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Coloproctologie		
Optimale	wachtperiode	na	preoperatieve	
chemoradiatie	voor	het	rectumcarcinoom?		
Resultaten	van	de	gerandomiseerde	Greccar-6	trail.	
Does	A	Longer	Waiting	Period	After	Neoadjuvant	Radio-chemotherapy	Improve	the	Oncological	
Prognosis	 of	 Rectal	 Cancer?:	 Three	 Years’	 Follow-up	 Results	 of	 the	 Greccar-6	 Randomized	
Multicenter	 Trial.	 JH	 Lefèvre	 et	 al.	 Annals	 of	 Surgery,	 November	 2019	 -	 Volume	 270	 -	 Issue	 5	
p.747-754.	
Pubmed	ID:	31634178. 

OBJECTIVE:	The	aim	of	this	study	was	to	report	the	3-year	survival	results	of	the	GRECCAR-6	trial.	
SUMMARY	 BACKGROUND	 DATA:	 Current	 data	 on	 the	 effect	 of	 an	 extended	 interval	 between	
radiochemotherapy	 (RCT)	 and	 resection	 for	 rectal	 cancer	 on	 the	 rate	 of	 complete	 pathological	
response	 (pCR = ypT0N0)	 is	 controversial.	 Furthermore,	 its	 effect	 on	 oncological	 outcomes	 is	
unknown.	
METHODS:	The	GRECCAR-6	trial	was	a	phase	III,	multicenter,	randomized,	open-label,	parallel-group,	
controlled	trial.	Patients	with	cT3/T4	or	TxN+	tumors	of	the	mid	or	lower	rectum	who	had	received	
RCT	 (45-50	Gy	with	 5-fluorouracil	 or	 capecitabine)	were	 included	 and	 randomized	 into	 a	 7-	 or	 11-



week	waiting	period.	Primary	endpoint	was	the	pCR	rate.	Secondary	endpoints	were	3-year	overall	
(OS),	disease-free	survival	(DFS),	and	recurrence	rates.	
RESULTS:	A	total	of	265	patients	from	24	participating	centers	were	enrolled.	A	total	of	253	patients	
underwent	a	mesorectal	excision.	Overall	pCR	rate	was	17%	(43/253).	Mean	follow-up	from	surgical	
resection	was	32 ± 8	months.	Twenty-four	deaths	occurred	with	an	89%	OS	at	3	years.	DFS	was	68.7%	
at	 3	 years	 (75	 recurrences).	 Three-year	 local	 and	 distant	 recurrences	 were	 7.9%	 and	 23.8%,	
respectively.	 The	 randomization	 group	 had	 no	 impact	 on	 the	 3-year	 OS	 (P	 =	 0.8868)	 or	 DFS	 (P	 =	
0.9409).	 Distant	 (P	 =	 0.7432)	 and	 local	 (P	 =	 0.3944)	 recurrences	 were	 also	 not	 influenced	 by	 the	
waiting	period.	DFS	was	independently	influenced	by	3	factors:	circumferential	radial	margin	(CRM)	
≤1 mm	[hazard	ratio	(HR)	=	2.03;	95%	confidence	interval	(CI),	1.17-3.51],	ypT3-T4	(HR	=	2.69;	95%	CI,	
1.19-6.08)	and	positive	lymph	nodes	(HR	=	3.62;	95%	CI,	1.89-6.91).	
CONCLUSION:	 Extending	 the	 waiting	 period	 by	 4	 weeks	 following	 RCT	 has	 no	 influence	 on	 the	
oncological	outcomes	of	T3/T4	rectal	cancers.	

	
	
Food	 for	 thought:	 appendectomie	 als	 behandeling	 van	
colitis	ulcerosa?	
Prospective	 cohort	 study	 of	 appendicectomy	 for	 treatment	 of	 therapy‐refractory	 ulcerative	
colitis.	ME	Stellingwerf	et	al.	Surgery:	BJS,	Nov	2019	–	Volume	106	–	Issue	12,	pages	1697-1704.	
Pubmed	ID:	31393608.	

