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Coloproctologie  

Is de watch-and-wait strategie veilig bij complete 
clinical response na eerder cN+? 
Organ Preservation Among Patients With Clinically Node-Positive Rectal Cancer: Is It Really More 
Dangerous? A Habr-Gama et al. Dis Colon Rectum, 2019 Jun;62(6):675-683. 
Pubmed ID: 30870223. 

BACKGROUND: Select patients with complete clinical response to chemoradiation have been managed 

without radical surgery. The presence of radiologic evidence of nodal metastases at baseline could be 

a risk factor for local tumor regrowth, more advanced stage at the time of recurrence, and worse 

distant metastases-free survival. 

OBJECTIVE: The purpose of this study was to compare the outcomes of patients with baseline node-

positive and node-negative cancer after neoadjuvant chemoradiation and complete clinical response 

managed nonoperatively. 

DESIGN: This was a retrospective review of consecutive patients with nonmetastatic distal rectal 

cancer undergoing neoadjuvant chemoradiation. 

PATIENTS: Consecutive patients with clinical and radiologic evidence of complete clinical response at 

8 to 10 weeks were managed nonoperatively and enrolled in a strict follow-up program (watch and 

wait). Patients with incomplete clinical response or tumor regrowth after initial complete clinical 

response were referred to surgery. 

MAIN OUTCOMES MEASURES: Surgery-free and distant metastases-free survival were compared 

between patients according to nodal status at baseline. 

RESULTS: A total of 117 patients with node-positive and 218 with node-negative cancer at baseline 

were reviewed. Overall, 62 (53.0%; node positive) and 135 (61.9%; node negative) achieved a complete 

clinical response and were managed nonoperatively (p = 0.13). Patients with baseline node-positive 

cancer had similar rates of pathologic nodal metastases at the time of recurrence. Five-year surgery-

free (39.7% vs 46.8%; p = 0.2) and distant metastases-free survival (77.5% vs 80.5%; p = 0.49) were 

similar between baseline node-positive and node-negative patients. 

LIMITATIONS: This was a retrospective study with a small sample size and possible inaccurate nodal 

staging. 

CONCLUSION: Patients with rectal cancer with node-positive cancer at baseline who develop a 

complete clinical response after neoadjuvant chemoradiation are not at increased risk for local tumor 

regrowth or development of more advanced disease at the time of recurrence. These patients seem 

to be safe candidates for organ-preserving strategies after achieving complete clinical response. See 

Video Abstract at http://links.lww.com/DCR/A902. 
 



 
 

 
Immune modulating nutrition, de preventiemethode 
voor post-operative infectieuze complicaties?  
The Impact of Preoperative Immune Modulating Nutrition on Outcomes in Patients Undergoing 
Surgery for Gastrointestinal Cancer: A Systematic Review and Meta-analysis. A Adiamah et al. 
Annals of Surgery, August 2019, Volume 270, Issue 2, p 247-256. 
Pubmed ID: 30817349. 

OBJECTIVE: To define the influence of preoperative immune modulating nutrition (IMN) on 
postoperative outcomes in patients undergoing surgery for gastrointestinal cancer. 
BACKGROUND: Although studies have shown that perioperative IMN may reduce postoperative 
infectious complications, many of these have included patients with benign and malignant disease, 
and the optimal timing of such an intervention is not clear. 
METHODS: The Embase, Medline, and Cochrane databases were searched from 2000 to 2018, for 
prospective randomized controlled trials evaluating preoperative oral or enteral IMN in patients 
undergoing surgery for gastrointestinal cancer. The primary endpoint was the development of 
postoperative infectious complications. Secondary endpoints included postoperative noninfectious 
complications, length of stay, and up to 30-day mortality. The analysis was performed using RevMan 
v5.3 software. 



