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Coloproctologie		
MRI	 als	 voorspeller	 van	 disease-free	 survival	 voor	
locally	advanced	rectumcarcinoom	
Early	MRI	predictors	of	disease‐free	survival	in	locally	advanced	rectal	cancer	from	the	
GRECCAR	4	trial.	S	Nougaret	et	al.	BJS,	Oct	2019	–	Volume	106	–	Issue	11,	pages	1530-1541.	
Pubmed	ID:	31436325.	

BACKGROUND:	 Tailored	 neoadjuvant	 treatment	 of	 locally	 advanced	 rectal	 cancer	 (LARC)	 may	
improve	outcomes.	 The	 aim	of	 this	 study	was	 to	determine	early	MRI	prognostic	 parameters	with	
which	to	stratify	neoadjuvant	treatment	in	patients	with	LARC.		
METHOD:	 All	 patients	 from	 a	 prospective,	 phase	 II,	 multicentre	 randomized	 study	 (GRECCAR4;	
NCT01333709)	were	included,	and	underwent	rectal	MRI	before	treatment,	4 weeks	after	induction	
chemotherapy	 and	 after	 completion	 of	 chemoradiotherapy	 (CRT).	 Tumour	 volumetry,	MRI	 tumour	
regression	 grade	 (mrTRG),	 T	 and	 N	 categories,	 circumferential	 resection	margin	 (CRM)	 status	 and	
extramural	 vascular	 invasion	 identified	 by	
MRI	(mrEMVI)	were	evaluated.		
RESULTS:	 A	 total	 of	 133	 randomized	
patients	 were	 analysed.	Median	 follow-up	
was	 41·4	 (95	 per	 cent	 c.i.	 36·6	 to	 45·2)	
months.	Thirty-one	patients	(23·3	per	cent)	
developed	 tumour	 recurrence.	 In	
univariable	 analysis,	 mrEMVI	 at	 baseline	
was	 the	 only	 prognostic	 factor	 associated	
with	 poorer	 outcome	 (P =	 0·015).	 After	
induction	 chemotherapy,	 a	 larger	 tumour	
volume	on	MRI	(P =	0·019),	tumour	volume	
regression	 of	 60	 per	 cent	 or	 less	 (P =	
0·002),	involvement	of	the	CRM	(P =	0·037),	
mrEMVI	(P =	0·026)	and	a	poor	mrTRG	(P =	
0·023)	were	associated	with	poor	outcome.	
After	 completion	 of	 CRT,	 the	 absence	 of	
complete	 response	 on	 MRI	 (P =	 0·004),	
mrEMVI	(P =	0·038)	and	a	poor	mrTRG	(P =	
0·005)	 were	 associated	 with	 shorter	
disease-free	 survival.	 A	 final	 multivariable	
model	 including	 all	 significant	 variables	



(baseline,	after	induction,	after	CRT)	revealed	that	Eastern	Cooperative	Oncology	Group	performance	
status	 (P =	 0·011),	 sphincter	 involvement	 (P =	 0·009),	 mrEMVI	 at	 baseline	 (P =	 0·002)	 and	 early	
tumour	 volume	 regression	 of	 60	 per	 cent	 or	 less	 after	 induction	 (P =	 0·007)	were	 associated	with	
relapse.		
CONCLUSION:	 Baseline	 and	early	post-treatment	MRI	parameters	 are	 associated	with	prognosis	 in	
LARC.	Future	preoperative	treatment	should	stratify	treatment	according	to	baseline	mrEMVI	status	
and	early	tumour	volume	regression.	

	
N-status	 belangrijker	 dan	 gedacht	 in	 geval	 van	
complete	response	na	neoadjuvante	chemoradiatie	
Impact	 of	 residual	 nodal	 involvement	 after	 complete	 tumor	 response	 in	 patients	 undergoing	
neoadjuvant	 (chemo)radiotherapy	 for	 rectal	 cancer.	 A	 Erkan	 et	 al.	 Surgery:	 October	 2019	 –	
Volume	166	–	Issue	4	–	p	648-654.	
Pubmed	ID:	31378480.	

