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COLOPROCTOLOGIE 

Internationale aanbeveling voor pathologie 

communicatie in colorectale carcinoom  

Dataset for Pathology Reporting of Colorectal Cancer. Recommendations From the International 

Collaboration on Cancer Reporting (ICCR) 

Loughrey, Maurice B.; Webster, Fleur; Arends, Mark J.; Brown, Ian; Burgart, Lawrence J.; 

Cunningham, Chris; Flejou, Jean-Francois; Kakar, Sanjay; Kirsch, Richard; Kojima, Motohiro; Lugli, 

Alessandro; Rosty, Christophe; Sheahan, Kieran; West, Nicholas P.; Wilson, Richard H.; 

Nagtegaal, Iris D. Annals of Surgery: March 2022 - Volume 275 - Issue 3 - p e549-e561  

PMID: 34238814 

 

Objective: The aim of this study to describe a new international dataset for pathology reporting of 

colorectal cancer surgical specimens, produced under the auspices of the International 

Collaboration on Cancer Reporting (ICCR). 

Background: Quality of pathology reporting and mutual understanding between colorectal 

surgeon, pathologist and oncologist are vital to patient management. Some pathology parameters 

are prone to variable interpretation, resulting in differing positions adopted by existing national 

datasets. 

Methods: The ICCR, a global alliance of major pathology institutions with links to international 

cancer organizations, has developed and ratified a rigorous and efficient process for the 

development of evidence-based, structured datasets for pathology reporting of common cancers. 

Here we describe the production of a dataset for colorectal cancer resection specimens by a 

multidisciplinary panel of internationally recognized experts. 

Results: The agreed dataset comprises eighteen core (essential) and seven non-core 

(recommended) elements identified from a review of current evidence. Areas of contention are 

addressed, some highly relevant to surgical practice, with the aim of standardizing multidisciplinary 

discussion. The summation of all core elements is considered to be the minimum reporting standard 

for individual cases. Commentary is provided, explaining each element's clinical relevance, 

definitions to be applied where appropriate for the agreed list of value options and the rationale for 

considering the element as core or non-core. 

Conclusions: This first internationally agreed dataset for colorectal cancer pathology reporting 

promotes standardization of pathology reporting and enhanced clinicopathological communication. 

Widespread adoption will facilitate international comparisons, multinational clinical trials and help 

to improve the management of colorectal cancer globally. 
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Table 1. Core and Non-Core Elements for Reporting 
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Chirurgen in opleiding  

Does resident autonomy in colectomy procedures result in inferior clinical outcomes? 

Celsa M. Tonelli, Isabela Lorenzo, Corinne Bunn, Sujay Kulshrestha, Sonya P. Agnew, Zaid M. 

Abdelsattar, Frederick A. Luchette, Marshall S. Baker. Surgery: March 2022 – Volume 171 – Issue 

3, P598-606  

PMID: 34844760 

 

Background The amount of time surgical trainees spend operating independently has been 

reduced by work-hour restrictions and shifts in the health care environment that impede autonomy. 

Few studies evaluate the association between clinical outcome and resident autonomy. 

Methods The Veterans Affairs Surgical Quality Improvement Program database was queried to 

identify patients undergoing partial colectomy for neoplasm between 2004 and 2019. Rectal 

resections, emergency procedures, and those involving postgraduate year 1 and 2 residents were 

excluded. Records were categorized as performed with the attending scrubbed or not scrubbed. 

Hierarchical logistic regression was used to identify factors independently associated with operative 

time, morbidity, and mortality. 

Results In total, 7,347 patients met inclusion criteria; 6,890 (93.6%) were categorized as attending 

scrubbed and 457 (6.4%) as attending not scrubbed. The cohorts were similar in terms of patient 

demographics, including age, race, body mass index, and American Society of Anesthesiologists 

class. There were no differences between cohorts in terms of operative time (attending not 

scrubbed 3.02 hours, attending scrubbed 3.07 hours, P = .42). On hierarchical logistic regression 

adjusted for age, gender, race, body mass index, functional status, cancer location, facility 

operative level, wound class, American Society of Anesthesiologists class, length of operation, 

operative modality (open or minimally invasive), postgraduate year of resident, and year, there were 

no differences in odds of complications, major morbidity, or mortality based on attending 

involvement. 