RESULTS: Sixteen studies reporting on 1387 patients (715 
IMN group, 672 control group) were included. Six of the 
included studies reported on a mixed population of patients 
undergoing all gastrointestinal cancer surgery. Of the 
remaining, 4 investigated IMN in colorectal cancer surgery, 2 
in pancreatic surgery, and another 2 in patients undergoing 
surgery for gastric cancer. There was 1 study each on liver 
and esophageal cancer. The formulation of nutrition used in 
all studies in the treated patients was Impact 
(Novartis/Nestlé), which contains ω-3 fatty acids, arginine, 
and nucleotides. Preoperative IMN in patients undergoing 
surgery for gastrointestinal cancer reduced infectious 
complications [odds ratio (OR) 0.52, 95% confidence interval 
(CI) 0.38-0.71, P < 0.0001, I = 16%, n = 1387] and length of 
hospital stay (weighted mean difference -1.57 days, 95% CI -
2.48 to -0.66, P = 0.0007, I = 34%, n = 995) when compared 
with control (isocaloric isonitrogeneous feed or normal diet). 
It, however, did not affect noninfectious complications (OR 
0.98, 95% CI 0.73-1.33, P = 0.91, I = 0%, n = 1303) or mortality 
(OR 0.55, 95% CI 0.18-1.68, P = 0.29, I = 0%, n = 955). 
CONCLUSION: Given the significant impact on infectious 
complications and a tendency to shorten length of stay, 
preoperative IMN should be encouraged in routine practice 
in patients undergoing surgery for gastrointestinal cancer. 
 

 

 

 
UPPER GI 

De veiligheid en werkzaamheid van extensive intraoperative 
peritoneal lavage (EIPL) bij locally advanced maagkanker.  
Combined Surgery and Extensive Intraoperative Peritoneal Lavage vs Surgery Alone for Treatment 
of Locally Advanced Gastric Cancer: The SEIPLUS Randomized Clinical Trial. J Guo et al. JAMA Surg. 
2019;154(7):610-616. 
Pubmed ID: 30916742. 

IMPORTANCE: Peritoneal metastasis is the most frequent pattern of postoperative recurrence in 
patients with gastric cancer. Extensive intraoperative peritoneal lavage (EIPL) is a new prophylactic 
strategy for treatment of peritoneal metastasis of locally advanced gastric cancer; however, the safety 
and efficacy of EIPL is currently unknown. 
OBJECTIVE: To evaluate short-term outcomes of patients with advanced gastric cancer who received 
combined surgery and EIPL or surgery alone. 
DESIGN, SETTING, AND PARTICIPANTS: From March 2016 to November 2017, 662 patients with 
advanced gastric cancer receiving D2 gastrectomy were enrolled in a large, multicenter, randomized 
clinical trial from 11 centers across China. In total, 329 patients were randomly assigned to receive 
surgery alone, and 333 patients were randomly assigned to receive surgery plus EIPL. Clinical 



characteristics, operative findings, and postoperative short-term outcomes were compared between 
the 2 groups in the intent-to-treat population. 
MAIN OUTCOMES AND MEASURES: Short-term postoperative complications and mortality. 
RESULTS: The present analysis included data from 550 patients, 390 men and 160 women, with a mean 
(SD) age of 60.8 (10.7) years in the surgery alone group and 60.6 (10.8) in the surgery plus EIPL group. 
Patients assigned to the surgery plus EIPL group exhibited reduced mortality (0 of 279 patients) 
compared with those assigned to surgery alone (5 of 271 patients [1.9%]) (difference, 1.9%; 95% CI, 
0.3%-3.4%; P = .02). A significant difference in the overall postoperative complication rate was 
observed between patients receiving surgery alone (46 patients [17.0%]) and those receiving surgery 
plus EIPL (31 patients [11.1%]) (difference, 5.9%; 95% CI, 0.1%-11.6%; P = .04). Postoperative pain 
occurred more often following surgery alone (48 patients [17.7%]) than following surgery plus EIPL (30 
patients [10.8%]) (difference, 7.0%; 95% CI, 0.8%-13.1%; P = .02). 

 
CONCLUSIONS AND RELEVANCE: Inclusion of EIPL can increase the safety of D2 gastrectomy and 
decrease postoperative short-term complications and wound pain. As a new, safe, and simple 
procedure, EIPL therapy is easily performed anywhere and does not require any special devices or 
techniques. Our study suggests that patients with advanced gastric cancer appear to be candidates for 
the EIPL approach. 
TRIAL REGISTRATION: ClinicalTrials.gov identifier: NCT02745509. 