BACKGROUND	AND	OBJECTIVE:	The	management	of	patients	with	a	complete	clinical	response	after	
neoadjuvant	 therapy	 for	 rectal	adenocarcinoma	 is	 controversial.	Those	who	advocate	 for	 resection	
point	out	the	inaccuracy	of	N-staging	with	current	imaging	modalities.	The	objective	of	this	study	is	
to	 determine	 the	 impact	 of	 residual	 nodal	 involvement	 after	 complete	 tumor	 regression	 after	
neoadjuvant	(chemo)radiotherapy.		
METHODS:	 The	 2004	 to	 2014	 National	 Cancer	 Database	 was	 queried	 for	 patients	 undergoing	
proctectomy	 for	 nonmetastatic	 rectal	 adenocarcinoma	 who	 had	 received	 neoadjuvant	
(chemo)radiotherapy	and	with	ypT0	on	final	pathology.	Patients	were	grouped	based	on	pathologic	
nodal	stage:	ypT0N-	and	ypT0N+.	The	main	outcome	was	5-year	overall	survival.		
RESULTS:	There	were	5,156	patients	with	ypT0N-	and	527	with	ypT0N+.	Mean	 lymph	node	harvest	
was	similar	 (ypT0N-	12.2	nodes	 [standard	deviation	9.1]	vs	ypT0N+	11.6	nodes	 [standard	deviation	
10.3];	 P	 =	 .086).	 Patients	with	 ypT0N+	were	more	 likely	 to	 have	had	 clinically	 involved	nodes	 (P	 <	
.001)	 and	 earlier	 clinical	 T-stage	 (P	 =	
.002).	Overall	survival	at	5	years	was	less	
for	 patients	 with	 ypT0N+	 (80%	 vs	 86%,	
log-rank	 P	 =	 .014).	 ypT0N+	 was	
independently	 associated	 with	 worse	
overall	survival	(hazard	ratio	1.74,	95%	
confidence	interval	1.33–2.28).		
CONCLUSION:	 Residual	 nodal	
involvement	despite	complete	tum	 	or	
regression	was	 associated	with	worse	
5-year	 overall	 survival	 compared	 to	
complete	 pathologic	 response.	
Additional	 therapy	should	be	considered	
in	 the	 presence	 of	 complete	 clinical	
tumor	 regression	 after	 neoadjuvant	
(chemo)radiotherapy.	



UPPER	GI	
Toename	incidentie	early-onset		maagkanker.	
Early-onset	gastric	cancer	is	a	distinct	disease	with	worrisome	trends	and	oncogenic	features.	JR	
Bergquist	et	al.	Surgery:	October	2019	–	Volume	166	–	Issue	4	–	p	547-555.	
Pubmed	ID:	31331685.	