INTRODUCTION:	 Appendicectomy	 may	 reduce	 relapses	 and	 need	 for	 medication	 in	 patients	 with	
ulcerative	colitis,	but	long-term	prospective	data	are	lacking.	This	study	aimed	to	analyse	the	effect	
of	appendicectomy	in	patients	with	refractory	ulcerative	colitis.	
METHODS:	 In	 this	 prospective	 multicentre	 cohort	 series,	 all	 consecutive	 patients	 with	 refractory	
ulcerative	 colitis	 referred	 for	 proctocolectomy	 between	 November	 2012	 and	 June	 2015	 were	
counselled	 to	 undergo	 laparoscopic	 appendicectomy	 instead.	 The	 primary	 endpoint	 was	 clinical	
response	 (reduction	 of	 at	 least	 3	 points	 in	 the	 partial	 Mayo	 score)	 at	 12 months	 and	 long-term	
follow-up.	Secondary	endpoints	included	endoscopic	remission	(endoscopic	Mayo	score	of	1	or	less),	
failure	(colectomy	or	start	of	experimental	medication),	and	changes	in	Inflammatory	Bowel	Disease	
Questionnaire	(IBDQ)	(range	32-224),	EQ-5D™	and	EORTC-QLQ-C30-QL	scores.	
RESULTS:	A	total	of	28	patients	(13	women;	median	age	40·5 years)	underwent	appendicectomy.	The	
mean	baseline	IBDQ	score	was	127·0,	the	EQ-5D™	score	was	0·65,	and	the	EORTC-QLQ-C30-QL	score	
was	41·1.	At	12 months,	13	patients	had	a	clinical	response,	five	were	in	endoscopic	remission,	and	
nine	required	a	colectomy	(6	patients)	or	started	new	experimental	medical	 therapy	(3).	 IBDQ,	EQ-
5D™	 and	 EORTC-QLQ-C30-QL	 scores	 improved	 to	 167·1	 (P < 0·001),	 0·80	 (P	 =	 0·003)	 and	 61·0	
(P < 0·001)	respectively.	After	a	median	of	3·7	(range	2·3-5·2)	years,	a	further	four	patients	required	a	
colectomy	(2)	or	new	experimental	medical	therapy	(2).	Thirteen	patients	had	a	clinical	response	and	
seven	were	in	endoscopic	remission.	The	improvement	in	IBDQ,	EQ-5D™	and	the	EORTC-QLQ-C30-QL	
scores	remained	stable	over	time.	
CONCLUSION:	 Appendicectomy	 resulted	 in	 a	 clinical	 response	 in	 nearly	 half	 of	 patients	 with	
refractory	 ulcerative	 colitis	 and	 a	 substantial	 proportion	 were	 in	 endoscopic	 remission.	 Elective	
appendicectomy	 should	 be	 considered	 before	 proctocolectomy	 in	 patients	with	 therapy-refractory	
ulcerative	colitis.	



	
UPPER	GI	
Verschillende	 anastomose	 technieken	 en	 risico	 op	
naadlekkage	in	slokdarmchirurgie.	
Anastomotic	 Techniques	 and	 Associated	 Morbidity	 in	 Total	 Minimally	 Invasive	 Transthoracic	
Esophagectomy:	Results	From	the	EsoBenchmark	Database.	W	Schröder	et	al.	Annals	of	Surgery,	
November	2019	-	Volume	270	-	Issue	5	p.820-826.	
Pubmed	ID:	31634181.	

