 
printing in student/trainee education, there have been several 
such studies in the field of colorectal surgery that have shown 
promise. 3D printed models have been shown to improve 
interns’ understanding of gastrocolic trunk anatomy, to 
serve as an informative adjunct to medical students’ cadaver 
lab, and to improve surgical residents’ understanding of 
perianal fistula anatomy [36–38]. In addition, several 3D 
printed small and large bowel anastomosis simulators have 
been studied for use by junior residents, senior residents, 
and attendings [39–41]. Participants in these studies largely 
considered the models useful for educational purposes, 
although they noted areas for improvement in product 
quality related to similarity to actual bowel.

There were several limitations of this review paper which 
should be addressed. As previously noted, there is a paucity 
of literature describing clinical applications 3D printing 
in colorectal surgery. From this already small pool, most 
publications are feasibility studies or technical notes, which 

do not directly examine clinical application. Of the papers 
included in this review, only four actually employed their 
models for use in the operating room. Only one study in 
this review was a prospective randomized controlled trial. 
Additionally, as many papers omit cost in their analysis, it is 
difficult to determine the value proposition of these clinical 
applications. The low level of evidence provided by the 
majority of papers included in this review does very little to 
directly prove the utility of 3D printing in colorectal surgery.

There are several potential future directions for this 
technology. Of foremost importance is the addition of 
prospective randomized controlled trials to the literature 
in order to quantitatively demonstrate the benefits of 3D 
printing in colorectal surgery. There is much opportunity 
to conduct these studies within the domain of presurgical 
planning. Such trials should compare objective variables 
such as cost, printing/processing time, operative time, 
estimated blood loss, and intraoperative complications 
between 3D printed and control groups. Regarding case 
reports and case series, much of the currently literature omits 
such quantifiable data as mentioned above, which are crucial 
to understanding the advantages of the technology. If future 
case reports and case series were to include more objective 
evidence, this would strengthen the body of literature on 
3D printing in colorectal surgery. Additionally, there may 
be value in focusing the technology on areas of particular 
anatomic intricacy, such as complex anorectal pathology or 
aberrant vasculature, in order to achieve maximum benefit. 
Finally, there seems to be great potential for the use of 3D 
printing for patient education in colorectal surgery, and the 
scarceness of literature on this topic leaves room for future 
studies to expand on this technology’s ability to improve 
patient communication and understanding.

Conclusion

This systematic review assesses the current state of 
literature regarding the clinical applications of 3D printing 
in colorectal surgery. This review is comprised mostly of 
feasibility studies and technical notes, which highlight 
the ability 3D models to demonstrate complex spatial 
relationships. There also appears to be a benefit regarding 
patient understanding and education. Whether 3D printing 
ultimately impacts outcomes in colorectal surgery is yet to be 
seen, as this was only adequately studied by one paper in this 
review, in which results were favorable. While the literature 
to date is in need of higher level studies to prove the clinical 
utility of 3D printing in colorectal surgery, the findings of 
this review do suggest many promising applications within 
the field with the potential to improve patient outcomes and 
experiences.
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5
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screened each 
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report retrieved, 
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they worked 
independently, 
and, if 
applicable, 
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to collect data 
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collected data 
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they worked 
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any processes 
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applicable, 
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tools used in the 
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of bias 
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many reviewers 
assessed 
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and whether 
they worked 
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applicable, 
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6
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in the synthesis 
or presentation 
of results
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  Synthesis 
methods
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synthesis (such 
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for each 
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  Synthesis 
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prepare the data 
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such as handling 
of missing 
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6–7
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analysis, meta-
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recommendations 
due to paucity of 
evidence

  Synthesis 
methods

#13f Describe any 
sensitivity 
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not synthesized 
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assess certainty 
(or confidence) 
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not synthesized 
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as confidence/
credible 
interval), ideally 
using structured 
tables or plots

10–20

  Results of 
syntheses

#20a For each 
synthesis, briefly 
summarise the 
characteristics 
and risk of 
bias among 
contributing 
studies

n/a- results were 
not synthesized 
into individual 
recommendations 
due to paucity of 
evidence