BACKGROUND:	Overall	the	incidence	of	gastric	cancer	is	declining	in	the	United	States;	however,	the	
incidence	 of	 early-onset	 gastric	 cancer	 is	 increasing.	We	 sought	 to	 elucidate	 clinical	 and	 genomic	
characteristics	and	risk	factors	for	early-onset	gastric	cancer	compared	with	late-onset	gastric	cancer.	
METHODS:	We	utilized	 the	 Surveillance,	 Epidemiology,	 and	End	Results	 database	 (1973-2015),	 the	
Behavioral	Risk	Factor	Surveillance	Survey,	and	The	Cancer	Genome	Atlas	to	characterize	early-onset	
gastric	cancer.		
RESULTS:	 The	 incidence	 of	 early-onset	 gastric	 cancer	 increased	 during	 the	 study	 period	 and	 now	
comprises	>30%	of	all	gastric	cancer	 in	the	United	States.	Early-onset	gastric	cancer	was	associated	
with	higher	grade	(55.2	vs	46.9%),	signet-ring	cells	(19.0	vs	10.4%),	diffuse	histology	(25.7	vs	15.0%),	
and	metastatic	disease	(49.5	vs	40.9%,	all	
P	<	.01)	compared	with	late-onset	gastric	
cancer.	 Early-onset	 gastric	 cancer	 was	
more	 likely	 to	 be	 Epstein-Barr	 virus	 (7.7	
vs	 5.1%)	 or	 genomically	 stable	 (22.5	 vs	
8.1%)	subtype,	whereas	late-onset	gastric	
cancer	 was	 more	 likely	 to	 be	
microsatellite	 instability	 subtype	 (18.6	 vs	
5.6%;	 all	 P	 <	 .01).	 Risk	 factors	 for	 gastric	
cancer	 were	 less	 correlated	 with	 early-
onset	gastric	 cancer	compared	with	 late-
onset	gastric	cancer.	
CONCLUSION:	 The	 incidence	 of	 early-
onset	 gastric	 cancer	 has	 been	 steadily	
increasing	 in	 the	 United	 States,	
comprising	 >30%	 of	 new	 gastric	 cancer	
cases	 today.	 Early-onset	 gastric	 cancer	 is	
genetically	 and	 clinically	 distinct	 from	
traditional	 gastric	 cancer.	 Additional	
investigations	are	warranted	 to	better	understand	 this	
alarming	phenomenon.	
	

	 	



Minder	verlies	health-related	quality	of	life	met		
pre-operatieve	chemotherapie	
Health‐ related	 quality	 of	 life	 in	 a	 randomized	 trial	 of	 neoadjuvant	 chemotherapy	 or	
chemoradiotherapy	plus	surgery	in	patients	with	oesophageal	cancer	(NeoRes	trial).	B	Sunde	et	
al.	BJS,	Oct	2019	–	Volume	106	–	Issue	11,	pages	1452-1463.	
Pubmed	ID:	31436322.	

BACKGROUND:	 There	 are	 few	 data	 comparing	 health-related	 quality	 of	 life	 (HRQoL)	 after	
neoadjuvant	 chemotherapy	 alone	 (nCT)	 compared	with	 neoadjuvant	 chemoradiotherapy	 (nCRT)	 in	
patients	with	oesophageal	cancer.		
METHOD:	 In	 the	 NeoRes	 trial,	 patients	 were	 assigned	 randomly	 in	 a	 1 : 1	 ratio	 to	 receive	 either	
cisplatin	100 mg/m2	on	day	1	and	an	infusion	of	750 mg	per	m2	5-fluorouracil	over	24 h	on	days	1–5	
in	 three	 21-day cycles	 (nCT)	 or	 the	 same	 chemotherapy	 regimen,	 but	 with	 the	 addition	 of	 40 Gy	
radiotherapy	(nCRT).	HRQoL	data	were	collected	at	baseline,	after	neoadjuvant	therapy	and	at	1,	3	
and	5 years	after	surgery.	The	European	Organisation	for	Research	and	Treatment	of	Cancer	(EORTC)	
core	questionnaire	QLQ-C30	and	disease-specific	modules	were	used.		
RESULTS:	 Of	 181	 patients	 randomized,	 165	 were	 included	 in	 the	 analysis	 of	 HRQoL.	 In	 a	 direct	
comparison	 between	 the	 allocated	 treatments,	 odynophagia	 after	 completion	 of	 neoadjuvant	
therapy	but	before	surgery	 (P	=	0·047)	and	 troublesome	coughing	at	3 years'	 follow-up	 (P	=	0·011)	
were	more	pronounced	in	the	nCRT	arm.	In	the	longitudinal	analyses	within	each	treatment	arm,	a	
large	deterioration	 in	HRQoL	was	noted	at	1 year.	Some	recovery	was	seen	 in	both	arms	over	time	
but,	after	3	and	5 years,	patients	in	the	nCRT	arm	reported	more	symptoms	compared	with	baseline	
than	patients	in	the	nCT	arm.		
CONCLUSION:	 HRQoL	 after	 multimodal	 treatment	 for	 cancer	 of	 the	 oesophagus	 or	 gastro-
oesophageal	 junction	was	 impaired	 and	more	 pronounced	 in	 patients	who	 underwent	 nCRT,	with	
only	partial	recovery	over	time.		
	

