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Coloproctologie  
Wat zijn de risicofactoren voor een maligniteit als een 
patiënt zich presenteert met een appendicitis? 
Increased risk of malignancy for patients older than 40 years with appendicitis and an appendix 

wider than 10 mm on computed tomography scan: A post hoc analysis of an EAST multicenter 

study. L Naar et al. Surgery: October 2020 – Volume 168 – Issue 4 – p 701-706. 

Pubmed ID: 32739139. 

Background: The incidence of underlying malignancy in appendicitis ranges between 0.5% and 1.7%. 
We sought to identify the subset of patients with appendicitis who are at increased risk of appendiceal 
malignancy. 
Methods: Using the Eastern Association for the Surgery of Trauma Multicenter Study of the Treatment 
of Appendicitis in America: Acute, Perforated, and Gangrenous database, we included all patients from 
28 centers undergoing immediate, delayed, or interval appendectomy between 2017 and 2018. 
Univariate then multivariable analyses were performed to compare patients with and without 
malignancy and to identify independent demographic, clinical, laboratory, and/or radiological 
predictors of malignancy. Akaike information criteria for regression models were used to evaluate 
goodness of fit. 
Results: A total of 3,293 patients were 
included. The median age was 38 (27-
53) years, and 46.5% were female 
patients. On pathology, 48 (1.5%) had 
an underlying malignancy 
(adenocarcinoma [60.4%], 
neuroendocrine [37.5%], and 
lymphoma [2.1%]). Patients with 
malignancy were older (56 [34.5-67] vs 
37 [27-52] years, P < .001), had longer 
duration of symptoms before 
presentation (36-41 vs 18-23 hours, P = 
.03), and were more likely to have a 
phlegmon on imaging (6.3% vs 1.3%, P = 
.03). Multivariable analyses showed that an enlarged appendiceal diameter was independently 
associated with malignancy (odds ratio = 1.06, 95% confidence interval = 1.01-1.12; P = .01). The 
incidence of malignancy in patients >40 years with an appendiceal diameter >10 mm on computed 
tomography was 2.95% compared with 0.97% in patients ≤40 years old with appendiceal diameter ≤10 
mm. The corresponding risk ratio for that population was 3.03 (95% confidence interval: 1.24-7.42; P 
= .02). 
Conclusion: The combination of age >40 and an appendiceal diameter >10 mm is associated with a 
greater than 3-fold increased risk of malignancy in patients presenting with appendicitis. 



Ondanks afname operatieve behandeling Crohn, geen 
afname in re-operaties.  
Decrease in primary but not in secondary abdominal surgery for Crohn's disease: nationwide 

cohort study, 1990–2014. TD Kalman et al. BJS, Oct 2020 – Volume 107 – Issue 11, pages 1529-

1538. 

Pubmed ID: 32452553. 

Background: Treatment of patients with Crohn's disease has evolved in recent decades, with 
increasing use of immunomodulatory medication since 1990 and biologicals since 1998. In parallel, 
there has been increased use of active disease monitoring. To what extent these changes have 
influenced the incidence of primary and repeat surgical resection remains debated. 
Methods: In this nationwide cohort study, incident patients of all ages with Crohn's disease, identified 
in Swedish National Patient Registry between 1990 and 2014, were divided into five calendar periods 
of diagnosis: 1990-1995 and 1996-2000 with use of inpatient registries, 2001, and 2002-2008 and 
2009-2014 with use of inpatient and outpatient registries. The cumulative incidence of first and repeat 
abdominal surgery (except closure of stomas), by category of surgical procedure, was estimated using 
the Kaplan-Meier method. 
Results: Among 21 273 patients with Crohn's disease, the cumulative incidence of first abdominal 
surgery within 5 years of Crohn's disease diagnosis decreased continuously from 54·8 per cent in 1990-
1995 to 40·4 per cent in 1996-2000 (P < 0·001), and again from 19·8 per cent in 2002-2008 to 17·3 per 
cent in 2009-2014 (P < 0·001). Repeat 5-year surgery rates decreased from 18·9 per cent in 1990-1995 
to 16·0 per cent in 1996-2000 (P = 0·009). After 2000, no further significant decreases were observed. 
 