OBJECTIVE:	The	aim	of	 this	study	was	 to	describe	anastomotic	 techniques	used	 for	 total	minimally	
invasive	transthoracic	esophagectomy	(ttMIE)	and	to	analyze	the	associated	morbidity.	
BACKGROUND:	 ttMIE	 faces	 increasing	 application	 in	 surgical	 treatment	 of	 esophageal	 cancer.	 For	
esophagogastric	reconstruction,	different	anastomotic	techniques	are	currently	used,	but	their	effect	
on	postoperative	anastomotic	leakage	and	morbidity	has	not	been	investigated.	
PATIENTS	 AND	METHODS:	 Patients	were	 selected	 from	 a	 basic	 dataset,	 collected	 during	 a	 5-year	
period	from	13	international	surgical	high-volume	centers.	Endpoints	were	anastomotic	leakage	rate	
and	 postoperative	 morbidity	 in	 correlation	 to	 anastomotic	 techniques,	 measured	 by	 the	 Clavien-
Dindo	classification	and	the	Comprehensive	Complication	Index	(CCI).	
RESULTS:	Five	anastomotic	techniques	were	identified	in	966	patients	after	ttMIE:	intrathoracic	end-
to-side	 circular-stapled	 technique	 in	 427	 patients	 (double-stapling	 n	 =	 90,	 purse-string	 n	 =	 337),	
intrathoracic	(n	=	109)	or	cervical	(n	=	255)	side-to-side	linear-stapled,	and	cervical	end-to-side	hand-
sewn	 (n	 =	 175).	 Leakage	 rates	 were	 similar	 in	 intrathoracic	 and	 cervical	 anastomoses	 (15.9%	 vs	
17.2%,	P	=	0.601),	but	overall	complications	(56.7%%	vs	63.7%,	P	=	0.029)	and	median	90-day	CCI	{21	
[interquartile	 range	 (IQR)	 0-36]	 vs	 29	 [IQR	 0-40],	 P	 =	 0.019}	 favored	 intrathoracic	 reconstructions.	
Leakage	rates	after	intrathoracic	end-to-side	double-stapling	(23.3%)	and	cervical	end-to-side	hand-
sewn	 (25.1%)	 techniques	 were	 significantly	 higher	 compared	 with	 intrathoracic	 side-to-side	 linear	
(15.6%),	 end-to-side	 purse-string	 (13.9%),	 and	 cervical	 side-to-side	 linear-stapled	
esophagogastrostomies	(11.8%)	(P	<	0.001).	Multivariable	analysis	confirmed	anastomotic	technique	
as	independent	predictor	of	leakage	after	ttMIE.	

	
	
CONCLUSION:	Results	of	this	analysis	present	the	current	status	of	the	technical	evolution	of	ttMIE	
with	 anastomotic	 leakage	 as	 predominant	 surgical	 complication.	 However,	 technique-related	
morbidity	 requires	 cautious	 interpretation	 considering	 the	 long	 learning	 curve	 of	 this	 complex	
surgical	procedure.	



Kwaliteitsindicator	 DUCA	 ‘textbook	 outcome’	 geassocieerd	
met	lange	termijnoverleving.	
A	 National	 Cohort	 Study	 Evaluating	 the	 Association	 Between	 Short-term	 Outcomes	 and	 Long-
term	 Survival	 After	 Esophageal	 and	 Gastric	 Cancer	 Surgery.	 LR	 van	 der	Werf	 et	 al.	 Annals	 of	
Surgery,	November	2019	-	Volume	270	-	Issue	5	p.868-876.	
Pubmed	ID:	31634182.	

OBJECTIVE:	 The	aim	of	 this	 study	was	 to	 investigate	 the	 association	between	 short-term	outcome	
indicators	and	long-term	survival	after	esophagogastric	resections.	
SUMMARY	 BACKGROUND	 DATA:	 Short-term	 outcome	 indicators	 are	 often	 used	 to	 compare	
performance	 between	 care	 providers.	 Some	 short-term	 outcome	 indicators	 concern	 the	 direct	
quality	of	care,	 that	 is,	 complications,	others	are	used	because	 they	are	expected	 to	be	associated	
with	long-term	outcomes.	
METHOD:	For	this	national	cohort	study,	all	patients	who	underwent	esophagectomy	or	gastrectomy	
for	 cancer	 with	 curative	 intent	 between	 2011	 and	 2016	 and	 were	 registered	 in	 the	 Dutch	 Upper	
gastrointestinal	 Cancer	 Audit	were	 included.	 Primary	 outcome	was	 conditional	 survival	 (under	 the	
condition	 of	 surviving	 the	 first	 postoperative	 30	 days	 and	 hospital	 admission).	 Cox	 regression	