 

  



Toename lokale excisie voor cT1N0 oesophagus carcinoom 
gepaard met gelijkwaardige survival in vergelijking met 
conventionele slokdarmresectie! 
Survival Implications of Increased Utilization of Local Excision for cT1N0 Esophageal Cancer. EC 
Sturm et al. Annals of Surgery, August 2019, Volume 270, Issue 2, p 295-301. 
Pubmed ID: 29672407. 

OBJECTIVE: We hypothesized that patients with 

cT1N0 esophageal cancer undergoing local 

excision would have lower survival compared 

with esophagectomy due to potential 

discordant staging.  

BACKGROUND: Local excision has become an 

attractive alternative for management of early 

esophageal cancer, avoiding the morbidity of 

esophagectomy. It is uncertain if occult nodal 

metastasis impacts survival. 

METHODS: An observational study was conducted using the National Cancer Database (1998-2012) 

for patients with clinical T1N0 esophageal cancer who underwent local excision (n = 1625) or 

esophagectomy (n = 3255). 

RESULTS: The proportion of patients undergoing local excision increased from 12% in 1998 to 50% in 

2012 (P < 0.001). After esophagectomy, 61% of cT1N0 cancers had concordant clinical and pathological 

staging, with 5.2% having positive nodal disease; 37% were staged concordant after local excision, with 

excess missing data (60%). Ninety-day mortality was 7.4% after esophagectomy compared with 2.8% 

after local excision (P < 0.001). While no significant difference was seen in unadjusted survival, 

adjusted Cox regression analysis indicated worse survival after esophagectomy compared with local 

excision for all cases [hazard ratio (HR) 1.57, 95% confidence interval (CI) 1.27-1.95] and for patients 

with concordant staging (HR 1.68, 95% CI 1.23-2.28). 

CONCLUSIONS: Local excision for cT1N0 esophageal cancer has increased over time. Contrary to our 

hypothesis, despite incomplete nodal staging, patients undergoing local excision have favorable 

survival, particularly in the adenocarcinoma subgroup. This may reflect early differences in mortality 

due to differences in procedure-related complications and/or selection bias. As this study has limited 

power to compare outcomes between T1a and T1b cancers, further analysis is warranted. 

 

  



HPB  

Zet uw kliniek naast deze nieuwe ‘low-risk-cases’ 
benchmarks in pancreaschirurgie! 
Benchmarks in Pancreatic Surgery: A Novel Tool for Unbiased Outcome Comparisons. P Sánchez-
Velázquez et al. Annals of Surgery: August 2019, Volume 270, Issue 2, p 211-218.  
Pubmed ID: 30829701. 
OBJECTIVE: To use the concept of benchmarking to establish robust and standardized outcome 

references after pancreatico-duodenectomy (PD).  

BACKGROUND: Best achievable results after PD are unknown. Consequently, outcome comparisons 

among different cohorts, centers or with novel surgical techniques remain speculative. 

METHODS: This multicenter study analyzes consecutive patients (2012-2015) undergoing PD in 23 

international expert centers in pancreas surgery. Outcomes in patients without significant 

comorbidities and major vascular resection (benchmark cases) were analyzed to establish 20 outcome 

benchmarks for PD. These benchmarks were tested in a cohort with a poorer preoperative physical 

status (ASA class ≥3) and a cohort treated by minimally invasive approaches. 

 
RESULTS: Two thousand three hundred seventy-five (38%) low-risk cases out of a total of 6186 PDs 

were analyzed, disclosing low in-hospital mortality (≤1.6%) but high morbidity, with a 73% benchmark 

morbidity rate cumulated within 6 months following surgery. Benchmark cutoffs for pancreatic fistulas 

(B-C), severe complications (≥ grade 3), and failure-to-rescue rate were 19%, 30%, and 9%, 

respectively. The ASA ≥3 cohort showed comparable morbidity but a higher in hospital-mortality (3% 

vs 1.6%) and failure-to-rescue rate (16% vs 9%) than the benchmarks. The proportion of benchmark 

cases performed varied greatly across centers and continents for both open (9%-93%) and minimally 

invasive (11%-62%) PD. Centers operating mostly on complex PD cases disclosed better results than 

those with a majority of low-risk cases. 