	

	 	



HPB		
RCT:	peroperatief	spoelen	met	antibiotica	tijdens	
pancreatoduodenectomie?	
Antibiotic	irrigation	during	pancreatoduodenectomy	to	prevent	infection	and	pancreatic	fistula:	A	
randomized	 controlled	 clinical	 trial.	TK	Maatman	et	al.	 Surgery:	October	2019	–	Volume	166	–	
Issue	4	–	p	469-475.	
Pubmed	ID:	31383465.	

BACKGROUND	 AND	 OBJECTIVE:	 Surgical	 site	 infection	 affects	 25%	 of	 patients	 undergoing	
pancreatoduodenectomy.	 This	 double-blind,	 randomized	 controlled	 trial	 tested	 the	 efficacy	 of	
intraperitoneal	 antibiotic	 irrigation	 in	 decreasing	 infection	 and	 pancreatic	 fistula	 after	
pancreatoduodenectomy.	
METHODS:	 Patients	 undergoing	 pancreatoduodenectomy	 were	 randomized	 (1:1	 ratio)	 to	
intraperitoneal	antibiotic	(polymyxin	B,	500,000	units/L)	irrigation	or	0.9%	NaCl	irrigation.	All	patients	
received	1	dose	of	standard	parenteral	antibiotics	within	1	hour	of	incision.	The	trial	was	powered	to	
detect	 a	 15%	 difference	 in	 any	 surgical	 site	 infection	 (primary	 endpoint)	 within	 30	 days	 after	
pancreatoduodenectomy.	
RESULTS:	One	hundred	ninety	patients	undergoing	pancreatoduodenectomy	were	randomized:	95	to	
antibiotic	 irrigation	and	95	to	saline	 irrigation.	Groups	were	well	matched	regarding	demographics,	
diagnosis,	preoperative	biliary	stenting,	bactibilia,	texture	of	the	pancreatic	parenchyma,	pancreatic	
and	 bile	 duct	 size,	 portal	 vein	 resection,	 and	 anastomotic	 technique.	 Overall,	 30-day	 surgical	 site	
infection	was	observed	in	24	(13%)	patients:	antibiotic	irrigation	in	10	(11%)	versus	saline	in	14	(15%)	
(P	=	.62).	Superficial	(n	=	9,	5%)	and	organ-space	(n	=	15,	8%)	surgical	site	infection	rates	were	3%	and	
7%	 (antibiotic)	 and	 6%	 and	 8%	 (saline),	 respectively	 (P	 >	 .31).	 Clinically	 relevant	 postoperative	
pancreatic	fistula	occurred	in	11	(12%)	patients	in	the	antibiotic	arm	and	10	(11%)	in	saline	controls	
(P	>	.95).	
CONCLUSION:	The	addition	of	antibiotic	solution	to	intraperitoneal	irrigation	does	not	decrease	the	
incidence	 of	 postoperative	 infectious	 complications	 or	 pancreatic	 fistula	 after	
pancreatoduodenectomy.	

	
	 	



FAP:	pancreas-sparende-duodenectomie	of	Whipple?	
Comparison	of	pancreas-sparing	duodenectomy	(PSD)	and	pancreatoduodenectomy	(PD)	for	the	
management	 of	 duodenal	 polyposis	 syndromes.	 RM	 Walsh	 et	 al.	 Surgery:	 October	 2019	 –	
Volume	166	–	Issue	4	–	p	496-502.	
Pubmed	ID:	31474487.	