  Results of 
syntheses

#20b Present results 
of all statistical 
syntheses 
conducted. If 
meta-analysis 
was done, 
present for each 
the summary 
estimate and its 
precision (such 
as confidence/
credible 
interval) and 
measures of 
statistical 
heterogeneity. 
If comparing 
groups, describe 
the direction of 
the effect

n/a- results were 
not synthesized 
into individual 
recommendations 
due to paucity of 
evidence

  Results of 
syntheses

#20c Present results of 
all investigations 
of possible 
causes of 
heterogeneity 
among study 
results

n/a- results were 
not synthesized 
into individual 
recommendations 
due to paucity of 
evidence

  Results of 
syntheses

#20d Present results of 
all sensitivity 
analyses 
conducted 
to assess the 
robustness of 
the synthesised 
results

n/a- results were 
not synthesized 
into individual 
recommendations 
due to paucity of 
evidence

http://www.prisma-statement.org/PRISMAStatement/FlowDiagram
http://www.prisma-statement.org/PRISMAStatement/FlowDiagram
http://www.prisma-statement.org/PRISMAStatement/FlowDiagram
http://www.prisma-statement.org/PRISMAStatement/FlowDiagram
http://www.prisma-statement.org/PRISMAStatement/FlowDiagram
http://www.prisma-statement.org/PRISMAStatement/FlowDiagram


 International Journal of Colorectal Disease          (2024) 39:127   127  Page 14 of 16

Reporting Item Page Number

  Risk of 
reporting 
biases in 
syntheses

#21 Present 
assessments 
of risk of bias 
due to missing 
results (arising 
from reporting 
biases) for 
each synthesis 
assessed

n/a- results were 
not synthesized 
into individual 
recommendations 
due to paucity of 
evidence

  Certainty of 
evidence

#22 Present 
assessments of 
certainty (or 
confidence) 
in the body of 
evidence for 
each outcome 
assessed

n/a- results were 
not synthesized 
into individual 
recommendations 
due to paucity of 
evidence

Discussion
  Results in 

context
#23a Provide a general 

interpretation of 
the results in the 
context of other 
evidence

22–27

  Limitations 
of included 
studies

#23b Discuss any 
limitations of 
the evidence 
included in the 
review

26

  Limitations of 
the review 
methods

#23c Discuss any 
limitations 
of the review 
processes used

26

  Implications #23d Discuss 
implications of 
the results for 
practice, policy, 
and future 
research

26–27

Other information
  Registration and 

protocol
#24a Provide 

registration 
information 
for the review, 
including 
register name 
and registration 
number, or 
state that the 
review was not 
registered

n/a- review not 
registered

  Registration and 
protocol

#24b Indicate where the 
review protocol 
can be accessed, 
or state that a 
protocol was not 
prepared

n/a- protocol was 
not prepared

Reporting Item Page Number

  Registration and 
protocol

#24c Describe and 
explain any 
amendments 
to information 
provided at 
registration or in 
the protocol

n/a

  Support #25 Describe sources 
of financial or 
non-financial 
support for 
the review, 
and the role of 
the funders or 
sponsors in the 
review

3

  Competing 
interests

#26 Declare any 
competing 
interests of 
review authors

3

  Availability of 
data, code, and 
other materials

#27 Report which of 
the following 
are publicly 
available and 
where they 
can be found: 
template data 
collection 
forms; data 
extracted from 
included studies; 
data used for 
all analyses; 
analytic code; 
any other 
materials used 
in the review

n/a- not publicly 
available

Author contributions Alyssa Habermann: Performed literature search, 
acquired and interpreted data, selected studies for inclusion, drafted 
and revised the article, provided final approval of the version to be 
published.

William Timmerman: Contributed to literature search and selecting 
studies for inclusion, revised the article, provided final approval of the 
version to be published.

Stephen Cohen: Contributed to literature search and selecting 
studies for inclusion, revised the article, provided final approval of the 
version to be published.

Brian Burkhardt: Contributed to literature search and selecting 
studies for inclusion, revised the article, provided final approval of the 
version to be published.

Michael Amendola: Created the study concept and design, 
contributed to literature search and selecting studies for inclusion, 
revised the article, provided final approval of the version to be 
published.