modeling	was	used	to	study	the	independent	association	between	"textbook	outcome"	with	survival.	
"Textbook	outcome,"	a	composite	quality	indicator,	was	defined	as	a	pathological	complete	resection	
with	 at	 least	 15	 retrieved	 lymph	 nodes,	 an	 uneventful	 postoperative	 course,	 and	 no	 hospital	
readmission.	
RESULTS:	 In	 total,	 4414	 and	 2943	 patients	 with	 esophageal	 or	 gastric	 cancer,	 respectively,	 were	
included.	The	1-,	2-,	and	3-year	overall	survival	rates	were	76%,	62%,	and	54%,	and	71%,	56%,	and	
49%	 for	 esophageal	 and	 gastric	 cancer,	 respectively.	 Textbook	 outcome	was	 achieved	 in	 33%	 and	
35%	 of	 patients	 respectively.	 "Textbook	 outcome"	 was	 independently	 associated	 with	 longer	
conditional	 survival	 [hazard	 ratio:	 0.75	 (95%	 confidence	 interval,	 0.68-0.84)	 and	 0.69	 (0.60-0.79),	
respectively].	
CONCLUSION:	 This	 study	 showed	 that	 the	 short-term	 outcome	 indicator	 textbook	 outcome	 is	
associated	with	 long-term	 overall	 survival	 and	 therefore	may	 accentuate	 the	 importance	 of	 using	
these	indicators	in	clinical	audits.	

	
	 	



HPB		
Meta-analyse:	technieken	om	pancreasfistels	te	voorkomen	
na	staartresectie.	
Network	 meta‐analysis	 comparing	 techniques	 and	 outcomes	 of	 stump	 closure	 after	 distal	
pancreatectomy.	C.B.B.	 Ratnayake	et	 al;	 BJS,	Nov	 2019	 –	Volume	106	 –	 Issue	 12,	 pages	 1580-
1589.	
Pubmed	ID:	31626341.	
BACKGROUND:	The	incidence	of	postoperative	pancreatic	fistula	(POPF)	after	distal	pancreatectomy	
remains	 high,	 and	 different	 pancreatic	 stump	 closure	 techniques	 have	 been	 used	 to	 reduce	 the	
incidence.	 A	 network	meta‐analysis	was	 undertaken	 to	 compare	 the	most	 frequently	 performed	
pancreatic	 stump	 closure	 techniques	 after	 distal	 pancreatectomy	 and	 determine	 the	 technique	
associated	with	the	lowest	POPF	rate.	
METHOD:	 A	 systematic	 search	 of	 the	 Scopus,	 PubMed,	 MEDLINE	 and	 Embase	 databases	 was	
conducted	 to	 identify	eligible	RCTs.	 The	primary	outcome	was	 the	occurrence	of	 clinically	 relevant	
POPF.	 Secondary	 outcomes	 were	 duration	 of	 operation,	 blood	 loss,	 intrabdominal	 collections,	
postoperative	complications	and	30‐day	mortality.		
RESULTS:	 Sixteen	 RCTs	 including	 1984	 patients	 and	 eight	 different	 pancreatic	 stump	 closure	
techniques	were	 included	 in	 the	network	meta‐analysis.	 Patch	 coverage	of	 the	pancreatic	 stump	
(round	ligament	or	seromuscular	patch)	after	stapler	or	suture	closure	ranked	best,	with	the	lowest	
rates	of	clinically	relevant	POPF,	lowest	volume	of	intraoperative	blood	loss,	fewer	intra‐abdominal	
abscesses,	 and	 lower	 rates	 of	 overall	 complications	 and	 30‐day	mortality.	 Round	 ligament	 patch	
closure	 outperformed	 seromuscular	 patch	 closure	 in	 preventing	 clinically	 relevant	 POPF	 with	 a	
significantly	 larger	 cohort	 for	 comparative	 analysis.	 Pancreatico-enteric	 anastomotic	 closure	
consistently	ranked	poorly	for	most	reported	postoperative	outcomes.	
CONCLUSIONS:	 Patch	 coverage	 after	 stapler	 or	 suture	 closure	 has	 the	 lowest	 POPF	 rate	 and	 best	
outcomes	among	stump	closure	techniques	after	distal	pancreatectomy.	



