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Coloproctologie 
 
Laparoscopisch spoelen beter dan open resectie bij 
Hincey III geperforeerde diverticulitis  
Two‐year results of the randomized clinical trial DILALA comparing laparoscopic lavage with resection 
as treatment for perforated diverticulitis; BJS 2018; 105 (9); 1128-1134. 
Pubmed ID: 29663316 
BACKGROUND 
Traditionally, perforated diverticulitis with purulent peritonitis was treated with resection and 
colostomy (Hartmann's procedure), with inherent complications and risk of a permanent stoma. The 
DILALA (DIverticulitis – LAparoscopic LAvage versus resection (Hartmann's procedure) for acute 
diverticulitis with peritonitis) and other randomized trials found laparoscopic lavage to be a feasible 
and safe alternative. The medium‐term follow‐up results of DILALA are reported here.  
METHOD 
Patients were randomized during surgery after being diagnosed with Hinchey grade III perforated 
diverticulitis at diagnostic laparoscopy. The primary outcome was the proportion of patients with 
one or more secondary operations from 0 to 24 months after the index procedure in the 
laparoscopic lavage versus Hartmann's procedure groups. The trial was registered as 
ISRCTN82208287.  
RESULTS 
Forty‐three patients were randomized to laparoscopic lavage and 40 to Hartmann's procedure. 
Patients in the lavage group had a 45 per cent reduced risk of undergoing one or more operations 
within 24 months (relative risk 0·55, 95 per cent c.i. 0·36 to 0·84; P = 0·012) and had fewer operations 
(ratio 0·51, 95 per cent c.i. 0·31 to 0·87; P = 0·024) compared with those in the Hartmann's group. No 
difference was found in mean number of readmissions (1·37 versus 1·50; P = 0·221) or mortality 
between patients randomized to laparoscopic lavage or Hartmann's procedure. Three patients in the 
lavage group and nine in the Hartmann's group had a colostomy at 24 months.  
CONCLUSION 
Laparoscopic lavage is a better option for perforated diverticulitis with purulent peritonitis than open 
resection and colostomy. 

 

Meer morbiditeit na chirurgie voor Colitis Ulcerosa 
sinds introductie van biologicals? 
Higher Surgical Morbidity for Ulcerative Colitis Patients in the Era of Biologics; Abelson et al.; Ann 
Surg 2018; 268 (2); 311-317. 
Pubmed ID: 28448381 
OBJECTIVE 
To investigate differences in surgical approach and postoperative outcomes for patients with 
ulcerative colitis (UC) before and after the introduction of biologic therapy.  



BACKGROUND 
Biologic use has dramatically increased since Food and Drug Administration approval of infliximab. 
Studies conflict as to the effect of these agents on surgical outcomes with some demonstrating 
worse surgical outcomes whereas others have found no difference. 
METHODS 
We used an administrative, all-payer, all-age group database located in New York State. Patients 
were included if they had a diagnosis of UC and underwent surgery for their disease from 1995 to 
2013. Outcomes were compared for the index admission, at 90-day, and 1-year follow up.  
RESULTS 
A total of 7070 patients were included for analysis; 54% patients underwent surgery between 1995 
and 2005 and the remaining 46% patients underwent surgery between 2005 and 2013. There was a 
significant increase in the proportion of patients who underwent at least 3 procedures after 
2005(14% vs 9%, P < 0.01). On adjusted analysis, patients undergoing surgery after 2005 had higher 
likelihood of major events (odd s ratio, OR = 1.42; 95% confidence interval, CI = 1.13–1.78), 
procedural complications (OR = 1.42; 95% CI = 1.20–1.68), and nonroutine discharge (OR = 3.17; 95% 
CI = 2.79–3.60) during the index admission. Similar trends for worse adjusted outcomes in patients 
initially undergoing surgery after 2005 were seen at 90-day and 1-year follow up.  
CONCLUSION 
Since the introduction of biologic agents in 2005, surgery for patients with UC is more likely to 
require multiple procedures. Despite robust adjustments, patients having surgery recently have 
worse postoperative morbidity during the index hospitalization, at 90-day and 1-year follow up. 
More work is necessary to improve outcomes in these higher risk patients that undergo surgery. 

 
 

UPPER GI 
 
ASA klasse, neoadjuvante chemotherapie, en type resectie 
predictors morbiditeit en mortaliteit in patiënten met 
maagkanker ongeacht leeftijd  



Morbidity and mortality according to age following gastrectomy for gastric cancer; Nelen et al.; BJS 
2018; 105(9); 1163-1170. 
Pubmed ID: 29683186 
BACKGROUND 

This study investigated age‐related differences in surgically treated patients with gastric cancer, 
and aimed to identify factors associated with outcome. 
METHOD 

Data from the Dutch Upper Gastrointestinal Cancer Audit were used. All patients with non‐cardia 
gastric cancer registered between 2011 and 2015 who underwent surgery were selected. Patients 
were analysed by age group (less than 70 years versus 70 years or more). Multivariable logistic 
regression was used to assess the influence of clinicopathological factors on morbidity and mortality. 
RESULTS 
A total of 1109 patients younger than 70 years and 1206 aged 70 years or more were included. 