Funding No funding was obtained for this study.
The authors have no relevant financial or non-financial interests 

to disclose.



International Journal of Colorectal Disease          (2024) 39:127  Page 15 of 16   127 

Data availability No datasets were generated or analysed during the 
current study.

Declarations 

The authors did not receive support from any organization for the 
submitted work.

Conflict of interest The authors declare no competing interests.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

 1. Meijer F, Van der Lubbe RHJ (2011) Active exploration improves 
perceptual sensitivity for virtual 3D objects in visual recognition 
tasks. Vision Res 51(23–24):2431–2439. https:// doi. org/ 10. 1016/j. 
visres. 2011. 09. 013

 2. Marconi S et al (2017) Value of 3D printing for the comprehension 
of surgical anatomy. Surg Endosc 31(10):4102–4110. https:// doi. 
org/ 10. 1007/ s00464- 017- 5457-5

 3. Bastawrous S et al (2022) Establishing 3D Printing at the Point 
of Care: Basic Principles and Tools for Success. Radiographics 
42(2):451–468. https:// doi. org/ 10. 1148/ rg. 210113

 4. Malik HH et al (2015) Three-dimensional printing in surgery: a 
review of current surgical applications. J Surg Res 199(2):512–
522. https:// doi. org/ 10. 1016/j. jss. 2015. 06. 051

 5. Papazarkadas X et al (2019) The Role of 3D Printing in Colorectal 
Surgery: Current Evidence and Future Perspectives. Vivo Athens 
Greece 33(2):297–302. https:// doi. org/ 10. 21873/ invivo. 11475

 6. Przedlacka A, Pellino G, Fletcher J, Bello F, Tekkis PP, Konto-
vounisios C (2021) Current and future role of three-dimensional 
modelling technology in rectal cancer surgery: A systematic 
review. World J Gastrointest Surg 13(12):1754–1769. https:// doi. 
org/ 10. 4240/ wjgs. v13. i12. 1754

 7. Emile SH, Wexner SD (2019) Systematic review of the applica-
tions of three-dimensional printing in colorectal surgery. Colorec-
tal Dis 21(3):261–269. https:// doi. org/ 10. 1111/ codi. 14480

 8. To G et  al (2023) A systematic review of the application 
of 3D-printed models to colorectal surgical training. Tech 
Coloproctology 27(4):257–270. https:// doi. org/ 10. 1007/ 
s10151- 023- 02757-7

 9. Page MJ et al (2021) The PRISMA 2020 statement: an updated 
guideline for reporting systematic reviews. BMJ 372:n71. https:// 
doi. org/ 10. 1136/ bmj. n71

 10. Cui Z, Wang Z, Ye G, Zhang C, Wu G, Lv J (2018) A novel three-
dimensional printed guiding device for electrode implantation of 
sacral neuromodulation. Colorectal Dis 20(1):O26–O29. https:// 
doi. org/ 10. 1111/ codi. 13958

 11. Lin C et al (2022) 3D printed bioinspired stents with photo-
thermal effects for malignant colorectal obstruction. Research 
2022:9825656. https:// doi. org/ 10. 34133/ 2022/ 98256 56

 12 Pérez Lara FJ, de Tuesta Revilla ID, Moya Donoso FJ, Hernán-
dez González JM, Prieto-PugaArjona T (2021) 3D-printed sur-
gical steel curettes for the treatment of perianal fistula. Surg 
Innov 28(3):371–373. https:// doi. org/ 10. 1177/ 15533 50620 
967851

 13. Hojo D et  al (2019) 3D printed model-based simulation of 
laparoscopic surgery for descending colon cancer with a con-
comitant abdominal aortic aneurysm. Tech Coloproctology 
23(8):793–797. https:// doi. org/ 10. 1007/ s10151- 019- 02060-4

 14. Garcia-Granero A et al (2018) Application of three-dimen-
sional printing in laparoscopic dissection to facilitate D3-lym-
phadenectomy for right colon cancer. Tech Coloproctology 
22(2):129–133. https:// doi. org/ 10. 1007/ s10151- 018- 1746-9