	
Familieleden	actief	betrekken	bij	zorg	na	oesofagus-	of	
pancreasresectie	bevordert	herstel?	
Active	 involvement	 of	 family	 members	 in	 postoperative	 care	 after	 esophageal	 or	 pancreatic	
resection:	 A	 feasibility	 study.	A.M.	 Schreuder	 et	 al.	 Surgery:	 November	 2019	 –	 Volume	 166	 –	
Issue	5	–	p	769-777.	Pubmed	ID:	31285045.	
BACKGROUND	 AND	 OBJECTIVE:	 Active	 involvement	 of	 relatives	 has	 the	 potential	 to	 improve	
postoperative	 patient	 outcomes	 by	 prevention	 of	 complications	 sensitive	 to	 basic	 care	 and	
unplanned	 readmissions.	 The	aim	of	 this	 study	was	 to	 assess	 the	 feasibility	of	 a	program	 in	which	
relatives	participated	in	postoperative	care.		
METHODS:	A	pragmatic	feasibility	trial	conducted	at	the	surgical	ward	of	a	University	hospital	in	the	
Netherlands.	Patients	undergoing	esophageal	or	pancreatic	resection	with	a	relative	who	was	willing	
and	 able	 to	 participate	 formed	 the	 intervention	 group	 (n	 =	 20).	 A	 control	 group	 (n	 =	 20)	 received	
usual	postoperative	care.	
The	 program	 consisted	 of	 the	 following:	 (1)	 information;	 (2)	 shared	 goal	 setting;	 (3)	 task-oriented	
training;	 (4)	 participation	 in	 basic	 care,	 focusing	 on	 mobilization,	 breathing	 exercises,	 cognitive	
activities	and	oral	hygiene;	(5)	presence	of	relatives	during	ward	rounds;	and	(6)	rooming-in.	
Feasibility	 criteria	 were	 adherence	 to	 basic	 care,	 caregiver	 burden,	 and	 satisfaction	 of	 patients,	
family,	and	healthcare	professionals.	
RESULTS:	All	participants	completed	the	program.	Patients	in	the	intervention	group	mobilized	more	
(estimated	difference	for	walking	170	meters	per	day,	P	=	.037,	and	for	sitting	109	minutes	per	day,	P	
<	 .001),	and	showed	more	adherence	to	breathing	exercises	 (estimated	difference	per	day	1.4,	P	=	
.003),	 oral	 hygiene	 (estimated	 difference	 1.52,	 P	 =	 .001),	 and	 cognitive	 activities	 (estimated	
difference	2.6,	P	<	.001).	Relatives’Care-Related	Quality	of	Life	instrument	score	did	not	deteriorate	
over	time	(P	=	.64);	96%	of	relatives	would	recommend	the	program	and	92%	felt	better	prepared	for	
discharge.	Patients	in	the	intervention	group	were	more	satisfied	with	hospital	admission.	Healthcare	
professionals	valued	the	program	positively.	



CONCLUSIONS:	 This	 program	 is	 feasible	 and	 is	 positively	 appreciated	 by	 patients,	 family,	 and	
healthcare	 professionals.	 Patients	 following	 the	 program	 showed	 more	 adherence	 to	 basic	 care	
activities.	
	



	 	