 
 
Conclusion: The 5-year rate of surgical intervention for Crohn's disease has decreased significantly, but 
the rate of repeat surgery has remained stable despite the introduction of biological therapy. 

 
 
  



UPPER GI 
Van eigen bodem: de PERISCOPE I trial 
Treatment of PERItoneal disease in Stomach Cancer with cytOreductive surgery and hyperthermic 

intraPEritoneal chemotherapy: PERISCOPE I initial results. RT van der Kaaij et al. BJS, Oct 2020 – 

Volume 107 – Issue 11, pages 1520-1528.  

Pubmed ID: 32277764. 

Background: The role of cytoreductive surgery combined with hyperthermic intraperitoneal 

chemotherapy (HIPEC) in gastric cancer is unknown. This non-randomized dose-finding phase I-II study 

was designed to assess the safety and feasibility of HIPEC, following systemic chemotherapy, in 

patients with gastric cancer and limited peritoneal dissemination. The maximum tolerated dose of 

normothermic intraperitoneal docetaxel in combination with a fixed dose of intraperitoneal oxaliplatin 

was also explored. 

Methods: Patients with resectable cT3-cT4a gastric adenocarcinoma with limited peritoneal 

metastases and/or tumour-positive peritoneal cytology were included. An open HIPEC technique was 

used with 460 mg/m2 hyperthermic oxaliplatin for 30 min followed by normothermic docetaxel for 90 

min in escalating doses (0, 50, 75 mg/m2 ). 

Results: Between 2014 and 2017, 37 patients were included. Of 25 patients who completed the full 

study protocol, four were treated at dose level 1 (0 mg/m2 docetaxel), six at dose level 2 (50 mg/m2 ) 

and four at dose level 3 (75 mg/m2 ). At dose level 3, two dose-limiting toxicities occurred, both 

associated with postoperative ileus. Thereafter, another 11 patients were treated at dose level 2, with 

no more dose-limiting toxicities. Based on this, the maximum tolerated dose was 50 mg/m2 

intraperitoneal docetaxel. Serious adverse events were scored in 17 of 25 patients. The reoperation 

rate was 16 per cent (4 of 25) and the treatment-related mortality rate was 8 per cent (2 patients, both 

in dose level 3). 

 
 

Conclusion: Gastrectomy combined with cytoreductive surgery and HIPEC was feasible using 460 

mg/m2 oxaliplatin and 50 mg/m2 normothermic docetaxel. 

 

 

  



Adjuvante chemotherapie voor een dunne darm GIST? 
Adjuvant systemic therapy for small bowel gastrointestinal stromal tumor (GIST): Is there a survival 

benefit after R0 resection? DJ Patel et al. Surgery: October 2020 – Volume 168 – Issue 4 – p 695-

700.  

Pubmed ID: 32713755. 

Background: The utility of adjuvant systemic therapy in small bowel gastrointestinal stromal tumor 

remains unclear. 

Methods: We queried the National Cancer Data Base for individuals having enterectomy to negative 

margins for small bowel gastrointestinal stromal tumor between 2010 and 2015. Subjects were 

categorized by tumor size (2.1-5 cm, 5.1-10 cm, >10 cm) and histologic grade (≤5 mitoses/50 high-

power field and >5 mitoses/50 high-power field). Cox proportional hazard analysis was performed to 

evaluate the association between adjuvant therapy and overall survival. 

Results: One thousand 

five hundred fifty-nine 

patients met the 

inclusion criteria. On 

univariate comparison to 

resection alone, adjuvant 

therapy was associated 

with improved overall 

survival for individuals 

with high-grade tumors 

of intermediate and large 

size (85% vs 48%, P = 

.010; 75% vs 47%, P = 

.003) but not for those 

with high-grade tumors 

of small size or low-grade 

tumors of any size. On 

multivariable analysis 

adjusted for age, 

comorbid disease state, 

and tumor size, adjuvant 

therapy was 

independently 

associated with reduced 

risk of mortality for high-

grade (hazard ratio 0.37, 

95% confidence interval: 

0.21-0.64) but not low-

grade tumors. 