BACKGROUND	AND	OBJECTIVE:	Familial	adenomatous	polyposis	affects	primarily	the	colon	but	can	
also	involve	other	locations	within	the	gastrointestinal	tract,	including	the	duodenum.	The	aim	of	this	
study	was	 to	describe	a	 single	 center	 experience	with	pancreas-sparing	duodenectomy	 for	 familial	
adenomatous	 polyposis	 and	 to	 compare	 outcomes	 with	 pancreatoduodenectomy	 performed	 for	
duodenal	polyp	disease.	
PATIENTS	AND	METHODS:	A	retrospective	review	of	a	prospectively	maintained	database	identified	
patients	who	had	undergone	pancreas-sparing	duodenectomy	during	the	period	2001	to	2016.	This	
population	 was	 matched	 1:1	 with	 a	 cohort	 of	 patients	 undergoing	 pancreatoduodenectomy	 for	
duodenal	adenomas,	both	sporadic	and	familial,	during	the	same	time	period.	Baseline	demographics	
and	perioperative	(short-	and	long-term)	outcomes	were	compared.	
RESULTS:	 A	 total	 of	 88	 patients	 were	 included;	 44	 in	 each	 group.	 The	 pancreas-sparing	
duodenectomy	cohort	was	younger	(52.6	vs	64.3	years;	P	<	.001)	and	more	patients	had	undergone	
prior	colectomy	(100%	vs	32%;	P	<	.001)	or	additional	prior	abdominal	surgery	(27%	vs	9%	(P	<	.001).	
Median	operative	times	were	greater	for	pancreatoduodenectomy	(391	vs	460	min;	P	=	.002).	There	
was	no	difference	 in	any	of	the	early	postoperative	complications.	There	was	1	30-day	mortality	 in	
the	 pancreatoduodenectomy	 group	 secondary	 to	 aspiration.	 Late	 acute	 pancreatitis	 was	 more	
common	 after	 pancreas-sparing	 duodenectomy	 (16%	 vs	 0%;	 P	 =	 .012)	 and	 exocrine	 pancreatic	
insufficiency	was	more	common	after	pancreatoduodenectomy	(30%	vs	11%;	P	=	.034).	
CONCLUSION:	 Pancreas-sparing	 duodenectomy	 is	 a	 reasonable	 option	 for	 duodenal	 cancer	
prophylaxis	 in	 familial	 adenomatous	 polyposis	 with	 high-risk	 features.	 The	 perioperative	 safety	
profile	is	comparable	to	pancreatoduodenectomy	done	for	similar	indications,	and	pancreas-sparing	
duodenectomy	has	a	favorable	long-term	with	a	lesser	incidence	of	exocrine	impairment.	

	
	 	