CONCLUSIONS: The proposed outcome benchmarks for PD, established in a large-scale international 

patient cohort and tested in 2 different cohorts, may allow for meaningful comparisons between 

different patient cohorts, centers, countries, and surgical techniques. 



Neoadjuvant therapie voor locally advanced 
pancreascarcinoom: Johns Hopkins data  
Survival in Locally Advanced Pancreatic Cancer After Neoadjuvant Therapy and Surgical Resection. 
G Gemenetzis, et al. Annals of Surgery, August 2019, Volume 270, Issue 2, p 340-347. 
Pubmed ID: 29596120. 

OBJECTIVE: The aim of the study was to identify the survival of patients with locally advanced 

pancreatic cancer (LAPC) and assess the effect of surgical resection after neoadjuvant therapy on 

patient outcomes. 

BACKGROUND: An increasing number of LAPC patients who respond favorably to neoadjuvant therapy 

undergo surgical resection. The impact of surgery on patient survival is largely unknown. 

MATERIALS AND METHODS: All LAPC patients who presented to the institutional pancreatic 

multidisciplinary clinic (PMDC) from January 2013 to September 2017 were included in the study. 

Demographics and clinical data on neoadjuvant treatment and surgical resection were documented. 

Primary tumor resection rates after neoadjuvant therapy and overall survival (OS) were the primary 

study endpoints. 

RESULTS: A total of 415 LAPC patients were included in the study. Stratification of neoadjuvant therapy 

in FOLFIRINOX-based, gemcitabine-based, and combination of the two, and subsequent outcome 

comparison did not demonstrate significant differences in OS of 331 non-resected LAPC patients (P = 

0.134). Eighty-four patients underwent resection of the primary tumor (20%), after a median duration 

of 5 months of neoadjuvant therapy. FOLFIRINOX-based therapy and stereotactic body radiation 

therapy correlated with increased probability of resection (P = 0.006). Resected patients had better 

performance status, smaller median tumor size (P = 0.029), and lower median CA19-9 values (P < 

0.001) at PMDC. Patients who underwent surgical resection had significant higher median OS 

compared with those who did not (35.3 vs 16.3 mo, P < 0.001). The difference remained significant 

when non-resected patients were matched for time of neoadjuvant therapy (19.9 mo, P < 0.001). 

CONCLUSIONS: Surgical resection of LAPC after neoadjuvant therapy is feasible in a highly selected 

cohort of patients (20%) and is associated with significantly longer median overall survival. 

  



LEVERCHIRURGIE  

RCT: PCA morfine non-inferieur t.o.v. epidurale pijnstilling na 
open liver chirurgie  
Intravenous Patient-controlled Analgesia Versus Thoracic Epidural Analgesia After Open Liver 
Surgery. J Hausken et al; Annals of Surgery, August 2019, Volume 270, Issue 2, p193-199. 
Pubmed ID: 30676382. 
OBJECTIVE: We conducted a randomized, controlled, noninferiority trial to investigate if intravenous, 

multimodal, patient-controlled analgesia (IV-PCA) could be noninferior to multimodal thoracic epidural 

analgesia (TEA) in patients undergoing open liver surgery. 

BACKGROUND: The increasing use of minimally invasive techniques and fast track protocols have 

questioned the position of epidural analgesia as the optimal method of pain management after 

abdominal surgery. 

METHODS: Patients operated with open liver resection between February 2012 and February 2016 

were randomly assigned to receive either IV-PCA enhanced with ketorolac/diclofenac (IV-PCA, n = 66) 

or TEA (n = 77) within an enhanced recovery after surgery protocol. Noninferiority would be declared 

if the mean pain score on the numeric rating scale (NRS) for postoperative days (PODs) 0 to 5 in the 

IV-PCA group was no worse than the mean pain score in the TEA group by a margin of <1 point on an 

11-point scale (0–10). 

RESULTS: The primary endpoint, mean NRS pain score was 1.7 in the IV-PCA group and 1.6 in the TEA 

group, establishing noninferiority. Pain scores were lower in the TEA group on PODs 0 and 1, but higher 

or equal on PODs 2 and 5. Postoperative hospital stay was significantly shorter for patients in the IV-

PCA group (74 vs 104 h, P < 0.001). The total opioid consumption during the first 3 days was 

significantly lower in the IV-PCA group. 