Conclusion: Adjuvant therapy after R0 resection for small bowel gastrointestinal stromal tumor should 

be administered after careful consideration of the size and grade of a patient's tumor. 

 



HPB  
Wel of geen maaghevel na pancreatoduodenectomie? 
Nasogastric Decompression vs No Decompression After Pancreaticoduodenectomy; The 
Randomized Clinical IPOD Trial. D Bergeat et al. JAMA Surg. 2020;155(9):e202291.  
Pubmed ID: 32667635. 
Importance: Although standardization of pancreaticoduodenectomy (PD) has improved postoperative 
outcomes, morbidity remains high. Fast-track surgery programs appear to improve morbidity, and 
avoiding nasogastric tube decompression (NGTD), already outdated in most major abdominal surgery, 
is strongly suggested after PD by fast-track surgery programs but lacks high-level evidence, especially 
regarding safety. 
Objective: To assess in a randomized clinical trial whether the absence of systematic NGTD after PD 
reduces postoperative complications. 
Design, Setting, and Participants: The IPOD study (Impact of the Absence of Nasogastric 
Decompression After Pancreaticoduodenectomy) was an open-label, prospective, single-center, 
randomized clinical trial conducted at a high-volume pancreatic surgery university hospital in France. 
In total, 155 patients who were 18 to 75 years of age and required PD for benign or malignant disease 
were screened for study eligibility. Key exclusion criteria were previous gastric or esophageal surgery 
and severe comorbidities. Patients were randomly assigned (1:1) to systematic NGTD or to no 
nasogastric decompression and were followed up until 90 days after surgery. 
Interventions: For patients without NGTD, the NGT was removed immediately after surgery, whereas 
for patients with NGTD, the NGT was removed 3 to 5 days after surgery. 
Main Outcomes and Measures: The primary end point was the occurrence of postoperative 
complications grade II or higher using the Clavien-Dindo classification. The primary end point and 
safety were evaluated in the intent-to-treat population. 
Results: From January 2016 to August 2018, 125 screened patients were considered eligible for the 
study, and 111 were randomized to no NGTD (n = 52) or to NGTD (n = 59). No patient was lost to follow-
up. The 2 groups had similar patient demographic and clinical characteristics at baseline. The median 
(interquartile range) age was 63.0 (57.0-66.5) years in the group with NGTD (38 [64.4%] were males) 
and 64.0 (58.0-68.0) years in the group without NGTD (31 [59.6%] were males). The postoperative 
complication rates grade II or higher were similar between the 2 groups (risk ratio, 0.99; 95% CI, 0.66-
1.47; P > .99). Pulmonary complication rates (risk ratio, 0.59; 95% CI, 0.18-1.95; P = .44) and delayed 
gastric emptying rates (risk ratio, 1.07; 95% CI, 0.52-2.21; P > .99) were not significantly different 
between the groups. Median (interquartile) length of hospital stay for patients without NGTD was not 
significantly different compared with those with NGTD (10.0 [9.0-16.3] vs 12.0 [10.0-16.0] days; P = 
.14). 
Conclusions and Relevance: The present study found no significant difference in postoperative 
complication occurrence of Clavien-Dindo classification grade II or higher between systematic NGTD 
and no NGTD after PD, suggesting that avoiding systematic nasogastric decompression is safe for this 
indication. 