LEVERCHIRURGIE		
Meta-analyse:	 Minder	 heropnames	 na	 vroege	
cholecystectomie	 versus	 late	 cholecystectomie	 voor	 milde	
biliare	pancreatitis		
Meta‐analysis	 of	 randomized	 clinical	 trials	 of	 early	 versus	 delayed	 cholecystectomy	 for	 mild	
gallstone	pancreatitis.	N	Moody	et	al;	BJS,	Oct	2019	–	Volume	106	–	Issue	11,	pages	1442-1451.	
Pubmed	ID:	31268184.	
BACKGROUND:	 Gallstones	 account	 for	 30–50	 per	 cent	 of	 all	 presentations	 of	 acute	 pancreatitis.	
While	the	management	of	acute	pancreatitis	 is	usually	supportive,	definitive	treatment	of	gallstone	
pancreatitis	 is	 cholecystectomy.	 Guidelines	 from	 the	 British	 Society	 of	 Gastroenterology	 suggest	
definitive	 treatment	 on	 index	 admission	 or	 within	 2	 weeks	 of	 discharge,	 whereas	 joint	
recommendations	from	the	International	Association	of	Pancreatology	and	the	American	Pancreatic	
Association	 recommend	definitive	 treatment	on	 index	admission.	Evidence	suggests	 that	uptake	of	
these	guidelines	is	low.	
METHOD:	 Embase,	 MEDLINE	 and	 Cochrane	 databases	 were	 searched	 for	 RCTs	 investigating	 early	
versus	delayed	cholecystectomy	in	patients	with	a	confirmed	diagnosis	of	mild	gallstone	pancreatitis.	
The	 pooled	 synthesis	 was	 undertaken	 using	 a	 random‐effects	 meta‐analysis	 of	 the	 primary	
outcome	 of	 recurrent	 biliary	 complications	 causing	 hospital	 readmission.	 Secondary	 outcomes	
included	intraoperative	and	postoperative	complications,	and	total	 length	of	hospital	stay	(LOS).	All	
analyses	were	performed	using	RevMan5	software.	
RESULTS:	Five	RCTs	were	 identified,	which	 included	629	patients	(318	 in	the	early	cholecystectomy	
(EC)	 group	 and	 311	 in	 the	 delayed	 cholecystectomy	 (DC)	 group).	 Recurrent	 biliary	 events	 that	
required	readmission	were	reduced	in	patients	undergoing	EC	compared	with	the	number	in	patients	
having	DC	(odds	ratio	(OR)	0·17,	95	per	cent	c.i.	0·09	to	0·33).	There	was	no	difference	in	the	rate	of	
intraoperative	(OR	0·58,	0·17	to	1·92)	or	postoperative	(OR	0·78,	0·38	to	1·62)	complications.	
CONCLUSIONS:	EC	following	mild	gallstone	pancreatitis	does	not	 increase	the	risk	of	 intraoperative	
or	postoperative	complications,	but	reduces	the	readmission	rate	for	recurrent	biliary	complications.	
	 	



Tijd	voor	centralisatie	van	leverchirurgie	in	Duitsland?	
Mortality	after	liver	surgery	in	Germany.	N	Filmann	et	al.	BJS,	Oct	2019	–	Volume	106	–	Issue	11,	
pages	1523-1529.	Pubmed	ID:	31339558.	
BACKGROUND:	Mortality	rates	after	liver	surgery	are	not	well	documented	in	Germany.	More	than	
1000	hospitals	offer	liver	resection,	but	there	is	no	central	regulation	of	infrastructure	requirements	
or	outcome	quality.		
METHOD:	Hospital	mortality	rates	after	liver	resection	were	analysed	using	the	standardized	hospital	
discharge	 data	 (Diagnosis‐Related	 Groups,	 ICD‐10	 and	 German	 operations	 and	 procedure	 key	
codes)	provided	by	the	Research	Data	Centre	of	the	Federal	Statistical	Office	and	Statistical	Offices	of	
the	Länder	in	Wiesbaden,	Germany.	
RESULTS:	A	 total	of	110	332	 liver	procedures	carried	out	between	2010	and	2015	were	 identified.	
The	overall	hospital	mortality	rate	for	all	 resections	was	5·8	per	cent.	The	mortality	rate	among	17	
574	 major	 hepatic	 procedures	 was	 10·4	 per	 cent.	 Patients	 who	 had	 surgery	 for	 colorectal	 liver	
metastases	 (CRLMs)	 had	 the	 lowest	 mortality	 rate	 among	 those	 with	 malignancy	 (5·5	 per	 cent),	
followed	by	patients	with	gallbladder	cancer	(7·1	per	cent),	hepatocellular	carcinoma	(9·3	per	cent)	
and	intrahepatic	cholangiocarcinoma	(11·0	per	cent).	Patients	with	extrahepatic	cholangiocarcinoma	
had	the	highest	mortality	rate	(14·6	per	cent).	The	mortality	rate	for	extended	hepatectomy	was	16·2	
per	 cent	 and	 the	 need	 for	 a	 biliodigestive	 anastomosis	 increased	 this	 to	 25·5	 per	 cent.	 Failure	 to	
rescue	after	complications	led	to	mortality	rates	of	more	than	30	per	cent	in	some	subgroups.	There	
was	 a	 significant	 volume–outcome	 relationship	 for	 CRLM	 surgery	 in	 very	 high‐volume	 centres	
(mean	 26–60	major	 resections	 for	 CRLMs	 per	 year).	 The	mortality	 rate	 was	 4·6	 per	 cent	 in	 very	
high‐volume	centres	compared	with	7·5	per	cent	in	very	low‐volume	hospitals	(odds	ratio	0·60,	
95	per	cent	c.i.	0·42	to	0·77;	P	<	0·001).	
CONCLUSIONS:	This	analysis	of	outcome	data	after	liver	resection	in	Germany	suggests	that	hospital	
mortality	 remains	 high.	 There	 should	 be	more	 focused	 research	 to	 understand,	 improve	 or	 justify	
factors	leading	to	this	result,	and	consideration	of	centralization	of	liver	surgery.	