Conclusion Colectomies performed by residents with appropriate levels of autonomy are efficient 

and safe. Our results indicate that attending surgeon judgment regarding resident autonomy is 

sound and that educational environments can be designed to foster resident independence and 

preserve clinical quality, safety, and efficiency. 
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Table 2. Unmatched comparison of clinical outcomes for attending involvement cohorts 
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UPPER GI 

Online database waardevol voor internationale 

uitkomsten  
Evaluation of International Contemporary Operative Outcomes and Management Trends 

Associated With Esophagectomy. A 4-Year Study of >6000 Patients Using ECCG Definitions and 

the Online Esodata Database 

Kuppusamy, Madhan K.; Low, Donald E.; On Behalf of the International Esodata Study Group 

(IESG) Annals of Surgery: March 2022 - Volume 275 - Issue 3 - p 515-525  

PMID: 33074888 

 

Objective: This study aims to verify the utility of international online datasets to benchmark and 

monitor treatment and outcomes in major oncologic procedures. 

Background: The Esophageal Complication Consensus Group (ECCG) has standardized the 

reporting of complications after esophagectomy within the web-based Esodata.org database. This 

study will utilize the Esodata dataset to update contemporary outcomes and to monitor trends in 

practice in an era of rapid technical change. 

Methods: This observational study, based on a prospectively developed specific database, 

updates esophagectomy outcomes collected between 2015 and 2018. Evolution in patient and 

operative demographics, treatment, complications, and quality outcome measures were compared 

between patients undergoing surgery in 2015 to 2016 and 2017 to 2018. 

Results: Between 2015 and 2018, 6022 esophagectomies from 39 centers were entered into 

Esodata. Most patients were male (78.3%) with median age 63. Patients having minimally invasive 

esophagectomy constituted 3177 (52.8%), a chest anastomosis 3838 (63.7%), neoadjuvant 

chemoradiotherapy 2834 (48.7%), and R0 resections 5441 (93.5%). For quality measures, 30- and 

90-day mortality was 2.0% and 4.5%, readmissions 9.7%, transfusions 12%, escalation in care 

22.1%, and discharge home 89.4%. Trends in quality measures between 2015 and 2016 (2407 

patients) and 2017 and 2018 (3318 patients) demonstrated significant (P < 0.05) improvements in 

readmissions 11.1% to 8.5%, blood transfusions 14.3% to 10.2%, and escalation in care from 

24.5% to 20% A significantly (P < 0.05) reduced incidence in pneumonia (15.3%–12.8%) and renal 

failure (1.0%–0.4%) was observed. Anastomotic leak rates increased from 11.7% to 13.1%, 

whereas leaks requiring surgery decreased 3.3% and 3.0%, respectively. 

Conclusions: The Esodata database provides a valuable resource for assessing contemporary 

international outcomes. This study highlights an increased application of minimally invasive 

approaches, a high percentage of complications, improvements in pneumonia and key quality 

metrics, but with anastomotic leak rates still >10%. 
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Table 5. Complications: Overall Incidence and Incidence of Multiple Complications 
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HPB 

Behalen van R0 resectie loont voor patiënten met 

perihilair of intrahepatisch cholangiocarcinoom 
Resectable intrahepatic and hilar cholangiocarcinoma: Is margin status associated with survival? 

Michael J. Littau, Preston Kim, Sujay Kulshrestha, Corinne Bunn, Celsa Tonelli, Zaid M. 

Abdelsattar, Fred A. Luchette, Marshall S. Baker Surgery: March 2022 – Volume 171 – Issue 3, 

P703-710 

PubMed ID: 34872744 

 

Background Prior studies evaluating the effect of margin status on clinical outcome in patients 

undergoing resection for intrahepatic and extrahepatic hilar cholangiocarcinoma include small 

numbers of patients with histologically positive margins. The value of margin negative resection in 

these cases remains unclear.  

Methods We queried the National Cancer Database to identify patients undergoing resection for 

clinical stage I to III intrahepatic and extrahepatic hilar between 2004 and 2015. Patients receiving 

neoadjuvant therapy and those having <3 lymph nodes examined were excluded. Patients 

undergoing positive resection were 1:1 propensity matched to those undergoing negative resection. 

Kaplan-Meier methods were used to compare overall survival for the matched cohorts.  

Results In the study, 3,618 patients met the inclusion criteria, and 3,018 (83.4%) underwent 

negative resection; 600 (16.6%) positive resection. Patients undergoing negative resection had 

smaller tumors (2.97 ± 0.07 cm vs 3.49 ± 0.15 cm), were less likely to have stage 3 disease (16.7% 

vs 25.7%) and to receive adjuvant radiation (27.1% vs 45.7%) and chemotherapy (49.4% vs 61.0%) 

than those undergoing positive resection (all P < .05). On comparison of matched cohorts, patients 

undergoing negative resection had longer median overall survival (24.5 ± 0.02 vs 19.1 ± 0.02 

months) and higher rates of 5-year overall survival (24.5% vs 16.7%) than those undergoing 

positive resection (P < .01).  