LEVERCHIRURGIE		
Hoe	 kunnen	 we	 het	 aantal	 transplanteerbare	 levers	
vergroten?	 	
Transplantation	 of	 High-risk	 Donor	 Livers	 After	 Ex	 Situ	 Resuscitation	 and	 Assessment	 Using	
Combined	 Hypo-	 and	 Normothermic	 Machine	 Perfusion:	 A	 Prospective	 Clinical	 Trial.	O.B.	 van	
Leeuwen	et	al;	Annals	of	Surgery,	November	2019	-	Volume	270	-	Issue	5	p.906-914.	
Pubmed	ID:	31633615.	
OBJECTIVE:	 The	 aim	 of	 this	 study	 was	 to	 evaluate	 sequential	 hypothermic	 and	 normothermic	
machine	perfusion	(NMP)	as	a	tool	to	resuscitate	and	assess	viability	of	initially	declined	donor	livers	
to	enable	safe	transplantation.	
BACKGROUND:	Machine	perfusion	is	increasingly	used	to	resuscitate	and	test	the	function	of	donor	
livers.	Although	(dual)	hypothermic	oxygenated	machine	perfusion	([D]HOPE)	resuscitates	livers	after	
cold	storage,	NMP	enables	assessment	of	hepatobiliary	function.	
METHODS:	 In	a	prospective	clinical	 trial,	nationwide	declined	 livers	were	subjected	to	ex	situ	NMP	
(viability	 assessment	 phase),	 preceded	 by	 1-hour	 DHOPE	 (resuscitation	 phase)	 and	 1	 hour	 of	
controlled	 oxygenated	 rewarming	 (COR),	 using	 a	 perfusion	 fluid	 containing	 an	 hemoglobin-based	
oxygen	 carrier.	 During	 the	 first	 2.5	 hours	 of	 NMP,	 hepatobiliary	 viability	 was	 assessed,	 using	
predefined	criteria:	perfusate	lactate	<1.7	mmol/L,	pH	7.35	to	7.45,	bile	production	>10	mL,	and	bile	
pH	 >7.45.	 Livers	 meeting	 all	 criteria	 were	 accepted	 for	 transplantation.	 Primary	 endpoint	 was	 3-
month	graft	survival.		
RESULTS:	Sixteen	 livers	underwent	DHOPE–COR–NMP.	All	 livers	were	from	donors	after	circulatory	
death,	with	median	 age	of	 63	 (range	 42–82)	 years	 and	median	 Eurotransplant	 donor	 risk	 index	of	
2.82.	During	NMP,	all	livers	cleared	lactate	and	produced	sufficient	bile	volume,	but	in	5	livers	bile	pH	
remained	<7.45.	The	11	(69%)	livers	that	met	all	viability	criteria	were	successfully	transplanted,	with	
100%	patient	and	graft	survival	at	3	and	6	months.	Introduction	of	DHOPE–COR–NMP	increased	the	
number	of	deceased	donor	liver	transplants	by	20%.	
CONCLUSIONS:	 Sequential	 DHOPE–COR–NMP	 enabled	 resuscitation	 and	 safe	 selection	 of	 initially	
declined	high-risk	donor	livers,	thereby	increasing	the	number	of	transplantable	livers	by	20%.	

	
	
	