CONCLUSIONS: IV-PCA was noninferior to TEA for the treatment of postoperative pain in patients 

undergoing open liver resection. 

 
 



Systematic review en meta-analyse: epidurale pijnstilling 
toch superieur t.o.v. PCA morfine na open liver chirurgie 

Efficacy and Safety of Patient-controlled Analgesia Compared With Epidural Analgesia After Open 
Hepatic Resection: A Systematic Review and Meta-analysis. J Li et al. Annals of Surgery, August 
2019, Volume 270, Issue 2, p 200-208. 
Pubmed ID: 31058695. 

OBJECTIVE: To compare the efficacy and safety of patient-controlled analgesia (PCA) to epidural 

analgesia in adults undergoing open hepatic resection. 

BACKGROUND: Effective pain management in patients undergoing open hepatic resection is often 

achieved with epidural analgesia. However, associated risks have prompted investigation of alternative 

analgesic methods in this patient population. 

METHODS: A comprehensive systematic literature review via Medline, Embase, and the Cochrane 

databases from inception until December 2, 2017 was conducted, followed by meta-analysis. Abstract 

and full-text screening, data extraction, and quality assessment were conducted by 2 investigators. 

Odds ratios (OR), mean differences (MD), and 95% confidence intervals were calculated using RevMan 

5.3. 

RESULTS: Four randomized controlled trials with 278 patients were identified. All studies compared 

the use of PCA to epidural, with differing regimens. Pooled MD and 95% confidence interval for pain 

score were higher for PCA at rest 24 hours postoperatively (0.59 [0.30, 0.88]), and with movement at 

48 hours postoperatively (0.95 [0.31, 1.60]. Pooled MD for hospital length of stay was 1.23 days (−2.72, 

5.19). Pooled OR was 0.68 (0.36, 1.3) and 0.24 (0.04, 1.36) for overall and analgesia-related 

complications, respectively. Need for blood transfusion had a pooled OR of 1.14 (0.31, 4.18). 

CONCLUSIONS: Epidural analgesia was observed to be superior to PCA for pain control in patients 

undergoing open hepatic resection, with no significant difference in hospital length of stay, 

complications, or transfusion requirements. Thus, epidural analgesia should be the preferred method 

for the management of postoperative pain in this patient population. 

 

BARIATRISCHE CHIRURGIE 

Obesitas en living-kidney donation 
Obesity and long-term mortality risk among living kidney donors. JE Locke et al. Surgery: August 
2019 – Volume 166 – Issue 2 – p 205-208. 
Pubmed ID: 31072668. 

BACKGROUND: Body mass index of living kidney donors has increased substantially. Determining 

candidacy for live kidney donation among obese individuals is challenging because many donation-

related risks among this subgroup remain unquantified, including even basic postdonation mortality.  

METHODS: We used data from the Scientific Registry of Transplant Recipients linked to data from the 

Centers for Medicare and Medicaid Services to study long-term mortality risk associated with being 

obese at the time of kidney donation among 119,769 live kidney donors (1987-2013). Donors were 

followed for a maximum of 20 years (interquartile range 6.0-16.0). Cox proportional hazards estimated 

the risk of postdonation mortality by obesity status at donation. Multiple imputation accounted for 

missing obesity data.  

RESULTS: Obese (body mass index ≥ 30) living kidney donors were more likely male, African American, 

and had higher blood pressure. The estimated risk of mortality 20 years after donation was 



304.3/10,000 for obese 

and 208.9/10,000 for 

nonobese living kidney 

donors. Adjusting for 

age, sex, race/ethnicity, 

blood pressure, 

baseline estimated 

glomerular filtration 

rate, relationship to 

recipient, smoking, and 

year of donation, obese 

living kidney donors had 

a 30% increased risk of 

long-term mortality 

compared with their 

nonobese counterparts 

(adjusted hazard ratio: 

1.32, 95% CI: 1.09-1.60, 

P = .006). The impact of 

obesity on mortality risk did not differ significantly by sex, race or ethnicity, biologic relationship, 

baseline estimated glomerular filtration rate, or among donors who did and did not develop 

postdonation kidney failure. 

CONCLUSIONS: These findings may help to inform selection criteria and discussions with obese 

persons considering living kidney donation.  

*** 