Conclusion In patients presenting with resectable intrahepatic and extrahepatic hilar, negative 

resection is associated with improved overall survival. Extended resections performed in an effort 

to clear surgical margins are warranted in patients fit for such procedures. 
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Figure 2. Comparison of Kaplan-Meier survival curves for propensity-matched cohorts. 
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Patiënten met een lagere sociaaleconomische status 

krijgen minder vaak een operatie voor 

pancreaskanker en hebben een slechtere overleving 

dan betergestelden 

From street address to survival: Neighborhood socioeconomic status and pancreatic cancer 

outcomes 

Mariam F. Eskander, Ahmad Hamad, Yaming Li, James L. Fisher, Bridget Oppong, Samilia Obeng-

Gyasi, Allan Tsung Surgery: March 2022 – Volume 171 – Issue 3, P770-776 

PubMed ID: 34876291 

 

Background Neighborhood factors may influence cancer care through physical, economic, and 

social means. This study assesses the impact of neighborhood socioeconomic status on diagnosis, 

treatment, and survival in pancreatic cancer.  

Methods Patients with pancreatic adenocarcinoma were identified in the 2010–2016 Surveillance 

Epidemiology and End Results database. Neighborhood socioeconomic status (divided into 

tertiles) was based on an National Cancer Institute census tract-level composite score, including 

income, education, housing, and employment. Multivariate models predicted metastasis at time of 

diagnosis and receipt of surgery for early-stage disease. Overall survival compared via Kaplan-

Meier and Cox proportional hazards.  

Results Fifteen thousand four hundred and thirty-six patients (29.7%) lived in low neighborhood 

socioeconomic status, 17,509 (33.7%) in middle neighborhood socioeconomic status, and 19,010 

(36.6%) in high neighborhood socioeconomic status areas. On multivariate analysis, neighborhood 

socioeconomic status was not associated with metastatic disease at diagnosis (low neighborhood 

socioeconomic status odds ratio 1.02, 95% confidence interval 0.97–1.07; ref: high neighborhood 

socioeconomic status). However, low neighborhood socioeconomic status was associated with 

decreased likelihood of surgery for localized/regional disease (odds ratio 0.60, 95% confidence 

interval 0.54–0.68; ref: high neighborhood socioeconomic status) and worse overall survival (low 

neighborhood socioeconomic status hazard ratio 1.18, 95% confidence interval 1.15–1.21; ref: high 

neighborhood socioeconomic status).  

Conclusion Patients from resource-poor neighborhoods are less likely to receive stage-

appropriate therapy for pancreatic cancer and have an 18% higher risk of death. 
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Figure 1. OS (median ± standard error) in months for low, middle, and high nSES groups by cancer 

stage: (A) localized, (B) regional, and (C) distant. All P < .001. nSES, neighborhood socioeconomic 

status; OS, overall survival. 
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LEVERCHIRURGIE 

Postoperatieve pulmonale complicaties hebben een 

multifactoriële oorzaak  

Investigating the incidence, impact, and severity of pulmonary complications after hepatectomy: A 

single institution experience  

Mazhar Soufi, Katelyn F. Flick, Duykhanh P. Ceppa, Madeline M. Blackwell, Rodica Mararu, Trang 

K. Nguyen, C. Max Schmidt, Attila Nakeeb, Nicholas Zyromski, Michael G. House, Zbigniew 

Moszczynski, Eugene P. Ceppa  

Surgery: March 2022 – Volume 171 – Issue 3, P643-649  

PubMed ID: 35074169 

 

Background Postoperative pulmonary complications are a common cause of postoperative 

morbidity in patients undergoing hepatectomy. This study aimed to identify risk factors, define 

severity, and evaluate the impact of postoperative pulmonary complications on postoperative 

morbidity after hepatectomy.  

Method We used a prospective database in identifying all hepatectomies from 2013 to 2018. The 

database was then augmented using extensive review of medical records. The Strasburg system 

was used in categorizing resections per complexity: major hepatic resection and minor hepatic 

resection, whereas the Clavien-Dindo system was used in defining postoperative pulmonary 

complications per severity. Potential confounders were controlled for on multiple regression 

models.  