Benchmark	uitkomsten	voor	ALPPS:	Nederlandse	centra	niet	
betrokken.	
Defining	Benchmark	Outcomes	for	ALPPS.	D.A.	Raptis	et	al.	Annals	of	Surgery,	November	2019	-	
Volume	270	-	Issue	5	p.835-841.	Pubmed	ID:	31592812.	
OBJECTIVE:	The	aim	of	 this	study	was	 to	use	 the	concept	of	benchmarking	 to	establish	 robust	and	
standardized	outcome	references	after	 the	procedure	ALPPS	 (Associating	Liver	Partition	and	Portal	
Vein	Ligation	for	Staged	hepatectomy).		
BACKGROUND:	The	recently	developed	ALPPS	procedure,	aiming	at	removing	primarily	unresectable	
liver	 tumors,	 has	 been	 criticized	 for	 safety	 issues	 with	 high	 variations	 in	 the	 reported	
morbidity/mortality	 rates	 depending	 on	 patient,	 disease,	 technical	 characteristics,	 and	 center	
experience.	No	reference	values	for	relevant	outcome	parameters	are	available.	
METHODS:	 Among	 1036	 patients	 registered	 in	 the	 international	 ALPPS	 registry,	 120	 (12%)	 were	
benchmark	cases	 fulfilling	4	criteria:	patients	≤67	years	of	age,	with	colorectal	metastases,	without	
simultaneous	 abdominal	 procedures,	 and	 centers	 having	 performed	 ≥30	 cases.	 Benchmark	 values,	
defined	as	the	75th	percentile	of	the	median	outcome	parameters	of	the	centers,	were	established	
for	 10	 clinically	 relevant	
domains.		
RESULTS:	The	benchmark	values	
were	 completion	 of	 stage	 2:	
≥96%,	postoperative	liver	failure	
(ISGLS-criteria)	 after	 stage	 2:	
≤5%,	ICU	stay	after	ALPPS	stages	
1	 and	 2:	 ≤1	 and	 ≤2	 days,	
respectively,	 interstage	 interval:	
≤16	 days,	 hospital	 stay	 after	
ALPPS	stage	2:	≤10	days,	rates	of	
overall	 morbidity	 in	 combining	
both	 stage	 1	 and	 2:	 ≤65%	 and	
for	 major	 complications	 (grade	
≥3a):	 ≤38%,	 90-day	
comprehensive	 complication	
index	was	 ≤22,	 the	 30-,	 90-day,	
and	6-month	mortality	was	≤4%,	
≤5%,	 and	 6%,	 respectively,	 the	
overall	 1-year,	 recurrence-free,	
liver-tumor-free,	 and	
extrahepatic	 disease-free	
survival	was	≥86%,	≥50%,	≥57%,	
and	≥65%,	respectively.	
CONCLUSIONS:	 This	 benchmark	 analysis	 sets	 key	 reference	 values	 for	 ALPPS,	 indicating	 similar	
outcome	 as	 other	 types	 of	major	 hepatectomies.	 Benchmark	 cutoffs	 offer	 valid	 tools	 not	 only	 for	
comparisons	 with	 other	 procedures,	 but	 also	 to	 assess	 higher	 risk	 groups	 of	 patients	 or	 different	
indications	than	colorectal	metastases.		



BARIATRISCHE	CHIRURGIE	
Nog	 meer	 benchmarks:	 bariatrische	 chirurgie,	 Nederlands	
centrum	betrokken.	
Defining	 Global	 Benchmarks	 in	 Bariatric	 Surgery:	 A	 Retrospective	 Multicenter	 Analysis	 of	
Minimally	 Invasive	 Roux-en-Y	Gastric	 Bypass	 and	 Sleeve	Gastrectomy.	D.	Gero	 et	 al.	 Annals	 of	
Surgery,	November	2019	-	Volume	270	-	Issue	5	p.859-867.	
Pubmed	ID:	31592894.	