 

 
Modellering centralisatie pancreaschirurgie in Italië  
Modelling centralization of pancreatic surgery in a nationwide analysis. G Balzano et al. BJS, Oct 
2020 – Volume 107 – Issue 11, pages 1510-1519. 
Pubmed ID: 32592514. 
Background: The benefits of centralization of pancreatic surgery have been documented, but policy 
differs between countries. This study aimed to model various centralization criteria for their effect on 
a nationwide cohort. 
Methods: Data on all pancreatic resections performed between 2014 and 2016 were obtained from 
the Italian Ministry of Health. Mortality was assessed for different hospital volume categories and for 
each individual facility. Observed mortality and risk-standardized mortality rate (RSMR) were 
calculated. Various models of centralization were tested by applying volume criteria alone or in 
combination with mortality thresholds. 
Results: A total of 395 hospitals performed 12 662 resections; 305 hospitals were in the very low-
volume category (mean 2·6 resections per year). The nationwide mortality rate was 6·2 per cent, 
increasing progressively from 3·1 per cent in very high-volume to 10·6 per cent in very low-volume 
hospitals. For the purposes of centralization, applying a minimum volume threshold of at least ten 
resections per year would lead to selection of 92 facilities, with an overall mortality rate of 5·3 per 
cent. However, the mortality rate would exceed 5 per cent in 48 hospitals and be greater than 10 per 
cent in 17. If the minimum volume were 25 resections per year, the overall mortality rate would be 4·7 
per cent in 38 facilities, but still over 5 per cent in 17 centres and more than 10 per cent in five. The 
combination of a volume requirement (at least 10 resections per year) with a mortality threshold 



(maximum RSMR 5 or 10 per cent) would allow exclusion of facilities with unacceptable results, 
yielding a lower overall mortality rate (2·7 per cent in 45 hospitals or 4·2 per cent in 76 respectively). 
Conclusion: The best performance model for centralization involved a threshold for volume combined 
with a mortality threshold. 

 
 

LEVERCHIRURGIE  
Selectief of systematisch histopathologisch onderzoek van de 
galblaas?   
Safe, selective histopathological examination of gallbladder specimens: a systematic review. VP 
Bastiaenen et al. BJS, Oct 2020 – Volume 107 – Issue 11, pages 1414-1428. 
PMID: 32639049. 
Background: Routine histopathological examination after cholecystectomy is costly, but the 
prevalence of unsuspected gallbladder cancer (incidental GBC) is low. This study determined whether 
selective histopathological examination is safe. 
Methods: A comprehensive search of PubMed, Embase, Web of Science and the Cochrane Library was 
performed. Pooled incidences of incidental and truly incidental GBC (GBC detected during 
histopathological examination without preoperative or intraoperative suspicion) were estimated using 

a random‐effects model. The clinical consequences of truly incidental GBC were assessed. 

Results: Seventy‐three studies (232 155 patients) were included. In low‐incidence countries, the 

pooled incidence was 0·32 (95 per cent c.i. 0·25 to 0·42) per cent for incidental GBC and 0·18 (0·10 

to 0 · 35) per cent for truly incidental GBC. Subgroup analysis of studies in which surgeons 

systematically examined the gallbladder revealed a pooled incidence of 0·04 (0·01 to 0·14) per cent. 

In high‐incidence countries, corresponding pooled incidences were 0·83 (0·58 to 1·18), 0·44 (0·21 

to 0·91) and 0·08 (0·02 to 0·39) per cent respectively. Clinical consequences were reported for 176 

(39·3 per cent) of 448 patients with truly incidental GBC. Thirty‐three patients (18·8 per cent) 
underwent secondary surgery. Subgroup analysis showed that at least half of GBC not detected during 
the surgeon's systematic examination of the gallbladder was early stage (T1a status or below) and of 
no clinical consequence. 
Conclusion: Selective histopathological examination of the gallbladder after initial macroscopic 
assessment by the surgeon seems safe and could reduce costs. 