Results A total of 702 cases were identified: major hepatic resection 413 (60%) and minor hepatic 

resection 289 (40%). Patients demonstrated comparable characteristics, but the postoperative 

pulmonary complications group was more likely to have chronic obstructive pulmonary disease 

(10% vs 5%; P = .02). Severe postoperative pulmonary complications among major hepatectomy 

was observed in 38 patients (13%). Predictors for severe postoperative pulmonary complications 

requiring intervention included postoperative liver failure (odds ratio = 2.8; P = .002) and biliary 

fistula (odds ratio = 3.5; P = .001). In addition, the occurrence of severe postoperative pulmonary 

complications markedly hindered recovery, increasing length of stay by 4.4-fold and readmission 

rates by 3-fold (P < .001). On multivariable analysis, postoperative pulmonary complications 

significantly increase postoperative length of stay (8 vs 5 days; P < .001) and readmission (odds 

ratio = 3.2; P = .001). Mortality was similar (1% vs 4%; P = .066).  

Conclusion Postoperative pulmonary complications are a major cause of delayed recovery and 

worse outcomes after hepatectomy. Further, postoperative liver failure and biliary fistula can predict 

the occurrence of severe postoperative pulmonary complications among major hepatic resection 

and the associated need for readmission with these complications.   
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Vergelijkbare overleving na levertransplantatie voor 

cholangiocarcinoom vergeleken met radicale resectie 
Intrahepatic cholangiocarcinoma: Is there a role for liver transplantation? 

Preston Kim, Michael Littau, Talia B. Baker, Zaid Abdelsattar, Celsa Tonelli, Corinne Bunn, Sujay 

Kulshrestha, Fred A. Luchette, Marshall S. Baker Surgery: March 2022 – Volume 171 – Issue 3, 

P741-746 

PubMed ID: 34895770 

 

Background Liver transplantation offers a potential for curative-intent treatment in patients 

presenting with non-metastatic intrahepatic cholangiocarcinoma that is not amenable to partial 

hepatectomy. There is little empiric evidence evaluating the efficacy of liver transplantation in 

patients with intrahepatic cholangiocarcinoma.  

Methods We queried the National Cancer Database to identify patients presenting with 

histologically confirmed clinical stage I to III intrahepatic cholangiocarcinoma between 2004 and 

2016. Propensity scoring was used to develop matched cohorts of patients undergoing treatment 

with liver transplantation, surgical resection, or chemotherapy alone. Kaplan Meier methods were 

used to compare rates of overall survival.  

Results One thousand four hundred and eleven patients met inclusion criteria. Of these, 66 (4.7%) 

underwent liver transplantation, 461 (32.7%) underwent surgical resection, and 884 (62.6%) were 

treated with chemotherapy alone. On adjusted analysis, patients undergoing liver transplantation 

were more likely to be male (odds ratio 4.35, 95% confidence interval [0.12, 0.42]), have a Charlson 

Comorbidity Score ≥2 (odds ratio 3.11, 95% confidence interval [1.44, 6.57]), and to receive both 

neoadjuvant (odds ratio 2.78, 95% confidence interval [1.36,5.75], and adjuvant (odds ratio 1.94, 

95% confidence interval [0.97, 3.87]) systemic therapy than those undergoing resection. On Kaplan 

Meier analysis, patients undergoing liver transplantation demonstrated rates of 5-year overall 

survival (36.1% vs 34.7%, P = .53) that were statistically identical to those for stage-matched and 

margin-matched patients undergoing resection but significantly better than those for stage-matched 

patients treated with systemic therapy alone (36.1% vs 5.3%, P < .0001).  

Conclusion Patients undergoing liver transplantation for intrahepatic cholangiocarcinoma 

demonstrate overall survival profiles similar to stage-matched and margin-matched patients 

undergoing surgical resection. Liver transplantation is an effective treatment modality in select 

patients presenting with localized intrahepatic cholangiocarcinoma. 
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Figure 1. Comparison of Kaplan-Meier survival curves for matched cohorts of patients presenting 

with localized intrahepatic cholangiocarcinoma and undergoing either liver transplant or surgical 

resection.   
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OVERIG 

Patiënt-specifieke delierpreventie helpt!  

Outcomes of a Delirium Prevention Program in Older Persons After Elective Surgery: A Stepped-

Wedge Cluster Randomized Clinical Trial 

Friederike Deeken; Alba Sánchez; Michael A. Rapp; Michael Denkinger; Simone Brefka; Juliane 

Spank; Carola Bruns; Christine A.F. von Arnim; Olivia C. Küster; Lars O. Conzelmann; Brigitte R. 