Patients aged at least 70 years had more perioperative or postoperative complications (41·2 versus 

32·5 per cent; P < 0·001) and a higher 30‐day mortality rate (7·9 versus 3·2 per cent; P < 0·001) 
than those younger than 70 years. In multivariable analysis, age 70 years or more was associated 
with a higher risk of complications (odds ratio 1·29, 95 per cent c.i. 1·05 to 1·59). Postoperative 
mortality was not significantly associated with age. In the entire cohort, morbidity and mortality 
were influenced most by ASA grade, neoadjuvant chemotherapy and type of resection. 
CONCLUSION 
ASA grade, neoadjuvant chemotherapy and type of resection are independent predictors of 
morbidity and death in patients with gastric cancer, irrespective of age. 

 
Recidief risico stratificatie na preoperatieve chemoradiatie 
bij slokdarm adenocarcinoom 
Recurrence Risk Stratification After Preoperative Chemoradiation of Esophageal Adenocarcinoma; Xi 
et al.; Ann of Surg 2018; 268 (2); 289-295. 
Pubmed ID: 28628563  
OBJECTIVE 
To discern recurrence risk stratification and investigate its influence on postoperative surveillance in 
patients with esophageal adenocarcinoma (EAC) after neoadjuvant chemoradiotherapy (CRT). 
SUMMARY BACKGROUND DATA 
Reports documenting recurrence risk stratification in EAC after neoadjuvant CRT are scarce. 
METHODS 
Between 1998 and 2014, 601 patients with EAC who underwent neoadjuvant CRT followed by 
esophagectomy were included for analysis. The pattern, site, timing, and frequency of the first 
recurrence and potential prognostic factors for developing recurrences were analyzed. This cohort 
was used as the training set to propose a recurrence risk stratification system, and the stratification 
was further validated in another cohort of 172 patients. 
RESULTS 
A total of 150 patients (25.0%) achieved pathologic complete response (pCR) after neoadjuvant CRT 
and the rest were defined as the non-pCR group (n = 451) in the training cohort. After a median 
follow-up of 63.6 months, the pCR group demonstrated a significantly lower locoregional (4.7% vs 
19.1%) and distant recurrence rate (22.0% vs.44.6%) than the non-pCR group (P < 0.001). Based on 
independent prognostic factors, patients were stratified into 4 recurrence risk categories: pCR with 
clinical stage I/II, pCR with clinical stage III, non-pCR with pN0, and non-pCR with pN+, with 
corresponding 5-year recurrence-free survival rates of 88.7%, 65.8%, 55.3%, and 33.0%, respectively 
(P < 0.001). The risk stratification was reproducible in the validation cohort. 
CONCLUSION 



We proposed a recurrence risk stratification system for EAC patients based on pathologic response 
and pretreatment clinical stage. Risk-based postoperative surveillance strategies could be developed 
for different risk categories. 

 

HPB  
 
Neoadjuvante chemoradiatie beter dan direct opereren bij 
borderline resectabel pancreascarcinoom 
Oncological Benefits of Neoadjuvant Chemoradiation With Gemcitabine Versus Upfront Surgery in 
Patients With Borderline Resectable Pancreatic Cancer: A Prospective, Randomized, Open-label, 
Multicenter Phase 2/3 Trial; Jang et al.; Ann Surg 2018; 268 (2): 215-222. 
Pubmed ID: 29462005 
OBJECTIVE 
This study was performed to determine whether neoadjuvant treatment increases survival in 
patients with BRPC.  
SUMMARY BACKGROUND DATA 
Despite many promising retrospective data on the effect of neoadjuvant treatment for borderline 
resectable pancreatic cancer (BRPC), no high-level evidence exists to support the role of such 
treatment.  
METHODS 
This phase 2/3 multicenter randomized controlled trial was designed to enroll 110 patients with 
BRPC who were randomly assigned to gemcitabine-based neoadjuvant chemoradiation treatment 
(54 Gray external beam radiation) followed by surgery or upfront surgery followed by 
chemoradiation treatment from four large-volume centers in Korea. The primary endpoint was the 2-
year survival rate (2-YSR). Interim analysis was planned at the time of 50% case enrollment.  
RESULTS 