OBJECTIVE:	 To	define	 “best	 possible”	 outcomes	 for	 bariatric	 surgery	 (BS)(Roux-en-Y	 gastric	 bypass	
[RYGB]	and	sleeve	gastrectomy	[SG]).	
BACKGROUND:	 Reference	 values	 for	 optimal	 surgical	 outcomes	 in	 well-defined	 low-risk	 bariatric	
patients	 have	 not	 been	 established	 so	 far.	 Consequently,	 outcome	 comparison	 across	 centers	 and	
over	time	is	impeded	by	heterogeneity	in	case-mix.	
METHODS:	 Out	 of	 39,424	 elective	 BS	 performed	 in	 19	 high-volume	 academic	 centers	 from	 3	
continents	between	June	2012	and	May	2017,	we	identified	4120	RYGB	and	1457	SG	low-risk	cases	
defined	by	absence	of	previous	abdominal	surgery,	concomitant	procedures,	diabetes	mellitus,	sleep	
apnea,	 cardiopathy,	 renal	 insufficiency,	 inflammatory	 bowel	 disease,	 immunosuppression,	
anticoagulation,	 BMI>50	 kg/m2	and	 age>65	 years.	We	 chose	 clinically	 relevant	 endpoints	 covering	
the	intra-	and	postoperative	course.	Complications	were	graded	by	severity	using	the	comprehensive	
complication	 index.	 Benchmarkvalues	 were	 defined	 as	 the	 75th	 percentile	 of	 the	 participating	
centers’	median	values	for	respective	quality	indicators.	
RESULTS:	 Patients	 were	mainly	 females	 (78%),	 aged	 38±11	 years,	 with	 a	 baseline	 BMI	 40.8	 ±	 5.8	
kg/m2.	Over	90	days,	7.2%	of	RYGB	and	6.2%	of	SG	patients	presented	at	least	1	complication	and	no	
patients	died	(mortality	in	nonbenchmark	cases:	0.06%).	The	most	frequent	reasons	for	readmission	
after	 90-days	 following	 both	 procedures	 were	 symptomatic	 cholelithiasis	 and	 abdominal	 pain	 of	
unknown	 origin.	 Benchmark	 values	 for	 both	 RYGB	 and	 SG	 at	 90-days	 postoperatively	 were	 5.5%	
Clavien-Dindo	grade	≥IIIa	complication	rate,	5.5%	readmission	rate,	and	comprehensive	complication	
index	≤33.73	in	the	subgroup	of	patients	presenting	at	least	1	grade	≥II	complication.	
CONCLUSION:	Benchmark	cutoffs	targeting	perioperative	outcomes	in	BS	offer	a	new	tool	in	surgical	
quality-metrics	and	may	be	implemented	in	quality-improvement	cycle.	
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Ben	jij	Fit	to	Perform?	
Objective	Assessment	of	Fitness	to	Perform	(FTOP)	After	Surgical	Night	Shifts	in	the	Netherlands:	
An	 Observational	 Study	 Using	 the	 Validated	 FTOP	 Self-test	 in	 Daily	 Surgical	 Practice.	 F.H.M.P.	
Tummers	et	al.	Annals	of	Surgery,	November	2019	-	Volume	270	-	Issue	5	p.930-936.	Pubmed	ID:	
31567505.	
BACKGROUND:	 Surgical	 skills	 and	decision	making	are	 influenced	by	alertness,	 reaction	 time,	 eye-
hand	 coordination,	 and	 concentration.	Night	 shift	might	 impair	 these	 functions	but	 it	 is	 unclear	 to	
what	 extent.	 The	 aim	 of	 this	 study	was	 to	 investigate	whether	 a	 night	 shift	 routinely	 impairs	 the	
surgeon's	fitness	to	perform	and	whether	this	reaches	a	critical	limit	as	compared	to	relevant	frames	
of	reference.	
METHODS:	Consultants	(n	=	59)	and	residents	(n	=	103)	conducted	fitness	to	perform	measurements	
at	precall,	postcall,	and	noncall	moments.	This	validated	self-test	consists	of	an	adaptive	tracker	that	
is	 able	 to	 objectively	measure	 alertness,	 reaction	 time,	 concentration,	 and	 eye-hand	 coordination,	
and	multiple	visual	analog	scales	to	subjectively	score	alertness.	Results	are	compared	to	sociolegal	
(ethanol)	and	professional	 (operative	skills)	 frames	of	 reference	that	 refer	 to	a	decrease	under	 the	
influence	of	0.06%	ethanol.		
RESULTS:	 Residents	 spent	 1.7	 call	 hours	 asleep	 on	 average	 as	 compared	 to	 5.4	 for	 consultants.	
Subjective	alertness	decreased	in	residents	after	night	shifts	(−13,	P	<	0.001)	but	not	 in	consultants	
(−1.2,	P	=	NS).	The	overnight	difference	in	tracker	score	was	−1.17	(P	<	0.001)	for	residents	and	0.46	
(P	 =	 NS)	 for	 surgeons.	 Postcall	 subjective	 alertness	 only	 correlated	 to	 objective	 alertness	 in	
consultants.	 For	 residents,	 hours	 slept	 on-call	 correlated	 to	 objective	 alertness.	 For	 consultants,	
subsequent	night	calls	significantly	correlated	to	objective	alertness,	with	the	third	subsequent	call	
related	to	performance	below	the	reference.	
CONCLUSIONS:	Consultants	remain	fit	to	perform	after	night	call,	but	subsequent	calls	may	
compromise	clinical	activities.	This	study	provides	insight	and	awareness	of	individual	performance	
with	clear	frames	of	reference.		
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