Metz; Christoph Maurer; Yoanna Skrobik; Oksana Forkavets; Gerhard W. Eschweiler; Christine 

Thomas; for the PAWEL Study Group JAMA Surg. 2022;157(2):e216370. 

doi:10.1001/jamasurg.2021.6370 

PubMed ID: 34910080 

 

Importance Delirium significantly worsens elective surgery outcomes and costs. Delirium risk is 

highest in elderly populations, whose surgical health care resource consumption (50%) exceeds 

their demographic proportion (15% to 18%) in high-resource countries. Effective nonpharmacologic 

delirium prevention could safely improve care in these vulnerable patients, but data from procedure-

specific studies are insufficiently compelling to drive changes in practice. Delirium prevention 

approaches applicable to different surgical settings remain unexplored. 

Objective To examine whether a multifaceted prevention intervention is effective in reducing 

postoperative delirium incidence and prevalence after various major surgical procedures. 

Design, Setting, and Participants This stepped-wedge cluster randomized trial recruited 1470 

patients 70 years and older undergoing elective orthopedic, general, or cardiac surgery from 

November 2017 to April 2019 from 5 German tertiary medical centers. Data were analyzed from 

December 2019 to July 2021. 

Interventions First, structured delirium education was provided to clinical caregivers at each site. 

Then, the study delirium prevention team assessed patient delirium risk factors and symptoms 

daily. Prevention was tailored to individual patient needs and could include: cognitive, motor, and 

sensory stimulation; meal companionship; accompaniment during diagnostic procedures; stress 

relaxation; and sleep promotion. 

Main Outcomes and Measures Postoperative delirium incidence and duration. 

Results Of 1470 included patients, 763 (51.9%) were male, and the median (IQR) age was 77 (74-

81) years. Overall, the intervention reduced postoperative delirium incidence (odds ratio, 0.87; 95% 

CI, 0.77-0.98; P = .02) and percentage of days with delirium (intervention, 5.3%; control, 6.9%; P = 

.03). The effect was significant in patients undergoing orthopedic or abdominal surgery (odds ratio, 

0.59; 95% CI, 0.35-0.99; P = .047) but not cardiac surgery (odds ratio, 1.18; 95% CI, 0.70-1.99; P 

= .54). 

Conclusions and Relevance This multifaceted multidisciplinary prevention intervention reduced 

postoperative delirium occurrence and days with delirium in older patients undergoing different 

elective surgical procedures but not cardiac procedures. These results suggest implementing this 

delirium prevention program will improve care and outcomes in older patients undergoing elective 

general and orthopedic procedures. 
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Efficiënter steriliseren voor een groener ziekenhuis 

Minimising carbon and financial costs of steam sterilisation and packaging of reusable surgical 

instruments 

Chantelle Rizan, Rob Lillywhite, Malcolm Reed, Mahmood F. Bhutta British Journal of Surgery, 

Volume 109, Issue 2, February 2022, Pages 200–210, 

PMID: 34849606 

 

Background The aim of this study was to estimate the carbon footprint and financial cost of 

decontaminating (steam sterilization) and packaging reusable surgical instruments, indicating how 

that burden might be reduced, enabling surgeons to drive action towards net-zero-carbon surgery.  

Methods Carbon footprints were estimated using activity data and prospective machine-loading 

audit data at a typical UK in-hospital sterilization unit, with instruments wrapped individually in 

flexible pouches, or prepared as sets housed in single-use tray wraps or reusable rigid containers. 

Modelling was used to determine the impact of alternative machine loading, opening instruments 

during the operation, streamlining sets, use of alternative energy sources for decontamination, and 

alternative waste streams.  

Results The carbon footprint of decontaminating and packaging instruments was lowest when 

instruments were part of sets (66–77 g CO2e per instrument), with a two- to three-fold increase 

when instruments were wrapped individually (189 g CO2e per instrument). Where 10 or fewer 

instruments were required for the operation, obtaining individually wrapped items was preferable 

to opening another set. The carbon footprint was determined significantly by machine loading and 

the number of instruments per machine slot. Carbon and financial costs increased with streamlining 

sets. High-temperature incineration of waste increased the carbon footprint of single-use packaging 

by 33–55 per cent, whereas recycling reduced this by 6–10 per cent. The absolute carbon footprint 

was dependent on the energy source used, but this did not alter the optimal processes to minimize 

that footprint.  

Conclusion Carbon and financial savings can be made by preparing instruments as part of sets, 

integrating individually wrapped instruments into sets rather than streamlining them, efficient 

machine loading, and using low-carbon energy sources alongside recycling. 
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Figure 1. Carbon footprint of decontaminating instruments under different loading scenarios. 
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