After excluding the patients who withdrew consent (n = 8) from the 58 enrolled patients, 27 patients 
were allocated to neoadjuvant treatment and 23 to upfront surgery groups. The overall 2-YSR was 
34.0% with a median survival of 16 months. In the intention-to-treat analysis, the 2-YSR and median 
survival were significantly better in the neoadjuvant chemoradiation than the upfront surgery group 
[40.7%, 21 months vs 26.1%, 12 months, hazard ratio 1.495 (95% confidence interval 0.66–3.36), P = 
0.028]. R0 resection rate was also significantly higher in the neoadjuvant chemoradiation group than 
upfront surgery (n = 14, 51.8% vs n = 6, 26.1%, P = 0.004). The safety monitoring committee decided 
on early termination of the study on the basis of the statistical significance of neoadjuvant treatment 
efficacy.  
CONCLUSION 
This is the first prospective randomized controlled trial on the oncological benefits of neoadjuvant 
treatment in BRPC. Compared to upfront surgery, neoadjuvant chemoradiation provides oncological 
benefits in patients with BRPC. 
 

Markers in cyste vloeistof verbeteren voorspelling op hoog 
risico IPMN 
Multi-institutional Validation Study of Pancreatic Cyst Fluid Protein Analysis for Prediction of High-risk 
Intraductal Papillary Mucinous Neoplasms of the Pancreas; Al Efishat et al.; Ann Surg 2018; 268 (2); 
340-347. 
Pubmed ID: 28700444 
OBJECTIVE 
Preliminary work by our group suggested that proteins within the pancreatic cyst fluid (CF) may 
discriminate degree of IPMN dysplasia. We sought to externally validate these markers and 
determine whether their inclusion in a preoperative clinical nomogram could increase diagnostic 
accuracy.  
SUMMARY BACKGROUND DATA 
IPMN is the most common radiographically identifiable precursor to pancreatic cancer; however, the 
timing and frequency of its malignant progression are unknown, and there are currently no reliable 
preoperative tests that can determine the grade of dysplasia in IPMN.  
METHODS 
Clinical and radiographic data, as well as CF samples, were obtained from 149 patients who 
underwent resection for IPMN at 1 of 3 institutions. High-risk disease was defined as the presence of 
high-grade dysplasia or invasive carcinoma. Multianalyte bead array analysis (Luminex) of CF was 
performed for 4 protein markers that were previously associated with high-risk disease. Logistic 
regression models were fit on training data, with and without adjustment for a previously developed 
clinical nomogram and validated with an external testing set. The models incorporating clinical risk 
score were presented graphically as nomograms.  
RESULTS 
Within the group of 149 resected patients, 89 (60%) had low-risk disease, and 60 (40%) had high-risk 
disease. All 4 CF markers (MMP9, CA72–4, sFASL, and IL-4) were overexpressed in patients with high-
risk IPMN (P < 0.05; Table 3). Two predictive models based on preselected combinations of CF 
markers had concordance indices of 0.76 (Model-1) and 0.80 (Model-2). Integration of each CF 
marker model into a previously described clinical nomogram leads to increased discrimination 
compared with either the CF models or nomogram alone (c-indices of 0.84 and 0.83, respectively).  



 
CONCLUSION 
This multi-institutional study validated 2 CF protein marker models for preoperative identification of 
high-risk IPMN. When combined with a clinical nomogram, the ability to predict high-grade dysplasia 
was even stronger. 
 

LEVERCHIRURGIE  
 
Parenchym transsectie tijdens hepatectomie met stapler 
geeft met minder bloedverlies en kortere operatie duur  
Randomized clinical trial of stapler hepatectomy versus LigaSure™ transection in elective hepatic 
resection; Fritzmann et al.; BJS 2018; 105 (9); 1119-1127. 
Pubmed ID: 30069876 
BACKGROUND 
Previous studies have demonstrated stapler hepatectomy and use of various energy devices to be 
safe alternatives to the clamp‐crushing technique in elective hepatic resection. In this randomized 
trial, the effectiveness and safety of stapler hepatectomy were compared with those of parenchymal 
transection with the LigaSure™ vessel sealing system.  
METHOD 
Patients scheduled for elective liver resection at two tertiary-care centres were randomized during 
surgery to stapler hepatectomy or transection with the LigaSure™ device. Total intraoperative blood 
loss was the primary efficacy endpoint. Transection time, duration of operation, perioperative 
complications and length of hospital stay were recorded as secondary endpoints. 
 RESULTS 
A total of 138 patients were analysed, 69 in the LigaSure™ and 69 in the stapler hepatectomy group. 
Baseline characteristics were well balanced between the groups. Mean intraoperative blood loss was 
significantly higher in the LigaSure™ group than the stapler hepatectomy group: 1101 (95 per cent c.i. 
915 to 1287) versus 961 (752 to 1170) ml (P = 0·028). The parenchymal transection time was 
significantly shorter in the stapler group (P = 0·005), as was the total duration of operation (P = 
0·027). Surgical morbidity did not differ between the groups, nor did the grade of complications. 
CONCLUSION 
Stapler hepatectomy was associated with reduced blood loss and a shorter duration of operation 
than the LigaSure™ device for parenchymal transection in elective partial hepatectomy. Registration 
number: NCT01858987 (http://www.clinicaltrials.gov). 