 15 Chen Y et al (2020) Usefulness of three-dimensional printing of 
superior mesenteric vessels in right hemicolon cancer surgery. Sci 
Rep 10(1):1. https:// doi. org/ 10. 1038/ s41598- 020- 68578-y

 16. Lu F, Qiu L, Yu P, Xu D-L, Miao Y-C, Wang G (2023) Applica-
tion of a three-dimensional printed pelvic model in laparoscopic 
radical resection of rectal cancer. Front Oncol 13:1195404. https:// 
doi. org/ 10. 3389/ fonc. 2023. 11954 04

 17. Hojo D et al (2022) Improvement in surgical outcomes using 
3-dimensional printed models for lateral pelvic lymph node dis-
section in rectal cancer. Dis Colon Rectum 65(4):566–573. https:// 
doi. org/ 10. 1097/ DCR. 00000 00000 002327

 18. Jeri-McFarlane S et al (2023) Three-dimensional modelling as a 
novel interactive tool for preoperative planning for complex peri-
anal fistulas in Crohn’s disease. Colorectal Dis 25(6):1279–1284. 
https:// doi. org/ 10. 1111/ codi. 16539

 19. Hamabe A, Ito M (2017) A three-dimensional pelvic model made 
with a three-dimensional printer: applications for laparoscopic 
surgery to treat rectal cancer. Tech Coloproctology 21(5):383–
387. https:// doi. org/ 10. 1007/ s10151- 017- 1622-z

 20. Hojo D et al (2020) Utility of a three-dimensional printed pelvic 
model for lateral pelvic lymph node dissection. Int J Colorectal 
Dis 35(5):905–910. https:// doi. org/ 10. 1007/ s00384- 020- 03534-w

 21. Andersen BT, Stimec BV, Edwin B, Kazaryan AM, Maziarz PJ, 
Ignjatovic D (2022) Re-interpreting mesenteric vascular anatomy 
on 3D virtual and/or physical models: positioning the middle colic 
artery bifurcation and its relevance to surgeons operating colon 
cancer. Surg Endosc 36(1):100–108. https:// doi. org/ 10. 1007/ 
s00464- 020- 08242-8

 22. Luzon JA et al (2019) Implementation of 3D printed superior 
mesenteric vascular models for surgical planning and/or naviga-
tion in right colectomy with extended D3 mesenterectomy: com-
parison of virtual and physical models to the anatomy found at 
surgery. Surg Endosc 33(2):567–575. https:// doi. org/ 10. 1007/ 
s00464- 018- 6332-8

 23. Hojo D et al (2021) Establishment of deformable three-dimen-
sional printed models for laparoscopic right hemicolectomy in 
transverse colon cancer. ANZ J Surg 91(7–8):E493–E499. https:// 
doi. org/ 10. 1111/ ans. 16659

 24. Sahnan K et al. (n.d) Innovation in the imaging of perianal fis-
tula: a step towards personalised medicine. [Online]. Available: 
https://journals.sagepub.com/doi/epub/https:// doi. org/ 10. 1177/ 
17562 84818 775060? src= getftr Accessed 13 Jul 2023

 25. Smith NL, D’Souza B, Lam D, Hiscock R, Woods RJ, Yong E 
(2021) Does 3D MRI and 3D printing help the colorectal sur-
geon manage perianal Crohn’s disease? Tech Coloproctology 
25(2):249–250. https:// doi. org/ 10. 1007/ s10151- 020- 02375-7

 26. Yokose S, Murono K, Nozawa H, Sasaki K, Emoto S, Matsu-
zaki H, Yokoyama Y, Abe S, Nagai Y, Yoshioka Y, Shinagawa 
T, Sonoda H, Murai S, Komatsu K, Ishihara S (2023) Preopera-
tive simulation of ileal pouch-anal anastomosis in patients with 