 

 
 
Trends in robot geassisteerde en laparoscopische 
cholecystectomie in de VS  
National trends and outcomes of inpatient robotic-assisted versus laparoscopic cholecystectomy. 
E Aguayo et al. Surgery: October 2020 – Volume 168 – Issue 4 – p 625-630. 
PMID: 32762874. 
Background and objective: Laparoscopic cholecystectomy has reached nearly universal adoption in 
the management of gallstone-related disease. With advances in operative technology, robotic-
assisted cholecystectomy has been used increasingly in many practices, but few studies have 
examined the adoption of robotic assistance for inpatient cholecystectomy and the temporal 
outcomes on a national scale. The present study aimed to identify trends in utilization, as well as 
outcomes and factors associated with the use of robotic-assisted cholecystectomy. 
Methods: The 2008 to 2017 database of the National Inpatient Sample was used to identify patients 
undergoing inpatient cholecystectomy. Independent predictors of the use of robotic assistance for 
cholecystectomy were identified using multivariable logistic regression adjusting for patient and 
hospital characteristics. 
Results: Of an estimated 3,193,697 patients undergoing cholecystectomy, 98.7% underwent 
laparoscopic cholecystectomy and 1.3% robotic-assisted cholecystectomy. Rates of robotic-assisted 



cholecystectomy increased from 0.02% in 2008 to 3.2% in 2017 (nptrend < .001). Compared with 
laparoscopic cholecystectomy, patients undergoing robotic-assisted cholecystectomy had a greater 
burden of comorbidities as measured by the Elixhauser index (2.2 vs 1.9, P < .001). Although 
mortality rates were similar, robotic-assisted cholecystectomy was associated with greater 
complication rates (15.5% vs 11.7%, P < .001), most notably gastrointestinal-related complications 
(3.7% vs 1.5%, P < .001). On multivariable regression, robotic-assisted cholecystectomy was 
associated with increased costs of hospitalization (β: $2,398, P < .001). 
Conclusion: Using the largest national database available, we found a dramatic increase in the use of 
robotic-assisted cholecystectomy with no difference in mortality or duration of hospital stay, but 
there was a statistically significant increase in complications and costs. These findings warrant 
further investigation. 

 
 
BARIATRISCHE CHIRURGIE 
Gewichtsafname en cardiovasculair risico in patienten met 

en zonder metabole chirurgie 
How Much Weight Loss is Required for Cardiovascular Benefits? Insights From a Metabolic Surgery 

Matched-cohort Study. A Aminian et al. Annals of Surgery, October 2020 – Volume 272 – Issue 4, 

p639-645. 

Pubmed ID: 32932320. 

Objective : The aim of this study was to determine the minimum amount of weight loss required to 

see a reduction in major adverse cardiovascular events (MACE).  

Background: Although obesity is an established risk factor for morbidity and mortality, the minimum 

amount of weight loss to have a meaningful impact on cardiovascular health and survival is unknown.  

Methods: Patients with obesity (body mass index ≥30 kg/m2) and type 2 diabetes who underwent 

metabolic surgery in an academic center (1998–2017) were propensity-matched 1:5 to nonsurgical 

patients who received usual care. The adjusted linear and nonlinear effects of weight loss (achieved in 

the first 18 months after the index date) were studied to identify cut-offs for the minimum weight loss 



to achieve decreased risk of all-cause mortality and MACE (composite of all-cause mortality, coronary 

artery events, cerebrovascular events, heart failure, nephropathy, and atrial fibrillation).  

Results: A total of 7201 patients (1223 surgical and 5978 nonsurgical) with a median follow-up time of 

4.9 years (interquartile range, 3.5–7) were included. The positive effect of metabolic surgery was still 

present after adjusting for weight loss amounts, suggesting that there are weight loss-independent 

factors contributing to a reduction in risk of MACE and all-cause mortality in the surgical cohort. After 

considering the weighted estimates from a diverse set of models, the risk of MACE decreases after 

approximately 10% of weight is lost in the surgical group and approximately 20% in the nonsurgical 

group. For all-cause mortality, the threshold for benefit appeared to be approximately 5% weight loss 

after metabolic surgery and 20% in the nonsurgical group.  

Conclusions: This large matched-cohort study identified the minimum weight lossthresholds for 

reduction in risk of MACE and all-cause mortality in patients with obesity and diabetes. Furthermore, 

in our analysis, the effect of surgery was still present after accounting for weight loss, which may 

suggest the presence of weight-independent beneficial effects of metabolic surgery on MACE and 

survival. 

 
*** 