Nieuw scoring system voospelt risico op intraoperatieve 
complicaties tijdens laparoscopische leverresecties 
Development and validation of a difficulty score to predict intraoperative complications during 
laparoscopic liver resection; Halls et al.; BJS 2018; 105 (9); 1182-1191.  
Pubmed ID: 29737513 
BACKGROUND 



Previous studies have demonstrated that patient, surgical, tumour and operative variables affect the 
complexity of laparoscopic liver resections. However, current difficulty scoring systems address only 
tumour factors. The aim of this study was to develop and validate a predictive model for the risk of 
intraoperative complications during laparoscopic liver resections.  
METHOD 
The prospectively maintained databases of seven European tertiary referral liver centres were 
compiled. Data from two‐thirds of the patients were used for development and one‐third for 
validation of the model. Intraoperative complications were based on a modified Satava classification. 
Using the methodology of the Framingham Heart Study, developed to identify risk factors that 
contribute to the development of cardiovascular disease, factors found to predict intraoperative 
complications independently were assigned points, and grouped into low‐, moderate‐, high‐ and 
extremely high‐risk groups based on the likelihood of intraoperative complications. 
RESULTS 
A total of 2856 patients were included. 
Neoadjuvant chemotherapy, lesion type 
and size, classification of resection and 
previous open liver resection were found 
to be independent predictors of 
intraoperative complications (Table 5). 
Patients with intraoperative complications 
had a longer duration of hospital stay (5 
versus4 days; P < 0·001), higher 
complication rates (32·5 versus 15·5 per 
cent; P < 0·001), and higher 30‐day (3·0 
versus 0·3 per cent; P < 0·001) and 90‐day 
(3·8 versus 0·8 per cent; P < 0·001) 
mortality rates than those who did not. 
The model was able to predict 
intraoperative complications (area under the receiver operating characteristic (ROC) curve (AUC) 
0·677, 95 per cent c.i. 0·647 to 0·706) as well as postoperative 90‐day mortality (AUC 0·769, 0·681 to 
0·858).  
CONCLUSION 
This comprehensive scoring system, based on patient, surgical and tumour factors, and developed 
and validated using a large multicentre European database, helped estimate the risk of 
intraoperative complications. 
 

BARIATRISCHE CHIRURGIE 
 
Bariatrische chirurgie verbetert fysieke functioneren  
Meta‐analysis of the effect of bariatric surgery on physical function; Adil et al.; BJS 2018; 105 (9); 
1107-1118.  
Pubmed ID: 29893414 
BACKGROUND 
Obesity leads to an impairment of physical function that limits the ability to perform basic physical 
activities affecting quality of life. Literature on the effect of bariatric surgery on physical function is 
confounding and generally of low quality. 
METHOD 
A comprehensive search was undertaken using MEDLINE, Scopus (including Embase), CENTRAL, 

PubMed, SPORTDiscus, Scirus and OpenGrey for published research and non‐published studies to 



31 March 2017. Studies employing objective measurement and self‐reporting of physical function 
before and after bariatric surgery were included. The magnitude of experimental effect was 
calculated in terms of the standardized mean difference (MD), and confidence intervals were set at 
95 per cent to reflect a significance level of 0·05. 
RESULTS 
Thirty studies including 1779 patients met the inclusion criteria. Physical function improved after 
bariatric surgery at 0–6 months (MD 0·90, 95 per cent c.i. 0·60 to 1·21; P < 0·001; Figure 2), more 
than 6 to 12 months (MD 1·06, 0·76 to 1·35; P < 0·001) and more than 12 to 36 months (MD 1·30, 
1·07 to 1·52; P < 0·001). Objective assessment of physical function after bariatric surgery showed 
improvement at 0–6 months (MD 0·94, 0·57 to 1·32; P < 0·001), more than 6 to 12 months (MD 0·77, 

0·15 to 1·40; P = 0·02) and more than 12 to 36 months (MD 1·04, 0·40 to 1·68; P = 0·001). Self‐

reported assessment of physical function showed similar improvements at 0–6 months (MD 0·80, 0·

12 to 1·47; P = 0·02), more than 6 to 12 months (MD 1·42, 1·23 to 1·60; P < 0·001) and more than 
12 to 36 months (MD 1·41, 1·20 to 1·61; P < 0·001) after a bariatric procedure. 
CONCLUSION 
Bariatric surgery improves physical function significantly within 6 months of the procedure and this 
effect persists over time to 36 months after surgery, whether measured objectively or by self‐
reporting. 

 
 
 
 