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/j.visres.2011.09.013
https://doi.org/10.1016/j.visres.2011.09.013
https://doi.org/10.1007/s00464-017-5457-5
https://doi.org/10.1007/s00464-017-5457-5
https://doi.org/10.1148/rg.210113
https://doi.org/10.1016/j.jss.2015.06.051
https://doi.org/10.21873/invivo.11475
https://doi.org/10.4240/wjgs.v13.i12.1754
https://doi.org/10.4240/wjgs.v13.i12.1754
https://doi.org/10.1111/codi.14480
https://doi.org/10.1007/s10151-023-02757-7
https://doi.org/10.1007/s10151-023-02757-7
https://doi.org/10.1136/bmj.n71
https://doi.org/10.1136/bmj.n71
https://doi.org/10.1111/codi.13958
https://doi.org/10.1111/codi.13958
https://doi.org/10.34133/2022/9825656
https://doi.org/10.1177/1553350620967851
https://doi.org/10.1177/1553350620967851
https://doi.org/10.1007/s10151-019-02060-4
https://doi.org/10.1007/s10151-018-1746-9
https://doi.org/10.1038/s41598-020-68578-y
https://doi.org/10.3389/fonc.2023.1195404
https://doi.org/10.3389/fonc.2023.1195404
https://doi.org/10.1097/DCR.0000000000002327
https://doi.org/10.1097/DCR.0000000000002327
https://doi.org/10.1111/codi.16539
https://doi.org/10.1007/s10151-017-1622-z
https://doi.org/10.1007/s00384-020-03534-w
https://doi.org/10.1007/s00464-020-08242-8
https://doi.org/10.1007/s00464-020-08242-8
https://doi.org/10.1007/s00464-018-6332-8
https://doi.org/10.1007/s00464-018-6332-8
https://doi.org/10.1111/ans.16659
https://doi.org/10.1111/ans.16659
https://doi.org/10.1177/1756284818775060?src=getftr
https://doi.org/10.1177/1756284818775060?src=getftr
https://doi.org/10.1007/s10151-020-02375-7


 International Journal of Colorectal Disease          (2024) 39:127   127  Page 16 of 16

ulcerative colitis using a 3-dimensional printed model. Inflam 
Bowel Dis 29(12):1865–1870. https:// doi. org/ 10. 1093/ ibd/ izac2 83

 27. Tominaga T et al (2016) Usefulness of three-dimensional printing 
models for patients with stoma construction. Case Rep Gastroen-
terol 10(1):61–66. https:// doi. org/ 10. 1159/ 00044 2663

 28. Chen J (n.d) Financial issues of 3D printing in hospitals - guide 
4/5,” 3DHeals. [Online]. Available: https:// 3dhea ls. com/ finan cial- 
issues- of- 3d- print ing- in- hospi tals- guide/ Accessed 08 Aug 2023

 29. Ritzer Ross J (n.d) Seeing the future–in 3D: New CPT codes set 
the stage for expanding 3D printing in cardiology. [Online]. Avail-
able: https:// cardi ovasc ularb usine ss. com/ topics/ cardi ac- imagi ng/ 
seeing- future- 3d- new- cpt- codes- set- stage- expan ding- 3d- print ing- 
cardi ology Accessed 08 Aug 2023

 30. Ratinam R, Quayle M, Crock J, Lazarus M, Fogg Q, McMenamin 
P (2019) Challenges in creating dissectible anatomical 3D prints 
for surgical teaching. J Anat 234(4):419–437. https:// doi. org/ 10. 
1111/ joa. 12934

 31. Siddiqui MRS et al (2012) A diagnostic accuracy meta-analysis of 
endoanal ultrasound and mri for perianal fistula assessment. Dis Colon 
Rectum 55(5):576. https:// doi. org/ 10. 1097/ DCR. 0b013 e3182 49d26c

 32. Bernhard J-C et al (2016) Personalized 3D printed model of kid-
ney and tumor anatomy: a useful tool for patient education. World 
J Urol 34(3):337–345. https:// doi. org/ 10. 1007/ s00345- 015- 1632-2

 33. Yang T et al (2018) The impact of using three-dimensional printed 
liver models for patient education. J Int Med Res 46(4):1570–
1578. https:// doi. org/ 10. 1177/ 03000 60518 755267

 34. Wake N et  al (2019) Patient-specific 3D printed and aug-
mented reality kidney and prostate cancer models: impact on 
patient education. 3D Print Med 5(1):4. https:// doi. org/ 10. 1186/ 
s41205- 019- 0041-3