BARIATRISCHE	CHIRURGIE	
Wie	is	de	winnaar?	Dor	vs	Nissen	fundoplicatie.	
Comparison	of	Dor	and	Nissen	fundoplication	after	laparoscopic	paraesophageal	hernia	repair.	M	
Trepanier	et	al.	Surgery:	October	2019	–	Volume	166	–	Issue	4	–	p	540-546.	
Pubmed	ID:	31416603.	

BACKGROUND:	 Fundoplication	 is	 performed	 routinely	 during	 laparoscopic	 repairs	 of	 a	
paraesophageal	hernia,	but	the	degree	of	fundoplication	remains	controversial.	The	purpose	of	this	
study	 is	 to	assess	postoperative	dysphagia	and	 reflux	after	a	Dor	versus	a	Nissen	 fundoplication	 in	
patients	undergoing	laparoscopic	repair	of	giant	paraesophageal	hernias.	
METHODS:	We	performed	a	retrospective	cohort	study	of	all	patients	undergoing	laparoscopic	repair	
of	 giant	 paraesophageal	 hernias	 with	 Nissen	 or	 Dor	 fundoplication	 between	 January	 2012	 and	
December	 2017	 at	 a	 high-volume	 center,	 excluding	 revisional	 and	 emergency	 cases.	 Primary	
outcomes	were	reflux	and	dysphagia	at	1	and	6	months.	Severe	dysphagia	was	defined	as	intolerance	
to	liquids.	Balanced	cohorts	were	created	using	coarsened	exact	matching.	
RESULTS:	 A	 total	 of	 106	 patients	 were	 included,	 and	 87	 were	 matched	 (Dor	 =	 48,	 Nissen	 =	 58).	
Baseline	characteristics	were	well	balanced	between	matched	groups.	Mean	follow-up	duration	was	
17.7	months	(standard	deviation	16.4).	The	incidence	of	severe	dysphagia	at	1	month	was	less	in	the	
Dor	 group	 (0	 of	 48	 vs	 8	 of	 58,	 P	 =	 .02)	with	 similar	 reflux	 symptoms.	 There	was	 no	 difference	 in	
severe	dysphagia	and	reflux	symptoms	at	6	months	and	at	the	latest	visit.	
CONCLUSION:	 Dor	 fundoplication	 is	 associated	 with	 less	 severe,	 early	 postoperative	 dysphagia.	
Future	studies	assessing	the	relative	importance	of	dysphagia	and	reflux	on	quality	of	life	should	be	
conducted	to	tailor	the	operative	technique	and	optimize	patient	satisfaction.	
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