 35. Zhuang Y, Zhou M, Liu S, Wu J, Wang R, Chen C (2019) 
Effectiveness of personalized 3D printed models for patient 

education in degenerative lumbar disease. Patient Educ Couns 
102(10):1875–1881. https:// doi. org/ 10. 1016/j. pec. 2019. 05. 006

 36. Chen Y et al (2020) 3D printing technology improves medical 
interns’ understanding of anatomy of gastrocolic trunk. J Surg 
Educ 77(5):1279–1284. https:// doi. org/ 10. 1016/j. jsurg. 2020. 02. 
031

 37. Fasel JHD et al (2016) Adapting anatomy teaching to surgical 
trends: a combination of classical dissection, medical imaging, 
and 3D-printing technologies. Surg Radiol Anat 38(3):361–367. 
https:// doi. org/ 10. 1007/ s00276- 015- 1588-3

 38. Bangeas P et al (2019) Three-dimensional printing as an educa-
tional tool in colorectal surgery. Front Biosci Elite Ed 11(1):29–
37. https:// doi. org/ 10. 2741/ E844

 39. Oxford K, Walsh G, Bungay J, Quigley S, Dubrowski A (2021) 
Development, manufacture and initial assessment of validity of 
a 3-dimensional-printed bowel anastomosis simulation training 
model. Can J Surg 64(5):E484–E490. https:// doi. org/ 10. 1503/ cjs. 
018719

 40. Habti M et al (2021) Development and learner-based assess-
ment of a novel, customized, 3d printed small bowel simulator 
for hand-sewn anastomosis training. Cureus. https:// doi. org/ 10. 
7759/ cureus. 20536

 41. Habti M et al (2023) Hand Sewn Anastomosis Skill Acquisition 
and In Vivo Transfer Using 3D-Printed Small Bowel Simulator. J 
Surg Res 288:225–232. https:// doi. org/ 10. 1016/j. jss. 2023. 03. 004

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1093/ibd/izac283
https://doi.org/10.1159/000442663
https://3dheals.com/financial-issues-of-3d-printing-in-hospitals-guide/
https://3dheals.com/financial-issues-of-3d-printing-in-hospitals-guide/
https://cardiovascularbusiness.com/topics/cardiac-imaging/seeing-future-3d-new-cpt-codes-set-stage-expanding-3d-printing-cardiology
https://cardiovascularbusiness.com/topics/cardiac-imaging/seeing-future-3d-new-cpt-codes-set-stage-expanding-3d-printing-cardiology
https://cardiovascularbusiness.com/topics/cardiac-imaging/seeing-future-3d-new-cpt-codes-set-stage-expanding-3d-printing-cardiology
https://doi.org/10.1111/joa.12934
https://doi.org/10.1111/joa.12934
https://doi.org/10.1097/DCR.0b013e318249d26c
https://doi.org/10.1007/s00345-015-1632-2
https://doi.org/10.1177/0300060518755267
https://doi.org/10.1186/s41205-019-0041-3
https://doi.org/10.1186/s41205-019-0041-3
https://doi.org/10.1016/j.pec.2019.05.006
https://doi.org/10.1016/j.jsurg.2020.02.031
https://doi.org/10.1016/j.jsurg.2020.02.031
https://doi.org/10.1007/s00276-015-1588-3
https://doi.org/10.2741/E844
https://doi.org/10.1503/cjs.018719
https://doi.org/10.1503/cjs.018719
https://doi.org/10.7759/cureus.20536
https://doi.org/10.7759/cureus.20536
https://doi.org/10.1016/j.jss.2023.03.004

	Clinical applications of 3D printing in colorectal surgery: A systematic review
	Abstract
	Background 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods and materials
	Literature search
	Inclusion criteria
	Exclusion criteria
	Screening and data extraction
	Data analysissynthesis

	Results
	Advanced surgical planning and device manufacturing
	Pre-surgical planning
	Pelvic anatomy model
	Vascular anatomy model
	Fistula anatomy model
	Ileal pouch anatomy model
	Patient education

	Discussion
	Conclusion
	Appendix A
	PRIMSA checklist

	References


